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Initiat Coraments

A re-licensure survey was conducted at Sunshine
Eldercare of Miami Lakes on .
Deficiencies were identified at the time of 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
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 is ined 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

AQ00

A055

ceniral storage of medication and that policy has
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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 filling
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} ication 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
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
still at the facility, the medications are considered
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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 desiroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep medications in a locked cabinet;
locked cart; or other locked storage receptacle,
room, or area at all imes.

Findings include:

Observation on at 6:15 AM, revealed
a bottle of Solution 10g/5mi prescribed
for Resident #1 unlocked on the kitchen counter.

{Photographic evidence obtained)

During an interview on at 11:30 AM,
ing th I

e the
Administrator stated that she would talk to the
staff to make sure that they always lock the
medication

Class il

A 078 59A-36.010(2) FAC Staffing Standards - Staff A078
S8=D

{2) STAFF,
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{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement, Newly hired staff
does not include an employee transferring without
a break In service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a heatth care provider's statement that the
individuat does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not

ftute a risk of itting & i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident’s record,
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and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.

{d} An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 420.174, F.S.

by

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that one out of three sampled
staff {Staff B) had competent knowledge of the

thrust when asked how to preventa
resident from choking.

Findings include:

Interview on at 11:24 AM., Staff B
Caretaker was asked if a resident was choking,
how would you assist the resident. Staff B stated

"t don't Know.

A review of Staff B files revealed that Staff B was

hired on 12024 and received training for
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AID fraining on

During an interview on at 1h35AM,,
The Administrator acknowledged the finding of
the staff being unable to the procedure
of the Thrust.
Class il
A093] 50A-36.012(2) FAC Food Service - Dietary A093

$8=6| 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,
2020-2025, which are incorporated by reference
and available for review at:
hitp: firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:

od.nih. t ion/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutrifional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident cheoses to eat less, the facility must
serve the standard minimum portions of food
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according 1o the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

tionist, or a regi dietetic ich
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
facility fites and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,
1. Dally food servings may be divided among
three or more meals per day, including snacks,
as necessary fo accommedate 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
facility for 6 months.
{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.
1. Facilities that offer residents a variety of food
choices through a select 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
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be identified on the menus developed for use in
the facility.
2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
netification 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
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less 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 facilities,
snacks must be offered at least once per day.
Snacks are not considered 10 be meals for the
purposes of . the time between meals.
{g) Food must be served attractively 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 adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to 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 observation, interview and record
review, the facility failed fo ensure distary needs
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were met for one out of six sampled residents
{Residents #3). The facility failed to provide a
menu based on the dietary needs of one out of
six sampled residents {residents #3).

Findings include:

Observation on at 7:12 A.M revealed
Resident #3 was provided with a meal that
consisted of toasted ham sandwich, café con
feche and juice.

Areview of the breakfast menu dated

was indicated as a "Regular Diet," and the meal
for the day consisted of toast with butter, ham,
café con leche and juice.

Areview of Resident #3's health assessment

dated revealed a diagnosis of
Mixed ,, = | N , ., of Ve
. of .
deficiency, D

Insufficiency Behavior disturbance, and a .
Rasident #3 required assistance with all Activities
of daily living (ADL), and in addition to assistance
with self-administration of medications. Further
observation revealed the meal to be provided was
a mechanically soft diet.

A review if the American Dietetic Association
database revealed Doclors or other clinicians
often prescribe a modified texture diet for
individuals who have difficulty swallowing

S ") or problems preparing their food for
swallowing. Dietary modifications are critical to
ensure that individuals with eating difficuities get
adequate nutrition, calories and fiuids and to
prevent foods or liquids from feaking into airways
leading to choking, | . and
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Interview on at 11:35 AM, the

Administrator was informed of Resident #3's diet
and made aware of the findings. The
Administrator stated the resident doesn't like for
the food to be pureed, and she would contact the
physician for an updated health assessment.

Class It

A 152 59A-36.014(3) FAC Physical Plant - Safe Living At52
88=D | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilittes 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 maintained in good

working order,

{b) Pursuant to section 429.27, F.8., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure 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

famp, and waste basket; and,

AHCA Form 3020-0001
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5. A comfortable chair, if requested,

{¢) 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 available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment free of
hazards for six out of six sampled residents.

Findings include:

Observation on at 6:20 am, showed
an untocked room with two bottles of laundry
detergent, and a bottle of floor cleaner on the
counter. Further observation revealed an
unlocked cabinet with a bottle of bleach, window
cleaner, roach and ant powder, baking soda, soft
scrub, floor cleaner, oven cleaner and a can of
bathroom cleaner. (Photographic evidence
obtained)

During an interview on at 11:30 am,
the Administrator was notified of the untocked
cleaning supplies and acknowledged the findings.

Class HHl

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

A152

A182
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{3) PLAN IMPLEMENTATION,
{(a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the plan within 30 days of employment.
{b} lf telephone setvice is not available during an
emergency, the facility must request assistance
from focal law enforcement or emergency

it personnel in maintai
communication

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
faiied to ensure staff were sufficiently trained to

the plan, one
{Staff B) out of three sampled. The staff on duty
was unable to identify the rmonoxide
detector.

Findings included:

Interviewed on at 6:29 AM, Staff B
{Caretaker) was asked {o locate and test the

monoxide detector. Staff B pointed at the
fire extinguisher and indicated it as the
monoxide detector.

During an interview on at 1130 AM,
the Administrator was made aware that Staff B
jacked knowledge of the monoxide
detector. The Administrator stated, "Did you ask
her in Spanish”.

Class il
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