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Initial Comments.

A re-icensure biennial survey, with a limited
mental health component, and a generator
monitoring were conducted at Villa Paz ALF {, inc.
on . The provider had deficiencies
identified at the time of the survey.

59A-36.011(6) FAC 429.52(8), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- inistration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
(a} Training must cover state law and rule
requirernents with respect o the supervision,
i 3 inis ion, and
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills

of
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necessary to provide such assistance.

(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability tor

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., includin,
a. Assist with oral dosage forms, | dosage
forms, and | ., . and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of stich orders;

e. Complete a medication obsetvation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly fabeled container,
from where it is stored, and bringing it to the
resident for self-injection;

i. Assist with B

jUsea to perform o

testing;

k. Assist residents with
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and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove
hosiery;
m, Placement and removal of
excluding the removal of the -
maniputation of the site; and,
n. Measurement of . s
temperature, and | | rate,
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 bours of
continuing education training on providing

i with ini icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided onfine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of

with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)}(b)2.h.-n.

stockings and

, bags,
or

rate,

429.62

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
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annually thereafter. The agency shalf establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have up-to-date
training on assisting with seif-administration of
medication for one out of three sampled staff
(Staff C).

Findings included:

On at 12:01 PM, observation showed
Staff C {caregiver) assisted Resident #1 with
self-administration of medication.

Personnel records review for Staff C showed no
documentation of a completed initial 6-hour
training on assisting with self-administration of
medication. Further review showed Staff C
completed a 4-hour fraining on assisting with
seif-administration of medication on

Staff C's hire date was

On at 3:22 PM, the Administrator
stated that she did not see the training was for
only 4 hours, but the staff would complete the
initial 6-hour training.

Class Il

A 167| 59A-36.018 FAC; 429.24 FS Resident Contracts
88=D
59A-36.018 Resident Contracts.

(1) Pursuant to section 428.24, F.S,, the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain

AD084
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the following provisions:

(a} A list of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or of residents,
other than those specified in section 428.28, F.S.;
{fy The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund policy that must conform to section
429.24(3), F.S.;

{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facitity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident’s behalf;

{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
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facitity;
() A provision that, upon determination by the
administrator or heaith care provider that the
resident needs services beyond those that the
facitity is ficensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facitity must refer the resident to the sociat
service agency for placement. If there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant o subsection
58A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4), of that rule;
(1) The facility's policies and procedures for
seif-administration, assistance with
if- inistration, and ini ton of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection {8} of that rule; and,
{m) The facility’s policies and procedures related
to a properly executed DH Form 1896,

{2) The resident, or the resident’s representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
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must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative.

42924 FS

{1} The presence of each resident in a facility
shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ficensee and the resident or his or her designee
or legat representative. Each party to the contract
shail be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility al
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added o, or
implemented in, a resident's contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
Whenever money is deposited or advanced by a
resident in a contract as security for performance
of the contract agreement or as advance rent for

AHCA Form 3020-0001
STATE FORM aw sox111 If continuation sheet 7 of 16
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other than the next immediate rental period:

(a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
iocated; shall be kept separate from the funds
and property of the facility; may ot be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

{b) The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits,

{3){a} The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or N

{b} If a licensee agrees fo reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facifity, or, facility, the
resident or his or her responsible party shall notify
the flicensee of any change in status that would
prevent the resident from returning to the facility.
Untif such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c} The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general

A187
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responsibility to the facility.

{5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

" imposed upon it by this part or rules
adopted under this part.

{6} In lieu of the provisions of this section,
facitities certified under chapter 851 shall comply
with the requirements of s. 651.055.

{7} Notwithstanding the provisions of this section,
facitities which consist of 80 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
1§ of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's or relocation
dueto, ., hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated, Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a Kitchen or
kitchenette and lavatory tocated within one or
more buildings containing other similar or ke
residential units.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to have a contract executed by the resident
or resident’s legal representative before or at the
time of admission for one out of seven sampled
residents (Resident #2).

Findings included:

A187
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Continued From page 9

A review of the facility's admission/discharge log
showed Resident #1 was admitted on

Areview of Resident #2's record showed the
resident agreement with the admission package
was not signed. Further review showed a court
record dated 08/ that revealed the
resident was a ward of the Guardianship
Program. The program was given guardianship of
Resident #2's person and estate.

On at 3:18 PM, the Administrator
stated that she had contacted Resident #2's
guardian regarding the admission documents with
the contract and the guardian said, "l received it,
and | will send it as soon as possible.”

Class Ili

429.075( ) 59A-36.020(2) FAC LMH - Records

429.075
{3) A facility that has a limited mental health
ticense must:
{a) Have a copy of each mental health resident's
community fiving support plan and the

. agreement with the mentat health
care services provider or provide written evidence
that a request for the community living support
plan and the s agreement was sent fo
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b} Have documentation provided by the
depariment that each mental health resident has

A187
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been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.

{c} Make the community living support plan
avaifable for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.

{d) Assist the mental health resident in carrying
out the activities identified in the resident’s
community fiving support plan.

{4) Afacility that has a limited mental health
ticense may enter info a . agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a limited mental heaith license
must maintain an up-fo-date admission and
discharge log containing the names and dates of
admission and discharge for all mentat health
residents. The admission and discharge log
required in rule 59A-36.015, F A C., satisfies this
condition provided that all mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC

{c} Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a

AHCA Form 3020-0001
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mental health resident as defined in section
394.4574, F.8., and that the resident is receiving

soclal security . or supplemental security
income and | . as
follows:

a. An affirmative statement on the Alternate Care
Certification for ., .
{ ) form, CF-E£S 1006, . which is
hereby incorporated by reference and available
for review at:
hitp: w.firuies.o asp?No
=Ref-03988, that the resident is receiving $St or
SSDi due to a mental
b. Written verification prov;ded by the Social
Security Administration that the resident is
receiving SSI or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Secunty

fon to provide such i or
¢. A written statement from the resident’s case
manager or other mentat health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determination:
{1} The resident is eligible for, is receiving, or has
received mental health services within the last &
years, or
{It) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessmer\t
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
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worker, , ., nurse, or an individual
supervised by one of these professionals.

a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement.

1) G for
{ ) form,

Alternate Care C:

CF-ES Form 1006,
{1t) Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{1if) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental heaith resident returning to a facility
from treatment in & hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment, However, a
break in a resident’s residency that requires the
facitity to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the faciity administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. Includes the clinical mental health services to
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be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

¢. Includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental heaith case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,

d. Includes the . . of the facility to
facilitate and assist the resident in attending

and arranging transportation to

. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental health care
provider or case manager,

e. Includes a description of other services to be
provided or arranged by the facility,

f. includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

.\ o the resident that indicate the
immediate need for professional mental health
services,

g. Is in writing and signed by the mentat health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident’s file. If the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused fo sign the plan,

. Is updated at least annually or if there is a
significant change in the resident's behavioral
health,

i, include the . Agreement
described in subparagraph (2)(c)4. if included,
the mental health care provider must also sign
the plan; and,

- Must be available for inspection to those who

AL241

AHCA Form 3
STATE FORM

20-0007

s

89x111

f continuation sheet 14 of 16,



Agency for Health Care

PRINTED. 09/27/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969864

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

09/11/2024

NAME OF PROVIDER OR SUPPLIER

1200 SW 22ND TER

VILLA PAZ { ALF INC

MIAMI, FL

33145

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

AL241

Continued From page 14

have legal authority to review the document.
4. N Agreement. The mental health
care provider for each mental heaith resident and
the facifity administrator or designee must
prepare a written statement, within 30 days of the
resident’s admission to the facility or receipt of
the resident's appropriate ptacement

hichever is later. The
a. Provides procedures and directions for
aceessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;
b. Must be signed by the administrator or
designee and the mentat health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.S.;
c. ., cover all mental health residents of the
facility who are clients of the same provider; and,
d. ., be included in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facifity
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person to whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain an up-to-date admission and
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discharge fog for all limited mental heaith {(LMH}
residents, Also, the facility failed to have a
completed Community Living Support Plan and

. Agreement for one out of seven
sampled residents (Resident #3).

Finding included:

On at 10:50 AM, the Administrator
stated that Resident #3 was receiving

. yand had a
diagnosis of .

Areview of the facility's admission/discharge log
showed Resident #3's admission date was

. Further review showed Resident #3
was not identified as a mental health resident.

Areview of Resident #3's Community Living
Support Plan and , Agreement dated

showed it was incomplete and did not
include the signature of the Administrator or
designee.

On at 3:22 PM, the Administrator
stated that she would ensure to complete the
Community Living Support Plan and
Agreement.

Class Il
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