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Initial Comments

An Complaint (CCR#2013002150) Survey was
conducted on at Villa Serena llil. There
were deficiencies found at the time of the survey.

58A-5.0181(4) FAC Admissions - Continued
Residency

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (e) of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face
medical examination by a licensed health care
provider at least every 3 years after the initial
or after a signif change,
whichever comes first. A significant change is
defined in Rule 58A-5.0131, F.A.C. The resuits of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be
in e with that p D
After the effective date of this rule, providers shall
have up to 12 months to comply with this
requirement.
(a) The resident may be bedridden forup to 7
consecutive days.
{b) A resident requiring care of a pressure
may be retained provided that:
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
licensed health care provider, or the resident
contracts directly with a licensed home health
agency or a nurse {0 provide care;
2. The condition is documented in the resident ' s
record; and
3. Iif the resident * s condition fails to improve
within 30 days, as documented by a ficensed

A000

A010

health care provider, the resident shall be
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discharged from the facifity.
{c}A . ilrresident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to the services of a licensed hospice
which coordinates and ensures the provision of
any additional care and services that may be
n ;
2. Continued residency is agreeable to the
resident and the facility;
3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in
consultation with the facility. Facility staff may
provide any nursing service permitted under the
facility ' s license and total help with the activities
of daily fiving; and
Doct ion of the requi of this

paragraph is maintained in the resident ' s file.
(d) The administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility.
() Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.
{5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as

ined by the facility i or
ficensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1), F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview 1 out 10
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Continued From page 2

sampled resident did not have a signed contract
with the facility due to admission.

Findings includes:

1. Record review revealed that resident #10 was
not placed on the admission and discharge log at
the time of being admitted to the facility. The
date he was admitted is on the demographic
information sheet, but not in the facility
admission/discharge log. The date of his
discharge from the facility is also on the
demographic sheet. The resident needs were not
being met at the facility and he was
inappropriately admitted and discharged from the
facility.

2. Interviewed administrator on @
2:00pm, she stated she did not know why
resident was sent to the hospital and discharged
from the facility.

Class il

58A-5.0181(5) FAC Admissions - Discharge

{5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident's needs, as

ined by the facility i or
ficensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview 1 out 10
sampled resident did not have a signed contract
with the facility due to admission.

Findings includes:

AG10
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1. Record review revealed that resident #10 was
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not placed on the admission and discharge log at
the time of being admitted to the facility. The
date he was admitted is on the demographic
information sheet, but not in the facility
admission/discharge log. The date of his
discharge from the facility is aiso on the
demographic sheet. The resident needs were not
being met at the facifity and he was
inappropriately admitted and discharged from the
facility. The facility admission/discharge log was
not up dated for admissions/discharges.

2. Interviewed administrator on

2:00pm, she stated she did not know why
resident was sent to the hospital and discharged
from the facility.

Class ill

A 028 58A-5.0182(2) FAC Resident Care - Social & A28
$8=D | Leisure Activities

(2) SOCIALAND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.

(a) The facility shall provide an ongoing activities
program. The program shall provide diversified
individual and group activities in keeping with
each resident ' s needs, abiliies, and interests.
(b) The facility shall consult with the residents in
selecting, p ing, and scheduli ivities. The
facility shall i ' participati
through one or more of the following methods:
resident meetings, committees, a resident
council, suggestion box, group discussions,
questionnaires, or any other form of
communication appropriate to the size of the
facility.

(c) Scheduled activities shall be available at least
AHCA Form 3020-0001
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six {6) days a week for a total of not less than
twelve (12) hours per week. Watching television
shall not be considered an activity for the purpose
of meeting the twelve (12) hours per week of
scheduled activities unless the television program
is a special one-time event of special interest to
residents of the facility. A facility whose residents
choose to attend day programs conducted at
aduit day care centers, senior centers, mental
health centers, or other day programs may count
those attendance hours towards the required
twelve (12) hours per week of scheduled
activities, An activities calendar shall be posted in
commeon areas where residents normaily
congregate.

(d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to three (3) hours may be counted
toward the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation and interviews facility failed
to provide social and leisure activities.

Findings includes:

1. Observations of the residents during the
survey, observed that none of the residents in the
facility or staff members were participating in any
type of leisure activity during the survey.

2. Interviewed 3 residents in regards to any social
and leisure activities, they all stated that they did
not participate in any activities at the facility at all.
None were ever given at the facility at any given
time by staff. Residents #1/6/9 all stated the
same answers when asked about having any
social or leisure activities were given at the facility
(they all replied NO)

Class Il
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58A-5.019(2) FAC Staffing Standards - Staff A078

(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 symploms 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 of having, a

, hefshe shall be removed from duties
until the administrator defermines that such
condifion 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 thelr responsibilities, cons1stent
with their to observe
document observations on the appropriate
resident ' s record, and to report the observations
fo 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, FA.C.
{d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services fo residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
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A 160 58A-5.024(1) FAC Records - Facility
D

Continued From page 6

specifically describe the services the staffing
agency or contractor will be providing fo
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 facility
failed to have 1out 7 sampled empiloyees to have
their Communicable and  physicals in
the file for review.

Findings includes:

1. Record review revealed that employee #6
caretaker started on , did not have her
examination results in her file for review.

2. Interviewed administrator on @
2:00pm , confirmed that employee # 6 did not
have her physical in her file.

Class il

Records.

The facifity shall maintain the following written
records in a form, place and system ordinarily

| empioyed 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
in a conspicuous and public place within the
facility.
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{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
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 to Rule 58A-5.025,
FAC,
{¢) 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
occurring 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 shali be made by the
individuals havmg first hand knowledge of the
paid staff, vol staff,
emergency and temporary staff, and student
interns.
(e) The facility ' s emergency managemem plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
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{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, F.AC.;

{g) The facility ' s liability insurance policy
required under Rule 58A-5.021, FA.C,;

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

(i) The admission package presented to new or
prospective residents (less the resident’ s
contract) described in Rule 58A-5.0182, F.A.C.
{j) If the facility advertises that it provldes special
care for persons with Lor
related ., acopy ofall such facility
adverfisements as required by Section 429.177,
F.8.

{k} A grievance procedure for reoe:vmg and
ing fo resident and
recommendattons as described in Rule
58A-5.0182, FAC.
(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.
{m) All fire safety inspection reports issued by the
iocal 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) Al sanitation inspection reports issued by the
county heaith department pursuant to Section
381.031, F.8,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
(o) Pursuant to Section 429.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the

‘ last 5 years.

A160
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{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,
88A-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 1 out 10
sampled resident did not have a signed contract
with the facility due to admission.

Findings includes:

1. Record review revealed that resident #10 was
not placed on the admission and discharge log at
the time of being admitted to the facility. The
date he was admitted is on the demographic
information sheet, but not in the facility
admission/discharge log. The date of his
discharge from the facility is also on the
demographic sheet. The resident needs were not
being met at the facility and he was
inappropriately admitted and discharged from the
facifity. He was placed in a VA hospital and left
there with all of his belongings and was never
given any reason why he was discharged and
taken to the VA hospital.

2. Interviewed administrator on @
2:00pm, she stated she did not know why
resident was sent to the hospital and discharged
from the facility.

i Class Iit
i
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Resident Contracts.

(1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:
(a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.

(b) The daily, weekly, or monthly rate.

(c) A list 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 which shall be attached to
the contract.

{d) A provision giving at least 30 days written
notice prior to any rate increase.

{e) Any rights, duties, or . of residents,
other than those specified in Section 429.28, F.S.
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

{g) A refund policy which shall conform to Section
429.24(3), F.S.

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing fo reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall 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
facility unless the resident’ s medical condition,
such as the resident ' s being comatose, prevents
| the resident from giving written notification and
AHCA Form 3020-0001
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Continued From page 11

the resident does not have a responsible party to
actin the resident” s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
so, which organization and its relationship to the
facility.
(i} A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care seiting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.
{k} A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years

-, or after a signi change, p!
to subsection (4) of that rule.
{1) The facility ' s policies and procedures for
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures reiated
to a properly executed

This Statute or Rule is not met as evidenced by:
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Findings includes:
1. Record review revealed that resident #10 was
admitted on and he or surrogate never
signed a contract with the facility for services at
any time after being admitted. the resident was

d on - ing his closed file
revealed that a contract had never been signed or
dated by anyone who took on the part of being his
surrogate or guardian,

2. Interviewed administrator on @2:30
pm, she confirmed the findings regarding the
none signed contrat between the facility and the
residents/surrogate at the ttme of his stay at the
facility from to -
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to have a signed contrat by 1 out of 10 sampled
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FRORIDA AGENCY FOR HEALTH CARE ADMINBTRANON

R VERIOR Better Health Caro for all Floridians il i
,2013
Administrator
Villa Serena I Re: CCR#2013002150
1777 Nw 30 Street
Miami, FL 33142
Dear Administrator:
This letter reports the findings of a state complaint survey that was conducted on ,2013 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.

Staff from this office will conduct a review after 5/25/13 to 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

http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

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,

ot Diaen

Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
XG90
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL 32308 Miami, FL 33166
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