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Initial Comments.

A complaint investigation (complaint number
2024002260) was conducted at Courtyard Plaza
on through . Deficiencies
were identified at the time of the survey.

58A-36.007(3) FAC Resident Care - Arrangement
for Health Care

(3) ARRANGEMENT FOR HEALTH CARE. in
order fo facifitate resident access to health care
as needed, the facility must:

{a) Assist residents in making .., and
remind residents about scheduled |,

for medical, dental, nursing, or mental health
services.

{b} Provide transportation to needed medical,
dental, nursing or mentai health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

(c} The facility may not require residents to
receive services froma | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one out of twenty one sample
residents received medical care when needed.
Resident #1 had but did not
receive any medical intervention untit seven hours
fater.

Findings included:

Acreview of Resident #1 record showed he was
admitted to the facility on . The health
assessment done on indicated the
resident was diagnosed with | N

type 2,
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accident with residual right-sided .
cand | . The
resident needed supervision with bathing and
tolleting and was independent with ambulation,
_. eating, self-care, and transferring.
Wheslchair with ambutation. Assistance with
medication.

Areview of Resident #1's progress notes showed
on at 10:40 AM the resident went to
the nurse station and stated he was feeling
depressed and he wanted to kil himself. The staff
told the resident that they would make
arrangements to send him to the hespital to get
the help that he needed. "Due to resident was
uninsured and our facility van was getting fixed he
was unable to go to the crisis unit to be
evaluated. "At 4:55 PM during a wellness check,
the resident stated, " am better ; the only
way to do it is to kill someone so the police can
kit me." The resident was asked to go to the
office. He became very aggressive at the office,
and the staff cafled 911. The police stated that
they had to transfer the resident to the hospital. At
5:30 PM an ambulance transported the resident
to the hospital,

On at 1:02 PM, Staff F {Intake
Coordinator) stated that Resident #1 was
admitted to facifity from the hospital program and
he did not have insurance adding that in order to
take resident to the hospital they needed to use
the facility's transportation or to call 911. Staff ¥
said due to resident showed aggressive behavior
in the morning they monitoring him all day. in the
afternoon, resident was by the police
and transferred to the hospital because he said
that he did not want to live anymore.
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59A-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
facitity must maintain a list of all medications
being stored pursuant to such a request;

The ication is i and do
py 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 regufations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 50A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
tocked storage receptacle, room, o area at alf
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times;
2. Located in an area free of dampness and

, except that a
requiring i ion must be kept
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
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisterd 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) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as approptiate,
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 return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. I, after notification and waiting
at least 16 days, the resident's medications are
still 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
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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 a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
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 maintain all prescribed or
over-the-counter medications stored in a secure
place and kept locked at all times for two out of
21 {Resident #20 and #21) sampled residents.

Findings included:

On at 9:15 AM observed a bottle of
Rubbing on top of a dresser accessible to
the residents in # . The room was
occupied by Resident #20 and #21 .

On at 12:20 PM, the Administrator
stated that they removed the medication, She
said that the medication belonged to Residents
#20.
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