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Initial Comments.

ACOVID-19 control and /Generator
monitoring was conducted at Green Street ALF,
Corpon . Deficiencies were identified
at the time of the survey.

58A-36.008(6) FAC Medication - Storage and
Disposal

(8) 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
facliity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i 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

6. The faciiity's rules and reguiations require
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Continued From page 1

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
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

. except that a i
requiring must be kept
Refrigerated medications must be secured by
being kept in & 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
pill-organizers, assisting with inistration
of or inisteri 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) 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 retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
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Continued From page 2

stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy 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.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that medications were kept
focked at all imes.

Findings included:

at 7.15AM observed a bottle of
. a bottle of . relief
. . 25 MG), a bottle of
Softener 100 MG), and a
pottte of softener plus stimulant
{ 50 MG} in an opened drawer
in where Resident #5 resides.

On

In an interview on at 8:47AM, Staff A
stated, "Resident #5's family keeps bringing her
those medications because she is more
independent.”

Review of health assessment {(AHCA Form 18230
revealed Resident #5 needed assistance with self
administration of medication.
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59A-38.019(3) FAC Emergency Mgmt - Plan
Implementation

{3) PLAN IMPLEMENTATION.
(a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facility must request assistance
from local taw enforcement or emergency

in

p
communication.

This Statute or Rule is not met as evidenced by
Based on observation, record review and
interview the facility failed to ensure that staff
were trained to implement the emergency
management plan. Staff could not operate the
alternate power source to be used in the event of
an emergency.

Findings Included:

Observation on at 7:35AM revealed a
portable generator (Pulsar PG4500 4,5000 Watt)
and of gasoline in the shed.

During an interview on at 7:37AM Staff
G {caregiver) stated, "How do | turn on the
generator?”.

Areview of the facility's Emergency Power Plan
revealed no documentation of staff receiving
in-service fraining on how to operate the facility's
alternate power source and no documentation of
a generator maintenance log.

During an interview on at 7:51AM, The
Owner stated, " { have not trained any off the staff
on how to operate the generator because | am
the only one that turns it on, If there is an
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