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429.42( )FS; 58A-5.033(3)(a) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-

1) Any assisted living facility in which the agency
has documented a class | or class | deficiency or
ur class i ienci i
medicinal drugs or overthe-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an

i igation in response to a int, shall, in
addition to or as an alternative to any penalties
imposed under s. 429.19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
licensed dietitian, as applicable. The consultant
shall, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consuitation
services are no longer required.

{2) A corrective action plan for deficiencies
related to assi with the self- ini

of i or the i of

must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sconer if the deficiency is
determined by the agency to be fife-threatening.

58A-5.033(3)
{3) EMPLOYMENT OF A CONSULTANT,

{a) Medication Deficiencies.

1. Haclass |, class i, or uncorrected class 1i
deficiency directly relating to facility medication
practices as established in Rule 58A-5.0185,
F.AC,, is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant to Section 465.0125, F.S., or
registered nurse as determined by the agency.

A058

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PRO IER F

TITLE X6} DATE

STATE FORM

3

2v9313

I sontioation sheat € of



PRINTED: 06/09/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11965711 B WING 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11511 SW 128 STREET
BELLA LUNA RETIREMENT HOME It INC
MIAMI, FL 33176
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION} e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A088! Continued From page 1 A0S8

2. After ping and § a i
action plan in compliance with Section 428.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or It deficiency and within 14 working days
of the notice of an uncorrected ciass il
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required, The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to correct medication related deficiencies.
The facility is required to correct deficiencies
related to medication. The facility is required to
employ the consultant services of a licensed
registered nurse or pharmacist.

Findings:

Areview of inspection findings showed that the
facility received citations for noncompliance in the
area of medication labeling and orders on

12924,
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A review of inspection findings showed that the
facility recetved citations for noncompliance in the
area of medication labeling and orders on

Areview of inspection findings showed that the
facifity received citations for noncompliance in the
area of medication records and medication
storage and disposal,

Interviewsed on at approximately noon
when she contacted the field office to find out why
her license had not been renewed, the
Administrator stated that she would correct her
deficiencies.

Class il

Initiat Comments

Amended

A second revisit to a relicensure survey was

conducted at Belia Luna Retirement Home on
- Deficiencies were identified at the

time of the survey.

59A-36.007(3) FAC Resident Care - Arrangement
for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. In
order to facilitate resident access to health care
as needed, the facility must:

{a) Assist residents in making | and
remind residents about scheduled ||

for medical, dental, nursing, or mental health
services.

{b) Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and

A0S8

{A 000}

A027
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friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

{c) The facitity may not require residents to
receive services froma | health care
provider,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assist in the arrangement of needed
medical services for one out of six sampled
residents (Resident 2).

Findings included:

A review of Resident 2's health assessment dated
showed medical history and

diagnoses of . .

- unspecified,

. . ) unspecified

. Physical limitations showed

ambulatory, wheeichair, rolling walker.

status showed AAOX2 {Alert and oriented to

person, place) Nursing/ , ,ftreatment

requirements showed , Car

R ., and skilled nursing services.

ADLs (activities of daily fiving) showed

independent for ambutation, eating, selfcare and

transferring, and needed supervision with

bathing, . and toileting.

Further review of Resident 2's record showed no
documentation that . Car

. ., or skilled nursing services had
been arranged for the Resident.

Interviewed on at 2:30 PM Staff A
stated, "He may be getting at the Colonia clinic.”

Class #Hl
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{5) MEDICATION RECORDS.
(&) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the pr ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
medications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. theresident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number,
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
428.41, F.8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
faited to maintain an up to date medication
observation record (MOR) for one out of six
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sampled residents (Resident 3}
Findings included:
Areview of Resident 3 's MOR revealed that the
medication plus tablet twice a day, at 7:00
am and 7:00 PM was not signed on at
7:00 AM for Resident 3 (Photographic evidence
obtained)
Interviewed on at 2:30 PM Staff A
stated that Staff C gave the medication to the
Resident but forgot to sign the MOR.
Class Hl
A055 59A-36.008(6) FAC Medication - Storage and A0B5
$$=F | Disposat

{6} MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o 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
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{p) 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;

The ication is ined and
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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 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.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
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
located locked;

3. Accessible to staff responsible for filing
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) £ that has been di i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be cenfrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
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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 alt
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at feast 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).
{f) 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 pharmagcist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold & Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs 1o the di i
pharmacy pursuant to Rufe 64B16-28.870, F.A.C.

This Statute or Rute is not met as evidenced by:
Based on observation and interview the facility
failed to ensure that resident medications were
kept focked in a centralized location.

Findings included:

Observation on at 12:45 PM showed
medications including |, suppositories,
cream and Balmex skin Jotion inside
an unfocked cabinet inside #.
{Photographic evidence obtained)
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Further observation at 12:50 PM revealed
medications and medical supplies including

PR and cleansers inside
an unfocked closet in the haliway. (Photographic
evidence obtained)

Interviewed on at 12:52 PM Staff C
stated that the hospice nurse used the
medications.

Interviewed on at 2:30 PM Staff 8
stated that he would install a lock on the hallway
closet.

Class #l
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