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Initiat Coraments

Arevisit to a re-licensure biennial survey with
generator monitoring was conducted at Lizi Home
Care ALF on . The provider had
deficiencies identified at the time of the survey.

B9IA-36.007(8) PHYSICAL

{8) PHYSICAL . Residents for

whom a physician has prescribed a physicat
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prior o use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

o have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of , or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the resident's
ician reviews the apy i of the
confinued use of the physical annually
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and maintains documentation of this review in the
resident's record for one out of six sampled
residents (Resident #2).

Findings included:

at 8:18 AM, observation showed
Resndem #2 lying in bed with full side bed rails in
the upright position.

Areview of Resident #2's record showed a
prescription order for full side bed rails dated

. The resident was under hospice
care. Further review showed a care plan for the
use of physical dated

On at 10:30 AM, the Administrator
stated that she would ask the doctor to review the
continued use of the fulf bed rails to update the
care plan.

Uncorrected

Class il

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeted medication contamer,
ora fcation listing with the pr i

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
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receives assistance with seif-administration of
ications or medicati inistration. 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
429.41, 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 interview and record review, the facifity
failed to maintain an accurate daily medication
observation record (MOR) for each resident who
receives assistance with seif-administration and
administration of medications which must be
immediately updated each time the medication is
offered and that include the directions for use of
each medication for two out of six sarpled
residents (Resident #3 and #4).

Findings included:

On at 8:53 AM, the Administrator
stated that she assisted the residents with
self-administration of medication and gave all the
medications scheduled for 7:00 AM on

to the residents and the day before,
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Areview of Resident #3's MOR showed the
doses for and the morning doses for
were not signed as given. Medication
reconciliation showed there were no missing
doses.
Also, review of the MOR for Resident #3 showed
it did not include a specific time for the
medications, instead it was listed as AM or PM.
Areview of Resident #4's MOR showed the
doses for 7:00 PM on and the
morning doses for 7:00 AM on were
not signed as given. Medication reconciliation
showed there were no missing doses.
On at 10:30 AM, the Administrator
stated that she was busy and could not sign in the
Uncorrected
Class il
A 079 50A-36.010(3) FAC Staffing Standards - Levels AQ79
88=D

(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week
0-5 168
212
16-25 253
26-35 294
36-45 335
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46-55 375

56-65 416

68-75 457

76-85 498

86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 85
add 42 staff hours per week,
2. independent living residents, as referenced in
subsection 53A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. Atleast one staff member who has access o
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facifity administrator, manager or other staff are
absent from the facility.
4. in facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
B59A-36.011(5), F.A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part 1, F.S.
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considered as having met the course
requirements for both First Aid and

6. During periods of temporary absence of the
administrater or manager of more than 48 hours
when residents are on the premises, a siaff
member who is atleast | . Mmustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 80 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
courted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident coniracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
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for a given time period. Upon reguest, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels establushed in paragraph (a), if
the agency upervision
and care are not being provlded to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facifity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to mest the
fire safety standards described in rule chapter
69A-40, F.A.C., untit such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the subrission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
{onger be required to maintain a plan with the
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agency.

{e] Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to maintain an accurate
work schedule that reflected its 24-hour staffing
pattern.

Findings included:

On at 8:11 AM, observation showed
Staff D (caregiver) was the only staff on duty
caring for four residents, one of whom was under
hospice care and bedridden,

On at 8:23 AM, observation showed
the Administrator arrived at the facility.

Areview of the facility's staffing pattem for
showed it had working hours but none of
the staff members were listed.

On at 10:30 AM, the Administrator
stated that she would complete the schedule.

Class HHl

AQ79

AHCA Form 3020-0001

STATE FORM

Ll ZEIW12

i continuaion sheet 8 of 11



PRINTED: 06/10/2025

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
AL11965247 B WING 05/12/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2820 SW 131 PLACE
LiZI HOME CARE ALF
MIAML, FL 33175
(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)
{A 181} Continued From page 8 {A 161}
{A 181} 420.275(2) FS; 59A-36.015(2) FAC Records - {A 161}
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429.275
{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
ion of background ing, if
fon of with alt
training requirements of this part or applicable
rule, and a copy of all licenses or certification held.
Dby each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of commurnicable

. in addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FA.C,,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with leve! 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.$., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,
8. Documentation verifying direct care staff and
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administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(¢c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facifity and the staffing agency or contractor as.
described in Rule 59A-36.010, FAC.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
During an interview with Staff E on at
9:35 am, she stated she just started working at
the facility on . She also stated last year
she worked at the facility but had quit.

Employes record review showed an employee
application that was sighed on . Further
review showed no signed attestation in the file.

Background screening database review showed
StaffE's emplcymem at the facility during the
petiod , and there was no other
employment on file. Further review showed more
than a 80 day gap in employment No updated
background screening was in the record.

Areview of personnel records showed that the

freedomb from communicable statement,

documentation of a negative test, HI
. } training, and

documentation of training in
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were nnot present,
9:25am Administrator and Roxana stated she had
the card in her phone.
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