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{A 000} Initial Comments
Assisted Living Facility

Avrevisit to a limited nursing services (LNS)
monitoring visit was conducted on

Ceniral Assisted Living Facility had an
uncorrected deficiency and new deficiencies
found at the time of the visit.

A055 58A-5.0185(8) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
() In order to accommodate the needs and

P of resi and to

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; or
intheir .. _.__ or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place withinthe __
or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored
if:
1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;

3. The medication is determined and documented
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

{A000}
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habits of resi the p jon 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 prior to admission
as required under Rule 58A-5.0181, F.AC.
(b) Centrally stored medications must be:
1. Kept in a locked cabinet, focked cart, or other
locked storage receptacle, or area at all
times;
2. Located in an area free of dampness and

L P , except that a icati
requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration,
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and
4. Kept separately from the medications of other
residents and properly closed or sealed.
{c) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. " Such medication may be reused if
re-prescribed by the resident ' s health care
provider,
{d) When a resident ' s stay in the facility has
ended, the administrator shall return all

'
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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 shall be considered abandoned and
may disposed of in accordance with paragraph

e).
(e} Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall 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.

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may retum dispensed

dicinal drugs to the d g p
pursuant to Rule 64816-28.870, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to properly dispose of medications that
were expired. The medication was located in an
area that is accessible to the construction crew or
other residents in the facility.
Findings include:
Tour of the second floor with the administrator on
i at approximately 11:30 a.m. found the
second floor to contain construction materials,
there were bags of clothing, mattresses, furniture.
One .. old resident records labeled with
the name of an assisted living facility that is no
fonger open. There were at least 7 boxes of
papers, some in folders or hanging files, some
are just scattered. The files and materials date
back to 1997. A card of B 1750 mg

is found lying on a table, with 1 plll mlssmg The

expiration date on the pili card is 1 and the |
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pills are for a resident that is not listed on the
current census. Having the medication in an
unsecured area could lead to an adverse reaction
to the person or persons that take the medication
that is not prescribed to them.

Interview with the administrator during the tour
stated that she was unaware of the materials and
medications in this area.

Class il

{A 152} B8A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

() All facilities must:

1. Provide a safe living environment pursuant to
Section 428.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must 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.S., residents
shall be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident }
_. sleeping area must have at least the following
furnishings:

1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste
basket, and

5. A comfortable chair, if requested.

(c) The facility must maintain master or duplicate

A 152
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keys to resident i to be used in the
event of an emergency.

{d) Residents who use poriable 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 shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to make the
appropriate repairs and have a safe living
environment for the 30 residents that currently
reside in the facility:
Findings include:
During the facility tour with the administrator on
- at approximately 9:30 am the follow
were found d
Observauons of the 1st floor the tile near office
and hallway is still missing, there is an uneven
surface the depth of the tile, approximately 1/4 of
an inch. Per the administrator the first floor will be
completed in the next 30 days. The administrator
stated that at this time she does not have
anything in writing to verify the anticipated
completion, The first floor dining
patched areas are in need of paint. There isan
area between the kitchen and dining, which has a
large amount of peeling paint, dust covered
where exhaust fan was previously, cracked and
farge exposed areas of concrete wall. The paint is
peeling on all walls in this area. Large amounts of

{A152)

dust and dirt in this area. There are meats and
beverages stored in the coolers housed in this
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area, with the peeling paint, and dusty open
concrete area. Having this area unrepaired
places the residents food at risk of being
contaminated with dust, dirt and other
construction particles that may enter or become
trapped in the peeling paint and areas that have
missing pieces of concrete in the walls. There are
tiles in the in the dining !
.- missing, and there is no threshold in doorway
the This creates a 1/4 inch gap or
more between the two different tiles. This
_-... .- used by the residents. The only other
the first floor is for the staff and itis
locked, key needed to enter. The uneven
surfaces in the tiles and doorways create a _
hazard for the resident and the staff. The area at
the employee in the iobby of the first
floor, has an 1 inch difference in materials that
make up the flooring. There are small tiles on the
raised area and larger tiles under; the small tiles
are over chipping concrete. There is an area with
a sign posted that says " do not enter”. The door
is unlocked and open. There are approximately
six residents on the outside porch area smoking.
Two .- on the first floor, which previously
housed residents, have tiles that are laid uneven
from tile to tile creating a trip hazard for people
that are in the Itis planned for this
be an activity and meeting . _ ... Awindow was
busted last night in the first. . ... There are tiles
missing from the ceilings exposing the AC vents
inthe .. ... These - and areas are
completely accessible to all the residents. In the
v _'that leads to the stairwell,
which is a fire exit there is a two inch difference in
the tile and concrete height. The difference in the
materials creates a ._.: hazard, especially in a
fire/lemergency situation, when a fast escape may
be necessary.

{A152)

Observation of the second floor found there to be i
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no residents housed on the on this floor. The
construction material are housed in this area at
this time. The floor is not in a condition to house
residents at this time, missing toilets, sinks and
other need fixtures, tiles and flooring missing, in
need a paint and general repairs.
The third floor currently houses all the residents.
The third floor on the east side is in acceptable
condition for paint and construction debris. There
is no screen in the window at the end of the hall
and the window is unlocked. The suspended
ceiling is half completed with missing tiles. In the
hall near ! there are is uneven floor. The
flooring transitions from tile to wood and back to
tile. The wood is approximately a 1/2 inch
difference in height. Thereis a . ... .. the east
side of the 3rd floor that has paint. The paints
were covered in dust and the door was covered in
dust. Alithe ... ... _.intheresident ... . are
raised approximately 4 inches, from the i

.- The administrator states that this is how
all the . in the facility are.
Class Hi

A 182 58A-5.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
(a) Resident demographic data as follows:

1. Name;

3. Race;

4. Date of birth;

5. Place of birth, if known;

6. Social security number;

7. Medicaid and/or Medicare number, or name of
other health insurance ;

8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an

{A152)
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care provider, and case manager if applicable.
(b) A copy of the medical examination described
in Rule 58A-5.0181, FAC.
(c) Any health care provider ’ s orders for
medications, nursing services, therapeutic diets,
. or other services to be
provided. supervised, or implemented by the
facility that require a health care provider ' s
order.
(d) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
FAC.

(e) The resident record described in paragraph
58A-5.0182(1)(e), F.A.C.

(f) A weight record which is initiated on
admission. Information may be taken from the
resident ' s health assessment, Residents
receiving assistance with the activities of daily
living shall have their weight recorded

| semi-annually.
{ {g) For facilities which will have unlicensed staff

assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-6.0181, FAC., if
such consent is not included in the resident ' s
contract.

{h} For facilities whuch manage a pill organlzer,

assist with self. of Hons or
administer medacatlons fora restdent the
required records p

to Rule 68A-5.0185, FAC.

{i} A copy of the resident * s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.A.C.

(i) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
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made on behalf of the resident as required under
Section 429.27, F.S.
{k) For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or due a resident, a copy of the
quarterly written statement of funds or other
property disbursed as required under Section
429.27,F.S.
{1} A copy of Alternate Care Certification for
1 Form,

CF-ES 1008, 14998, if the resident is an

; recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Famlly Services.
(m) D ion of the ofa
health care surrogate, guardian, or the existence
of a power of attorney where applicable.
(n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC.
(o) For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
fimited nursing, or extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
this subsection;
3. The medical examination described in Rule
58A-5.0181, FAC,
4. The resident’ s contract described in Rule

A162
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58A-5.025, F.AC,; and

5. Ahealth care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.

{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of 2
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

{q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observations, interview and record
review the facility failed to ensure that resident
records were properly stored andfor destroyed.
The records contain private health information
and were accessible to construction crews and
other that may access the second floor of the
facllity.

Findings include:

Observations of the second floor during a tour of
the facility with the administrator found that on the
second floor. There was a old resident
records labeled with the name of a previously
closed assisted living facility. There were
approximately seven or more boxes of papers,
some in folders or hanging files, some were just
scattered. Observations of the files and materials,
found some dated back to 1997. One box was
marked . I residents. Some of the papers

A6z
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were for current residents and some were for
residents that are not listed on the current
census. Many of the materials were dated
between 1997 and 2001.

Interview with the administrator stated that she
was not aware that the files were here, and she

stated that this .. . .| be locked while the
construction workers are here.
Class lll
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FLORDAAGENCY FOR HEATH CARE ADVINISTRATION

RICK SCOTT. ELIZABETH DUDEK
GOVERNOR Better Health Care for ali Floridians SECRETARY
2013
Administrator
Central ALF
2349 Central Avenue

Saint Petersburg, FI. 33713
Dear Administrator;

This letter reports the findings of a state licensure revisit survey that was conducted on 2013,bya
representative of this office,

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
On your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency's website at

http://ahca myflorida.com/Publications/Forms.shiml as a first step in providing a web-based interactive

consumer satisfaction survey system. You may access the questionnaire through the link under Health

Facilities and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
fessional and i lication of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

rely,

Patricia Reid Caufman
{ D/ Field Office Manager

PRC/kpr

Enclosure: State Form 3020

Headquarters
2727 Mahan Drive
Taliahassee, FL 32308
hitpifiahca myforida.com

St. Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL. 33701

Phone (727) §52-2000; Fax {727) §52-1161




