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Initial Comments

AFollow-up Survey was conducted on
16, 2012. The Villa Serena | had deficiencies
found at the time of the visit

58A-5.0182(1) FAC Resident Care - Supervision

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

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

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.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
individual.

(c) General awareness of the resident ' s
whereabouts, The resident may trave!
independently in the community.

{d) Contacting the resident ' s health care
provider and other appropriate party such as the
resident ' s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, heatth care
surrogate, o case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ifinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure document the notification of
health care provider of significant change in
health for 1 out of 4 (SR#4) sampled residents.

Findings include:

interview with the administrator on at
11:15am, revealed tha SR#4 was hosprtahzed
from to

Areview of SR#4 ' s file revealed a diagnosis of
mood Y l, and . The
progress notes contained in SR#4's file were
written in Spanish. The administrator provided a
written English translation of the notes. A review

of the notes revealed that on , SR#4
did not go to his doctors appointment and he had
" medication until day 10. " On ,its

recorded in the progress notes that SR#4 “ was
sent to the hospital because he needs his
medication " and on , SR#4 returned
to the facility. Further review of the progress note
dated revealed that SR#4 did not
have medication until . 1t' s recorded
on that SR#4 refused to go to the
hospital and " turn viclent and aggressive. "
SR#4 was taken to the hospital by the police and
return to the facility at in stable condition. Further
progress notes revealed no documenation that
showed SR#4 ' s healthcare provider was notified
of the significant changes that cccurred in SR#4.

On at 11:56am the administrator
acknowledged the findings and said SR#4 's
physician was notified that SR#4 did not have any
medications and that resident refused to go to the
hospital.

VILLASERENA} MIAMI, FL 33145
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58A-5.018(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable
including .. Freedom from
must be documented on an annual
basis. A person with a positive test
must submit a health care provider’ s statement
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is susp d of having, a
, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
(b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, conststent
with their qualifications, to observe to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
(c} All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
(d) Staff prowded by a staffing agency or
yed by a business entity g to
provnde direct or indirect services to restdents

{A 025}
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must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and

2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
failed ensure that 1 out of 7 (staff#5) have
documentation from health care provider that
staff is free from communcable including

Findings include:

Record review of staff#5 file revealed no
documenation that showed he is free from
communicable including

On at 11:59am, the administrator
acknowleged the findings.

Class Il

58A-5.0191(3) FAC Training~ ... ./

®) B
; i
( 7 ). Pursuant to Section
381.0035, F.S., 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
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and . including the topics 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.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to ensure that 2 out of 7 (staff#5 & staff #7)
have documentation of training.

Findings include:

Record review of staff#5 file revealed .
as the date on his application. A review of staff
#7 file revealed as the date on her
application. Further record review revealed no
documenation that showed that staffé5 and
staff7 receivewd training.

On at 11:59am, the administrator
acknowledged the findings and said that the
documents were at the other facility.

Class Hl

!?S 1?;) 58A-5.024(1) FAC Records - Facility A180
Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

{1) FACILITY RECORDS. Facility records shall
include:

(a) The facility ' s license which shall be displayed
AHCA Form 3020-0001

STATE FORM o9 L2vi2 f continuation sheet 5 of &
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in a conspicuous and public place within the
facility.

{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident’ s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure ; and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is , the date of 3
Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant o Rule 58A-5.025,
FAC,

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) An up-to-date record of major incidents
oceurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the
incidt including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

{e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which

A 160
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shall be located where immediate access by
facility staff is assured.

(f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC.;

(g) The facility * s liability insurance policy
required under Rule 58A-6.021, FA.C.;

(h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, FAC.

(i) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0182, FAC.
(i) If the facility advertises that it provides special
care for persons with 's or
related , @ copy of all such facility
advertisements as required by Section 429.177,
FS.

(k) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, F.AC.

(1) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.

() Al fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years.

{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FA.C,,
issued within the last 2 years.

(o) Pursuant to Section 420.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions

A160
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and moratoriums issued by the agency within the
last 5 years.

(p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
(q) The facility * s resident elopement response
policies and procedures.

{r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
falled to maintain an up-to-date
admission/discharge log.

Findings include:

A review of the admission and discharge log
revealed that 14 residents were residing at the
facility. Areview of the facility ' s medication book
revealed 13 MORs.

at 10:50am, the administrator

On
reviewed the admisson/dicharge log and
acknowledged the discrepancy.
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FLORDAAGENCY FOR HEALTH CARE ADMINTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
e 52012
Administrator
Villa Serena 1 CCR#2012007433 flu
1200 Sw 22 Terrace
Miami, FL. 33145 .
Dear Administrator: . '
This letter reports the findings of a revisit toa complaint survey conducted on , 2012by
representative(s) of this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of
Correction (State Form 3020), which the d defi and/or new deficiencies, identi

during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than ,2012.

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
http;//abea.myflorida.com/Publications/Forms.shtmi 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. Should you have any questions please call this office at
(305) 593-3100.

Sincerely,

Huotsllfuaronr

Arlene Mayo-Davis
Field Office Manager

AMD:sy
EnclosureAMD:sy
BBT7
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL 32308 Miami, FL 33166

hitpffahca.myflorida.com Phone (305) 593-3100; Fax (305) 583-3121




