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Initiat Coraments

A generator monitoring was conducted at Plaza At
Parksquare (the) on . Deficiencies were
identified at the time of the survey.

59A-36.008(6) 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 i 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
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.AC.

{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 ensure centrally stored medications were
kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times.

Findings included;

On during the tour in a nurse station
was observed a medication cart uniocked.

On at 07:06 AM the day Nurse
Supervisor state, " unlocked the med cart
because | was counting the ,whent
received the call to open the door for you guys.”

On at 10:00 AM the administrator
stated, "He toid me about the medication
unlocked, he told me that he was counting the

when he had to go downstairs to open
the door.”
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(3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
e ible for ing the
management plan, New staff must be trained on
the plan within 30 days of employment.
{h) if telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

communication

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
falled to ensure that the staff was able to
implernent the emergency power plan. The staff
on duty was unable to explain what to do in case
of an emergency.

Findings included:

On at 7:43 am, the Food Service
Director when asked what he would do in case of
an emergency and the residents needed to be
evacuated, stated he would call the
Administrator, contact the Director of Nursing,
and all the directors . When asked again he
stated, "1 think that's more of a question for
{Administrator]".

On at 7:45 AM during an interview with
Staff C, housekeeping, when asked about
emergency evacuation plan, she could not
explain what she needed to do in order to
evacuate the residents.
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On at 7:47 the Dining Room Director
stated, “in case of any emergency | would contact
the administrator, go fioor to floor fo take out the
residents, fo make sure that we take the resident
on to the front or the of the building."
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B9A-35.090(3)(c}, FAC Results of Screening &
Notification In File

59A-35.090 Background Screening.

(3) Results of Screening and Notification.

{c) The eligibility results of employee screening
and the signed Attestation referenced in
subsection 58A-35.090(2), F A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based o record review and interview, the facility
failed to register staff within the clearinghouse
and maintain employment status of alt employees
within 10 business days for two of 10 sampled
staff {Owner and Financial Officer)

Findings included:

Review of personnel file for the Owner and
Financial Officer showed that there were none
onsite.

On at 8:30 AM a review of the facility's
roster in the ing i ise
database revealed that the Owner and the
Financial Officer were not listed.

On at 08:28 AM Administrator stated
that the level |l background screening resuits for
the Owner and financial officer were not in the
facility, ‘because they are corporate.’
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