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Initiat Coraments

A revisit from a monitoring survey was conducted
at Golden Girls Home, Inc. on . The
provider had deficiencies at the time of the
survey.

B9A-36.008(8) FAC Medication - Storage and
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
{ocked 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 i and d

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
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central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
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
focated locked;
3. Accessible to staff responsible for filling
pifk- i assisting with seif inis
of ication, or inistering 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 cther
residents and properly closed or sealed.
{d) Medication that has been discontinued but
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 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
at least 15 days, the resident's medications are
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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
0 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 retumn

£ icinal drugs to the dispensi
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statuie or Rute is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure centrally
stored medications were secured in a locked
cabinet or closet.
Findings:
Observation on al 928 AM in
# found aboxof | R .

8ol 0.005% and a bottie of Constulose {
Solution 10g15 mi) on the nightstand.
Photographic evidence obtained.

oPT

Interviewed on at :57 AM the
Administrator acknowledged that the medications
were not secured.

Class il

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.
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The facitity must maintain required records in &
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{&) The facility's license displayed ina
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facitity but
intending to return pursuant fo Rule 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
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described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility’s liability insurance policy required
in Rule 59A-36.013, F.AC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{h) If the facility advertises that it provides special
care for persons with ‘s or
related , a copy of all such facility
advertisements as required by Section 429.177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as descried in Rule
59A-36.007, F.AC.

{i) Alt food service records required in Rule
59A-36.012, F.A.C,, including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
license or certificate to operate.

{k) Al fire safely inspection reports issued by the
local authority or the State Fire Marshal pursuant
10 Section 429.435, F.8,, and rule Chapter
B69A-40, F.A.C., issued within the fast 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.
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{n) The facility's resident elopement response
policies and procedures.

{0) The facility’'s documented resident elopsment
response drills.

{p) The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FAC,;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility’s policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408,823(2)(a), F.S.;

{w} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to update the admissions and discharge log
of the reason for discharge and identification of
the facility or home address to which Residents
#4-and #5 were discharged.

Findings:

Areview of the admissions and discharge log
showed a discharge date of for
Resident #4. However, there was no
documentation of the name of the facility
Resident #4 was discharged to.

A review of the admissions and discharge log
showed a discharge date of for
Resident #5. However, there was no
documentation of the address where Resident #5
was discharged to.
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59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c) Alist of any additionai services and charges to
e provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be atfached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.8.;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{9) A refund policy that must conform to section
429.24(3), F S

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
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Interviewed on at 10:13 AM the
Administrator stated that Resident #5 only stayed
for two days and acknowledged the admissions
and discharge log was not updated.
Uncorrected
Class il
A 167 50A-36.018 FAC; 429.24 FS Resident Contracts A167
88=D
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agrees in writing 1o reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or , facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf,
(i) A provision stating whether the facility is
affiliated with any refigious organization and, if so,
which organization and ifs relationship to the
facility:
(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident’s representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. in the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. if there is

i ing the appropri
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
B59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
1o subsection {4), of that rule;
(1) The facility's policies and procedures for
self-administration, assistance with

of
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if-administration, and administration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection (8) of that rule; and,
{m) The faciiity's policies and procedures related
to a properly executed DH Form 1896,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
writfen statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract fo reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legat representative and a copy
given to the resident or resident's representative.

42924 FS

(1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thersto, between the
ficensee and the resident or his or her designee
or legal representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the ficensee shall keep on file in the facility all
such confracts, The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.
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{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and " of the residents,
other than those specified in 5. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previoustly charged does not
require a 30-day written notice of a rate increase.
Whenever money is deposited or advanced by a
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:

{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
{ocated; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements: and shall be used, or
otherwise expended, only for the account of the
resident.

{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include & refund policy to
be implemented at the time of a resident's
transfer, discharge, or A

{b) If a licensee agrees to reserve a bed for a
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resident who is admitted to a medicat facility,
including, but not limited o, a nursing home,
health care facility, or | facility, the
resident or his or her responsible party shail notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licenses.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facifity is affiliated with any religious organization
and, if so, which organization and ifs generat
responsibility to the facility.

{5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

o imposed upon it by this part or rules
adopted under this part.

{6) In lieu of the provisions of this section,
faciliies certified under chapter 651 shalf comply
with the requirements of s. 651.055.

{7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or refocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. A lease may be
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substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with @ kitchen or
kitchenette and lavatory ocated within one or
mere buildings containing other similar or like
residential units.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation of a contract for
one of three sampled residents (Resident #5) .

Findings:

A review of the admissions and discharge log
showed an admission date of for
Resident #5. However, there were no records for
Resident #5, including a contract.

Interviewed on at 9:38 AM 9:38 the
Administrator stated that Resident #5 was a
respite care and that she was only in the facility
for a few days and that was the reason why they
don't have any records.

Class #ll

59A-36.019(1) FAC Emergency Management

(1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 420.41, F.8., each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facilities," AHCA Form
3180-5008, . incorporated. by
reference and avallable at
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http: firules. .asp?No
=Ref-15964. The form is also available at:
hitps:/fahca.myflorida.com/MCHQ/Emergency A
clivities/index.shtml. The emergency
management plan must, at a minimum, address
the following:
{a) Provision for all hazards;
{b) Provision for the care of residents remaining
in the facility during an emergency, including

disaster or p on; protecting
the facility; supplies; emergency power; food and
water, staffing; and emergency equipment;
{c) Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
{d) Provision for the care of additional residents
who may be evacuated to the facility during an
emergency including the identification of such
residents, staffing, and supplies;
{e) Identification of residents with 's

or related , and residents with

mobility limitations who may need specialized
assistance either at the facility or in case of
evacuation;
{f) identification of and coordination with the
county emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,
(h) The identification of staff responsible for
implementing each part of the plan.
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This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to provide documentation of an
approved Comprehensive Emergency Power
Plan (CEMP), including a mutual aid agreement
in the event of an evacuation.

Findings:

A review of the facility's records found no
approved comprehensive emergency power plan.

Interviewed on at 9:57 AM when
asked for the approval letter for the
comprehensive emergency power pian and the
mutual aid agreement, the administrator stated
that she was not sure where it was. The
Administrator stated further that she could submit
itin an e-mail. The Administrator stated that she
was talking to the county officials about it.
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