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AQ00 Initial Comments

Abiennial relicensure survey was conducted on
2013,

San Juan Retirement Home had deficiencies
found at the time of the visit

58A-5.0185(8) 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 facllity 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
facility shall maintain a list of ali 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
physicai arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents; or

8. The facifity ' s rules and regulations require
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central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.

(b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, ,orarea 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;

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
medications to the resident, the resident’ s
family, or the resident ' s guardian uniess
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident’ s
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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
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 @ 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 return dispensed
medicinal drugs fo 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 an interview with the
administrator, the facility failed to ensure that
centrally stored medications were keptin a
locked cabinet and that medications from
residents who had been discharged from the
facility had been returned or disposed of as
required.

The findings include:

During a tour of the facility on ..-at91s
am a medication refrigerator was found to have
medications that was not locked at the time of the
tour. These medications included and
medications from multiple unsampled residents
who had been discharged from the faciiity. The
refrigerator was in the dining area and accessible
to the any of the current 28 residents who lived at
the facility. The medications had been retained by
the facility for more than thirty days.

The administrator confirmed this in an interview
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on 2013 at 10:30 am.

Class 1t

58A-5.025(1) FAC Resident Contracts

Resident Contracts.
{1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:
{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.
(b} The daily, weekly, or monthly rate.
{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be aitached to
the contract.
{d) A provision giving at least 30 days written
notice prior o any rate increase.
() Any rights, duties, or  _ : of residents,
other than those specified in Section 429.28, F.S.
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.
(g) Arefund policy which shall conform to Section
429.24(3), F.S.
{h) Awritten bed hold policy and provisions for
inating a bed hold 1t if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or - facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
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weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
actin the resident ' s behalf
(i) A provision stating whether the arganization is
affiliated with any religicus organization, and, if
s0, which organization and its relationship to the
facility.
{7 A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed fo provide, the resident or the resident
' s representative, or agency acting on the
resident’ s behalf, shall be nofified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), £.S., shall take
effect.
{k} A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.AC,, and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.
(1) The facility ' s policies and procedures for
self-administration, assistance with

1f- inistration and inistration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures related
fo a properly executed
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This Statute or Rule is not met as evidenced by:
Based on record review, the facility failed to that
the resident contract included a 45 day notice of
relocation or termination of residency from the
facility for one of eight sampled residents (#2).
The findings include:
Arecord review for resident #2 was conducted on
-at 10:45 am. The record revealed that
the contract the resident signed with the facility
only aliowed for a 30-day notice of relocation or
termination instead of 45 days required by law.
Class It
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2013

Administrator

San Juan Retirement Home
6561 San Juan Ave.
Jacksonville, FL 32210

Dear Administrator:

This letter reports the findings of a state biennial licensure survey that was conducted on L2013 by
representatives of this office.

Attached is the provider's copy of the State (3020) Form, which indicates 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 after , 2013 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.shtml 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 surveyors. Should you have any questions please call this office at

Sincerely,

Crike 24

Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KW/sm
Enclosure

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
http:ifahca. myflorida com

Jacksonville Field Office

921 N. Davis $t,, Bldg. A, Suite 115
Jacksonvilie, FL. 32209

Phone (904) 798-4201; Fax (304) 359-6054




