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{A 000} Initiat Comments

Arevisit to a generator monitoring survey was
conducted at Serenity Stay ALF on 11/25/2024.
Deficiencies were identified at the time of the
survey.

A 055 50A-36.008(6) FAC Medication - Storage and
88=F | Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o 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
{ocked 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 i 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
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central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.008, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
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
focated locked;
3. Accessible to staff responsible for filling
pifk- i assisting with seif inis
of or inistering 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 cther
residents and properly closed or sealed.
{d) Medication that has been discontinued 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
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
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still 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
0 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 retumn

£ icinal drugs to the dispensi
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statuie or Rute is not met as evidenced by:
Based on nbservation and interview, the facility
failed to ensure that medications were keptin a
locked cabinet; locked cart; or other locked
storage recepiacle, room, or area at all times,

Findings included:

Observation on at 8110 AM revealed
that the medications .

S Advanced Y and
medical supplies were left on top of a plastic
cabinet inside # where Resident 2 and
Resident 3 fived.

Interviewed on at 8:12 AM Staff B
stated that the hospice nurse had just used the
medications.

Observation on at 9:15 AM.showed
that the medications Chlorohexidine .

and prescription drops
were left unsecured, accessible to residents, on
top of a plastic cabinet inside # .

AHCA Form 3020-0001

STATE FORM

XWHIT2

1 continuation shoet 3 of 6



Agency for Healih Care Administration

PRINTED: 01/03/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11822316

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

R
11/25/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9808 SW 147 PLACE

SERENITY STAY ALF L1C

MIAML, FL

33196

[
PREFIX
THG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX

TAG
DEFICIENCY)

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(x5)
COMPLETE
aTE

A055

A 152,
S8=F

Continued From page 3

Interviewed on at 9118 AM Staff B
stated that the Resident always leave the
medications in the room.

Observation on at 9:20 AM revealed
in the dining room a cabinet were the residents
medications were stored, was left open and
accessible to residents.

Interviewed on at 9:22 AM Staff C
stated that she had left the medication door open
when she was looking for the resident records.

Interviewed on at 11:00 AM when she
was advised that the residents medication cabinet
was open and unsecured and there were
unsecured medications in the resident rooms, the
Owner stated that she would make sure the staff
secured the medications.

Class il

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

(3) OTHER REQUIREMENTS.

{a) All facilittes must:

1. Provide a safe living environment pursuant to
section 428.28(1)a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurenances are maintained in good
working order.

{b) Pursuant to section 429.27, F. S, residents
must be given the option of using their own
belongings as space pernits, When the facility
supplies the furnishings, each resident bedroom

A0S5
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or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personat effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) 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

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be .

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment,
mairtained free of hazards, and ensure that alf
existing architectural, mechanical, electricat and
structural systems, and appurtenances are
maintained in good working order.

Findings included:

Observation on at 9:20 AM showed &
broken metal closet door that was loose and at
risk of falling next fo the residents’ bathroom
{Photographic evidence obtained)
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Observation on at 9:21 AM showed a
broken towel holder that was from the
wall inside the resident's bathroom (Photegraphic
evidence obtained)

Observation on at 9:25 AM showed
that the taundry room was open and there was no
lock on the door. Further observation showed that
bleach, detergents, , paint and other
hazardous products were inside the laundry room
and were accessible fo the residents
{Photographic evidence obtained)

Observation on at 9:30 AM showed
that there were several metal bed frames,
discarded furniture and matiresses on a patio
terrace next to resident # sliding glass
door (Photographic evidence obtained)

Inferviewed on at 11:00 AM when she
was advised of the broken closet door, the
hazardous products accessible to the residents in
the open laundry room, the metal frames and
discarded furniture on the terrace next to the
Residents' sliding glass door, the OQwner stated
that it would all be corrected.
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