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{A 000} Initial Comments {A 000}

A Follow-up Survey was conducted on \
2013. Lucille's Loving Care Assisted Living
Facility had deficiencies found at the time of the
survey.

{A 055} 58A-5.0185(6) FAC Medication - Storage and {A 055}
$8=D 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; or
in their or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the

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 H
facility shall maintain a fist 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 :
whormn 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 i
other residents; or

6. The facility ' s rules and regulations require
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| 3. Accessible to staff responsible for filling

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 rust be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, . or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
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;

pill-organizers, assisting with self-administration,
or administering medication. Such staff must I
have ready access to keys to the medication
storage areas at all times; and i
4. Kept separately from the medications of other W
residents and properly closed or sealed. i
(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 residentat |
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
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 i
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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

days of being determined abandoned or expired
and disposition shalt be documented in the
resident ' s record. The medication may be taken
to a pharmagcist 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 return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64816-28.870, F A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to ensure prescribed medications and over
the counter (OTC) products were secured and
out of sight of other residents at all times.

Findings include:
Observations on , 2013 at 8:29 am. found
on top of the chest of drawers the following
unsecured prescription medications;

HFA, two boxes, | Lo 0.02%,
three boxes and . OTC, not
labeled.

Oon 2013 at 9:29 a.m. interviewed
caretaker #3 and she acknowledged the findings.
Class 1l

Uncorrected

which have expired must be disposed of within 30

1 # | with the door open, upon eniry observed |
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RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for ail Floridians SECRETARY
. 2001
Administrator
Lucille's Loving Care
17820 Nw 22nd Avenue

Miami, FL 33056

Dear Administrator:

This letter reports the findings of a revisit survey to a biennial conducted on , 2013by representative(s) of
this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form
3020), which references the uncorrected deficiencies and/or new defici identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than 4, 2013,

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.shim] 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 professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at

(305) 593-3100.
Sincerely, //
. %ﬁlu&i‘%\)ﬂ” e

A Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
BBT7
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Talishasses, Fl. 32308 Miami, FL 33166
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