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A000 mnitial Comments

A biennial abbrevi survey was on

. 2012. Villa Serene  'Assisted Living
Facility (ALF) with Limited Mental Health (LMH)
and Limited Nursing Services (LNS) component
had the following deficiencies.

SAS 052 58A-5.0185(3) FAC Medication - Assistance with
=D

Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

, rained to assist with self-administered
mmedication in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the

or the ab:!lty to read and

interpret a pi label, must be avail to
assist resndents with self-admmlstered

described in Sectlon 429 256 F S
(b; with

)
medication mdudes verbally promptmg a restdent
to take asp an
opening a pmperty Iabeled medtcaﬁon contanner
and p! ified in Section
429.256(3), F S. in order to facll!tate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the i which
appears to have been contaminated, shall not be
returned to the container.
(c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s
reaction fo the medication shall be reported to the
resident ' s health care provider and documented
in the resident " s record.
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(d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident fo take medication as
prescribed:
1. The health care provider may prescribe a

icati which coincides with the
resident ' s presence in the facility;
2, The medication container may be given to the
resident or a friend or family member upon
leaving the facility, with this fact noted in the
resident ' s medication record;
3. The medication may be transferred to a pilt
organt to the requi of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication

record; or

4. Medications may be ly p ibed and
dispensed in an easier to use form, such as unit
dose packaging;

(e} Pursuant to Section 429.256(4)(h), F.S., the
term * competent resident * means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.

(f) Pursuant to Section 429.256(4)(i), F.S., the
terms " judgment™ and " discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.

(4) Assi with self-admi ion does not
include:
{a) foing, , converting, or

| medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or

crushing a tablet as prescribed.
(b) The pi ion of syringes for injection of the
inistration of medications by any inj
route.
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(c) Administration of medications through
posmve

(d) Administraﬁon of medications by way of a
tube inserted in a cavity of the body.

{e) Administration of _ preparations.
{f) irigations or debriding agents used in the
treatment of a skin condition.

{9 ,or preparations.

()] Medmtlons ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " uniess the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for ini ion requires j or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
faﬂed fo ensure 1 out of 3 employees are trained
of

medlcatnon
Findings includes:
1. Record review revealed that employee #1

{Administrator, hired } did not have
training in assisting residents with
f-administration of medicati

2. Interviewed administrator on ,2012@
12:00 PM, stated they did not have tralmng n
isting resident with self- i ion of
medication,
AFCA Form 3020-0001
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{6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and

p! of and to

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; or
in their or apartments, which must be kept
iocked 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 all medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider {o 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 resi the p

medication by a resident poses a safety hazard to
other residents; or

6. The facility ' s rules and regulations require
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:
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Continued From page 4

1. Keptin a locked cabinet, locked cart, or other
locked storage receptacle, ,orareaatall
times;
2. Located in an area free of dampness and

, except that a icati

quiri shall be

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 i isting with self: ini
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
facilify 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 unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident's
medications are still at the facility, the
medications shall be considered abandoned and
may disp ofin with p p
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{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 a 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
icinal drugs to the disp
pursuant to Rule 64B16-28.870, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility faled
to have prescirbed medication locked in a secure
place.

Findings includes:

Observation during tour revealed two bottle of of
Megestrol : 40MG/ ML unlocked in the
facility’s refrigerator.

Record review 1 bottle of Megstrol

40MG/ML medication was not accurately labeled
and the second medication belonged to another
resident who “on , 2012,

Interview with administrator on ,2012@
12:00 PM, confirmed the medications were in the
refrigerator and not locked in the lock box, plus
the 1 bottle of megestrol 40 mg/ml should
have been disposed of because it belonged to a
resident who had been deseased since .

Class il

58A-5.0185(7) FAC Medication - Labeling and
Orders
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(7) MEDICATION LABELING AND ORDERS.
{a) No prescription drug shall be kept or
administered by the facallty including assistance
with ion, unless it is
properly labeled and d:spensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28.108, F.A.C. If a customized patient
medication package i is prepared for a resident,
and into indivi inal drug
< i then the must be
recorded on each individual container:
1. The resident ' s name; and
2. Identification of each medicinal drug product in
the container.
[(9] Except with respect 1o the use of pill

as in {2), no
person other than a pharmacist may transfer
medications from one storage container to
another,
{c) If the directions for use are " as needed " or
" as directed, " the health care provider shall be
contacted and requested to provide revised
instructions. For an " as needed " prescription,
the circumstances under which it would be
appropnate for the resndent to request the

and any ions shall be 1
for example, " as needed for pain, not to exceed
4 tablets per day. * The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the
medication record, or a revised label shall be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication for which the hcmty is providing

> with self or

ion must be
by a written medication order issued and signed
by the resident ' s health care provider, or a faxed

A056
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copy of such order. The new directions shall
promptly be recorded in the resident’ s
medication observation record. The facility may
then place an " alert" label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
(e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable.
{f) The facility shall make every reasonable effort
to ensure that prescriptions for resudents who
receive assi with self il ion of

ion or icati inistration are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,
which shall also include the practitioner ' s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer’ s labeled
package, they shall be kept in a container that
bears a label containing the following:
1. Practitioner * s name;
2. Resident ' s name;
3. Date dispensed;
4. Name and strength of the drug;
5. Directions for use; and
6. Expiration date.
(h) Pursuant to Section 465.0276(2)(c), F.S.
before dispensing any sample or complimentary
prescription drug, the resident * s health care

A056
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provider shall provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on observation and record review the
facility failed to accurately label kept or held at the
facility.

Findings Include:

Observation during tour revealed two bottle of of
Megestrol : 40MG/ ML unlocked in the
facility's refrigerator.

Record review 1 bottle of Megstrol

40MG/ML medication was not accurately labeled
and the second medication belonged to another
resident who on , 2012

Interview with administrator on ,2012@
12:00 PM, confirmed 1 bottle of megestrol
+ 40 mg/m! was not properly labeled.

Class Il

A 082 58A-5,0191(3) FAC Training - . / A082
$8=D
@) o e

!

H ). Pursuant to Section

381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of Section 456.033, F.S., must
complete a one-time education course on
and , including the fopics prescribed in the
Section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12) of
this rule.
AFICA Form 3020-0001
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This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 outof 3 employees did not have
her training in the areas of  /

Findings includes:

1. Record review revealed that employee #3
(caretaker) she started on did not have
training inthe areas of 7/

2. Interviewed administrator on @ 12:00
prn, stated that employee #3 did not have her
training in the areas for  /

Class It

58A-5.0191(4) FAC Training - First Aid and _

{4) 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 facility
at all times.
{a) Documentation of attendance at First Aid or
course offered by an accredited college,
i school; a
hospital; the American Red Cross, American
ociation, or National Safety Council; or
a provider approved by the Department of Health,
shall satisfy this requirement.
(b} Anurse shall be considered as having met the
training requlrement for FlrstAld An emergency
medical i or
certified under Part lll of Chapter 401, F.S,, shall
be considered as having met the training

A082

A083
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Continued From page 10
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 3 employees to have
training in the areas of First Aid/

Findings includes:

1. Record review revealed that employee #1
(administrator) started on | did not have
training in the areas for First Aid/ .

2. Interviewed administrator on @ 12:00
prn, stated thathe did not have training in the area
for First Aid/

Class il

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Cther

(3) OTHER REQUIREMENTS.
(a) All facilities must:
1. Provide a safe fiving environment pursuant to
Section 429.28(1)(a), F.S,; and
2. Must be maintained free of hazards; and
3. Must ensure that all existing architectural,
ical, electrical and Y and

appurtenances are maintained in good working
order.
{b) Pursuant to Section 428.27, F.§., residents
shall be given the option of using their own
belongings as space permits. When the facility
suppies the fumishings, each resident

sleeping area must have at least the following
fumnishings:
1. Aclean, comforiable bed with a matiress no

A083

A 152
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iess than 36 inches wide and 72 inches long, with
the top surface of the matiress a comfortable
height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste
basket; and

5. A comfortable chair, if requested.

(c) The facility must maintain master or duplicate
keys to resident 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 shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on tour/observation facility failed to provide
a safe living environment and free of hazards.

Findings includes:
1. Observation during the four of the facility
revealed that in the dinning thereis a
window screen bent away on the left end away
from the framing. In 3onthe

door which led outside of the resident's

a large crack in the doors window pane. In
the same window on the right hand
side of the wide open and did not have
a window screen on it. In resident i#,
on top of the standing dresser, there were two of
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the closet doors faying on top. In the dinning
. 1 dinning was broker, the
cushion was not screwed on to the metal frame.
2. Interviewed administrator on @ 1:00
PM, stated that all of the above deficiencies were
substantiated during the tour.
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Administrator

Villa Serena

754-56 N W 22 Cpurt
Miami, FI. 33125

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2012 by
representative(s) 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,

Si m this o will conduct a review after 1o verify that the necessary corrections are in place

10 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

-//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 surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

‘Kot Ranion

, Arlene Mayo-Davis

Field Office Manager
AMD:sy
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