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Initial Comments.

A complaint investigation (complaint numbers

2020018752 and 2021003598) was conducted at
Residential Plaza at Blue Lagoon on A
deficiency was identified at the time of the survey.

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electricat and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during
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Continued From page 1

use.
(e) Faciliies must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facitity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have a safe living
environment free of hazards.

Finding included:

On at 9:10 AM, observed cigarette
butts on the floor near the stairwell inside the
building.

On at 10:10 AM, Staff C stated, "the
residents would go to those areas and smoke,
instead of going to the designated areas.”

On at 9:23 AM, Resident #22 stated,
"sometimes | smoke in the bathroom.”

On at 3:41 AM, Resident # 27 stated,
“sometimes | smell cigarette smoke in the
hallway.”

On at 1:25 PM there was a strong
odor of cigarette smoke near the stairwell.
Observed smoke coming from a cigarette butt
that was on the ground of the stairwell. Observed
in the stairwell on floors 10, 11 and 12, ashes and
cigarette butts. Observed near # an
ashtray stored between the pipes and the wall.

at 1.59 PM the Administrator stated
the exit area to the stairwell is used by third party
providers and it is difficult to determine who is
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smoking there.
Review of the facility smoking policy and
procedures reveated, ™ Smoking is permitted only
in designated areas of the building. it is requested
that all smoking takes place on an open terrace
or outside the building. Smoking in the rooms,
units or air conditioner areas is prohibited.”
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