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Initiat Coraments

Are-licensure survey in conjunction with a
generator monitoring was conducted at Cary &
Nico Tu Casita Feliz ALF Inc on .The
provider had deficiencies identified at the time of
the survey.

59A-36.008(8) 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
{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;

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
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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
{ocked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refri ion must be kept refri
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filling

pill-t ’ assisting with self- ini ]
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at alf imes; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.

{d) i 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 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 facifity 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
stilt 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 pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold & Special-ALF permit
|ssued by the Board of Pharmacy may retum

icinal drugs to the disps
pharmacy pursuant fo Rule 641816-28.870, F AC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
falled to ensure that all unattended medications
were locked at the time of the survey.

Findings included:

On between 7:20 AM and 7:21 AM
observed that all 6 residents rooms had a bottle
. powder for each resident on fop of
the bedside tables, in # there was an
Refief Cream in the bedside table for
Resident # 2. In # and # observed
containers of Cream. In #
and # 4 observed bottles of

On at 7:25 AM Staff B stated that she
thought that those medications could be in the
rooms.
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429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 420.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

429.52

(4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faiture 1o do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS, Every facility must be
under the supervision of an administrator who Is
responsible for the operation and maintenance of
the facifity including the management of afl staff
and the provision of appropriate care to all
residents as required by chapters 408, part i,
429, part i, F.8., and rule chapter §9A-35, F.A.C.,
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and this rule chapter,
{a) An administrator must:
1.Beatleast .t
2. if employed on or after
have, at a minimum, a high school diploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant o sections
408.809 and 428,174, F.8.;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 90 days after
becoming employed as a facility administrator.
Administrators who attended core training prior fo
. are not required to take the

competency test unless specified elsewhere in
this rute; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, F.AC.

ors who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facifity administrator, the
agency may permit an individual who otherwise
has not satisfied the fraining requirements of
subparagraph {1)(a)4. of this rule, to temporarily
serve as the facility administrator for a pericd not
o exceed 80 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC.; and,
2. Complete all additional training requirements if
the facility maintains icensure as an extended
congregate care or limited mental heaith facility.
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{c) A may supervise a of
either three assisted living facilities or a group of
facilities on & single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

i or supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{¢) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

N " and continui .
requirements as an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program prior to

. are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided. in paragraph {1){c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.8., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , which
is i by d ilable online
at:

hitpy/Avww firules. .asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, failed to
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59A-36.015 Records.

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

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed ina
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appoint an manager for each facility when the
administrator operated more than one assisted
fiving facility (ALF).
Findings included:
Areview of the background screening
clearinghouse revealed that the Administrator
also operated another ALF. Further review
revealed that there was a manager at the other
ALF, but no manager for Cary & Nico Tu Casita
Feliz ALF Inc.
On at 9:17 AM the Administrator stated
that she didn't know that she needed a manager
at this ALF since she had a manager at the other
one. She further stated that she will place her
husband as manager and that he is trying to pass
the core.
Class il
A 160, 50A-36.015(1) FAC Records - Facility A160
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conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of alf residents and each
resident's:

1. Date of admission, the facifity or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha ;and,
2. Date of discharge, reason for discharge, and
identification of the facifity 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 &
bed for a resident who is out of the facility but
intending to return pursuant to Rule 50A-36.018,
F.AC. 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
(o).

{d) The facility’'s emergency management plan,
with documentation of review and approvai by the
county emergency management agency, as
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, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013. FAC.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{n) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of ail such facifity
adverlisements as required by Section 428.177,
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F.S.

() A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.A.C.

(i) Al food service records required in Rule
89A-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
ficense or certificate to operate.

{k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B9A-40, F.A.C., issued within the last 2 years.

{1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-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
jast 5 years,

{n) The facility's resident elopement response
policies and procedures.

{0) The facility's documented resident elopement
response drills,

{p) The facility's policies and procedures pursuant
o 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 ;

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

{u) The facllity's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;
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{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 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have an admission / discharge log up to
date including the place or facility to where the
resident had been discharged.

Findings included:

A review of facility's records showed that
Resident # 7 had | ,on
Resident # 8 on , the reason for
discharge for both stated " "and the place
where they were discharged stated, "ALF."

and

Areview of residents’ records revealed that both
residents had | . under hospice
services.

On at 12:20 PM the Administrator stated
that both residents had | . under
hospice services and taken to the funeral homes.
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