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Initial Comments.

A complaint investigation (complaint number
2020001242) was conducted at Villa Serena li on

. o . .
Deficiencies were identified at the time of the
survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

" s or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
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independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a general awareness of the
s of one resident i 1.
Resident #1 left from the facility on s
and has not been found. The resident was a
and received home health services for

Findings included:

Review of the facility's adverse incident reported
to the agency, showed that the resident left the
faciiity in the morning of . The resident
had not been found.

Record Review of Resident #1 showed an

admission date of and a discharge
date of . Health assessment was
dated with no . ... adiagnoses
of L L type Il

. No elopement risks was indicated on
the assessment. The resident was independent
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with all activities of daily fiving, except for
supervision with grooming. Medications included
Ve 100 units / miin
pen, Sanofi Aventis, prescribed for

On . at 1:10 PM, during a phone
interview with his Guardian/Case Manager, she
stated, "Resident #1 transferred from the hospital
to the facility, On | he escaped
from the facility and no one has found him. Staff
B calied me first to let me know; then, Staff &
contacted me; the detective from the police also
had been in contact with me. | understand that he
feft by the front door, they were looking for his
medications and did not see him leave. We have
the case since . , he was
homeless; | have spoken to organizations for the
homeless, but nothing."

Review of the facility's elopement drills showed
that the facility conducted elopement drifls on
and .

Review of staff records showed elopement
training:
StaffB -
Staff C -
Staff D -
Staff G -
StaffH -

Review of the police report filed showed a
different resident name, it was Resident # 4,
currently a resident. The report showed,
Narrative: "The PR stated that the subject of the
report is a resident of the assistant living facility.
The subject of the report told the PR that his
doctor told him to go outside and get some
exercise. He asked for a razor so he can shave.
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He took the razor, shaved and left the facility on
at 9:30 am. He never returned. The

PR stated that she was instructed to wait 24

hours before she can report him missing. The

subject of the report suffers from high

) and . He did not take his

medication with him."

On . at 9:00 AM, Staff C stated,
regarding Resu:ient #4 being listed on a report
about Resident #1, that the name was corrected
fater and was going to find out with the police
department. On . . the
administrator provided a new police report with
the correct Resident #1 name on the report and a
Narrative: "On Friday approximately
13 hours, | made contact with (Guardianship
Case Manager), who advised that the missing
person was placed at the assisted living facility
due to being homeless and stated she has not
seen the missing person or heard from him.
DNA/Dental requested.”

On at 2:25 PM, Staff B stated,
" was worklng that day. That day around 8 AM,
the nurse for the asked for Resident #1;

the last time | saw him, it was around 7:30 to 8
AM. We all looked for him, even the nurse

heiped; he had a blue shirt and shorts. We called
the administrator and Staff £ called the police. A
policewoman came, they asked how he was
dressed, and we gave her his photo. We called alt
the hospitals and after the

we stopped calling, they discharged hlm he was
very quiet and eat well; he would just say yes or
no. He feft by the front door that has an alarm, but
no one heard it. 'm not sure if they checked the
cameras.”

On | at 3:15 PM, Resident #5
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Continued From page 4

stated, "He went around the house: everyone
thought he left by the front, but he probably
jumped the fence on the side of the house. He
wouild not speak to anyone; the police keep
coming asking for him, but they have not found
him. 1 think | met him in another facility.”

Class Ili

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate 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
focked 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;

3. The ication is ined and do d
by the heaith 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
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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 facitity's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring refri fon 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
pifi- j assisting with ini
of or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at afl 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 fo 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
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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
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 rute 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to assure that independent residents kept
medications locked in their bedrooms (Resident
#3), and failed to centrally store medications for
current residents (Resident #2).

Findings included:

On . at 9:20 AM, observed
inside , medications for independent
resident #3 who shared his room with another
independent resident; the room's door was
unlocked. Prescribed medications Meloxican 15
mg, tablets,

.12% oral rinse and a 16 oz botlle of 70%

were on top of the table; the drawer was unlocked
and the lock was also on top of the table.
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On . at 9:20 AM, independent
Resident #3 stated, "1 take my medications, |
know what | need to take in the morning and at
night.”

On P at §:40 AM, observed

inside , a bottle of prescribed medication
0 mg.

On . at 8:40 AM, Resident #2

stated, "l take my medications by myself; they
open the cabinet and 1 take them.”

On . at 9:45 AM, the Manager
stated, "l do not know why he has medications
inside the room.”

Class Il
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