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Initiat Coraments

An unannounced complaint survey for complaints
026005271, 2026005670, 202600 and
2026008848 was conducted at The Meridian at
Westwood in Ft. Walton Beach, FL on
- . At the time of the survey, the
provider had deficiencies.

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
locked 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
it
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;

The ication is i and dof
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it s 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 and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
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other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided fo the resident before admission
as required in Rule 58A-36.006, F.A.C.

{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- i assisting with self ini

of ication, 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) ication that has been dis i 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 return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
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prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
stiff at the facility, the medications are considered
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
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

i icinal drugs to the di: i
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations and interview, the facility
failed to ensure medications were stored in
accordance with facifity policy and accpeted
standards of practice for 2 of 10 medications
observed.

The findings include:

During an observation of a medication pass on
at 7:00 am with Staff D, Medication

Tech, it was noted that bubble cards of

(an , medication) and
. {another , medication) were
repaired on the with adhesive tape holding
in the medication. Staff D was unsure why this
occurred, but stated that staff may do this if the
resident refuses to take the medication or they
did not find the resident to administer the
medication.

Staff H, another Medication Technician, was
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interviewed at 9:00 am concerning the medication
cards. She stated, per policy, medication opened
from card bubbles should be disposed once out
of the bubble if the resident doesn't take the
medication.

Class #Hl

A 083 59A-36.011(5) FAC Training - First Aid and A083
8§8=D
{5) FIRST AID AND

}. A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the faciity
at all-times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the Nationat
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S., shall be
considered as having met the fraining
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review, the
facility failed to ensure that at least one

certified staff member was present at all times.
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The findings are:

During the review of staff personal records on

at 3:00 pm, it was found that Staff H,
who was working as the only Medication Tech
during the overnight shift in the facility, did not
have current fFirst Aid certification.

On at 1:00 pm an interview was

with the ini ing the
missing training for Staff H. She acknowledged
the fraining was not present and that the training
will be scheduled as soon as possible.

Class il
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