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AQCQ] Initial Comments

An unannounced off-hours focused
control visit and complaint survey for
#2020015605 and #2020017309 was conducted
begining at 11:00 p.m., on through

at Pacifica Senior Living Fort Myers, an
assisted living facility in Fort Myers, Florida.

Complaint # 2020015605 was substantiated at
A162
Complaint # 2020017309 was substantiated at
AQ79.

The following is description of the deficiencies.

A Q79 59A-36.010(3) FAC Staffing Standards - Leveis
88=D
(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168

212

253

294

335

375

416

457

408

539

16-25
26-35
36-45
46-55
56-65
66-75
76-85
86-95

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. Independent living residents, as referenced in
subsection 89A-36.015(3), F.A.C., who occupy

A0DC

AQ79
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beds included within the licensed capacity of an
assisted living facility but do not receive personal,
{imited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facliity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely In charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. 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 alf times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
P. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part ifl, F.8.. is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atleast . mustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
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manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
cperation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facitity's staffing schedule.

9. Only on-the-jeb staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b} Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facitities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents' scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirernents of paragraph (a} are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency determines that adequate supervision
and care are not being provided to residents,

AD079

AHCA Form 3
STATE FORM

20-0007

s

XRUBTE

If continuation sheet 3 of 10




Agency for Health Care

PRINTED: 03/10/2021

FORM APPROVED

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

AL11964870

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

01/11/2021

NAME OF PROVIDER OR SUPPLIER

9461 HEALTHPARK CIRCLE
FORT MYERS, FL 33908

PACIFICA SENIOR LIVING FORT MYERS

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

AD079

Continued From page 3

resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
faciiity Is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the locat fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency wilt require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.
2. When the facility can demonstrate fo the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requiremnents for the facility and the facility wilt no
ionger be required to maintain a plan with the
agency.
() Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted fiving facility or nursing
home minimum staffing ratios.
{f) Facitities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 50A-36.022, F.A.C., respectively.
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This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to have enough
qualified staff on the night shift fo cover five
cottages containing memory care residents and
to meet their needs.

The findings included:

Off-hour 11:00 p.m., visit on through

revealed five cottages containing memory
care residents had 4 staff assigned on the 11:00
p.m., to 7:00 a.m,, shift. The facility census was
58 at the time of the visit.

Record review of staffing sheets from

through . , compared to the
assignment sheet for 11:00 p.m., to 7:00 a.m., for
shift coverage for five cottages the following was
noted:

Sunday - 4 RAs scheduled
Wednesday -~ 4 RAs scheduled
Tuesday - 3 RAs scheduled
Wednesday - 4 RAs scheduled
Tuesday - 3 RAs scheduled
Friday -4 ‘scheduled
Sunday - 3 RAs scheduled
Monday - 4 RAs scheduled
Tuesday -4 RAs scheduled.
Wednesday - 4 RAs scheduled
Thursday - 4 RAs scheduled.
Wednesday - 3 RAs scheduled
Thursday -4 RAs scheduled
Friday -4 RAs scheduled
Saturday - 4 RAs scheduled
Wednesday - 3 RAs scheduled
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Sunday - 4 RAs scheduled
Wednesday -4 RAs scheduled
Sunday -4 RAs scheduled
Saturday - 4 RAs scheduled
Sunday -4 RAs scheduled

- 4 RAs scheduled

On at 11:20 p.m., Staff A reported there
needed to be a staff person assigned to every
cottage at night to meet the memory care
resident’s needs. She reported most of the
residents were a person assist in cottage #5
and it was the heaviest assighment and most of
the residents were in wheelchairs. StaffA
reported Staff B was covering cottage #1 & #2
tonight, - from 11:00 p.m,, to 7:00
a.m. She reported the facility had openings for
caregivers mainly on the pight shift and Tuesday,
Wednesday, and Thursday 3:00 p.m., o 11:00
p.m., and Friday through Sunday 11:00 p.m., to
700 am.

On at 11:55 pm Staff B reported she had
been at the facility since | . She
reported if someone called out and they couldn't
get coverage, the facility would leave staff to
cover fwo cottages at night.

On at 12:16 a.m., Staff D reported she
had been working at the facility for 1 year. She
reported they needed to have a staff person
assigned to each cottage at night and they could
use an extra float staff member to float between
the five cottages to help meet the memory care
residents’ needs. She reported cottage #4 had
residents with | | issues and two
residents had staff.

On at 10:00 a.m., the Administrator and
the Director of Weliness reported when there was
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Continued From page 6

an opening on the night shift that needed to be
filled, they did not volunteer to come into the
facility and cover. They reported they would ask
current staff to try to cover the shift and if staff
cannot cover the shift then one staff will have to
cover two cottages.

Class Ili

59A-36.015(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

Medicaid and/or Medicare number, or name of
other heaith insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, F.A.C.

{c} Any orders for medications, nursing setvices,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,

Nk N
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F.A.C., if applicable.
() The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.
{fiA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
recelving assistance with the activities of daily
{iving must have their  _  recorded
semi-annually.
(g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-38.006, FAC., if
such consent is not included in the resident’s
contract.
{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in rule 59A-36.018, F.A.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |
. (. ..) CF-ES 1008,

, which is hereby incorporated by reference

and available for review at:

A162
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http/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.

{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC.

{0} The resident's .DH
Form 1898, if applicable.

(p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personat, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.0068, FA.C.,

4. The resident's contract described in rule
59A-36.018, F.A.C,; and,

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a

A162
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resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 58A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to have a resident's
record available for agency inspection within 2
years from resident’s departure from the facility.

The findings included:

On through during the complaint
investigation, Resident #1's record was
unavailable for agency inspection. Resident #1
feft the facility

On at 4:30 aum., in an interview the
Administrator reported that parts of Resident #1's
record were missing, and she could not locate the
record. She reported she would wait for day shift
to see if the remainder of the record could be
focated.

On at 10:00 a.m,, parts of the residents’
record remained missing.

Class Ili
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