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A 000 Initial Comments AD00

An unannounced complaint survey for
#2021014525 was conducted on at
Sunshine Love ALF Inc., an assisted living facility
in Cape Coral, Florida.

Compliant #2021014525 was substantiated at
ADD28,

The following is a description of the deficiencies.

A 028 59A-36.007(4) FAC Resident Care - Activities of A028
Daily Living

{4) ACTWVITIES OF DAILY LIVING. Facilities
must offer supervision of or assistance with
activities of daily living as needed by each
resident, Residents should be encouraged to be
as independent as possible in performing
activities of daily fiving.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to provide one of three
{Resident #2) with care when needed.

The findings included:

1. Observation on at 9:35 a.m. showed
Resident #2 lying in her bed. She was wearing
aduit brief which was soifed. An interview was
conducted with Resident #2 at that time. She
said she did not have any complaints.

Areview of Resident #2's health assessment,
dated , showed she requires assistance
from staff for her toileting needs.

Observation of Resident #2 throughout the
course of the survey (9:30 a.m. - 12:30 p.m.)
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showed she layed in bed.

Observation at 11:50 a.m. showed Resident #2
continued fo have sociled adult briefs. At that time
the administrator was gefting her bedside table
ready to serve her lunch.

Interview on at 11:55 am., the
administrator said she is going to serve Resident
#2 her unch. She did not check to see if her
adult briefs were soiled. When it was mentioned
to her, she then changed Resident #2's aduit
briefs.

Interview on at 12115 p.m., the
administrator said the residents who wear aduft
priefs are changed about three times a day. they
are changed in the moming, then after they eat
after lunch and then again after dinner. She said
Resident #2' adult briefs were changed this
morning.

Resident #2 required her adult briefs to be
changed after 9:30 a.m. and remained soifed for
three hours.

Class Il

429.275(2) FS; 59A-36.015(2) FAC Records ~
Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of alf licenses or certification held

A028

A161
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by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
P ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by rule
59A-36.011, F.AC,
2. Coples of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with levef 2
packground screening for alt staff subject to
screening requirements as specified in section
429.174, F.S,, and rife 59A-36.010, FAC.,
4. For facilities with a ficensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
{b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facifity. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in rule 59A-36.010, F.AC.
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{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
FAC

This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility

failed to ensure there was a personnel record for
one (Staff B) of two staff reviewed.

The findings included:

1. Qbservation on at 9:30 a.m. showed
Staff B in the kitchen cooking.

On at 11:00 a.m. a request was made to
review Staff B's personnel record. The
administrator said she does not have a personnel
record for Staff B. Today was her first day
working at the facility. She only cooks.

The facility failed to maintain a personnel record
which included a background screening, and
documentation of staff training in the regulations
which govern food service for Staff B,
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