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Initial Comments.

A complaint {complaint numbers 2022007209 and
2022010277} in conjunction with a generator
monitoring survey was conducted at Villas of Casa
Celeste (the) on . Deficiencies were
identified at the time of survey.

59A-36.010(3) FAC Staffing Standards - Levels

(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

498

539

16-25
26-35
36-45
46-55
56-65
86-75
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
beds included within the licensed capacity of an
assisted living facility but do not receive personat,
{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

A0DC

A079

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

THLE (X6) DATE.

STATE FORM

EO6711

If continuation sheet 1 of 13




Agency for Health Care

PRINTED: 08/08/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER:

AL11963781

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

071222022

NAME OF PROVIDER OR SUPPLIER

VILLAS OF GASA GELESTE (THE) 9225 B2ND

SEMINOLE, FL 33777

STREET ADDRESS, CITY, STATE, ZIP CODE
AVENUE NORTH

oxayin
PREFIX
e

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

©
PREFIX
TG

PROVIDER'S PLAN OF CORRECTION o5
(EAGH CORRECTIVE ACTION SHOULD BE CO@:TLEETE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

AD079

Continued From page 1

facility 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. n facilities with 17 or more residents, there
must be at least one staff member awake at alf
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . .
{ Yand holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
B59A-36.011(5), F.A.C., satisfies this requirement.
b. A nurse is considered as having met the course
requirements for First Aid. An emergency medical
technician or paramedic currently certified under
chapter 401, part Ili, F.S., 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 at least . mustbe
ohysically 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
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food preparation
do not count towards meeting the minimum
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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
operation of the faciiity, including making
decisions and providing supervision for all aspects
of resident care, and is listed on the facility'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 (), all
facifities, 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, F A.C.
(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
requirements 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 adequale supervision and
care are not being provided to residents, resident
care standards described in rule 59A-36.007,
F.A.C., are not being met, or that the facility is
failing to meet the terms of residents’ contracts.
The agency will consult with the facility
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and residents any
determination that additional staff is required.
Based on the recommendations of the local 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 will require the submission
of a corrective action plan within the time specified
in the nofi [ how the
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 to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility wilt no
fonger be required to maintain a plan with the
agency.
(e) 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 living facility or nursing
home minimum staffing ratios.
(f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must alsc comply with the
staffing requirements of rules 53A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
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failed to ensure the minimum staffing hours per
week was adequate for the number of residents
residing in the facility. Furthermore, the facility
failed to assure there was adequate staff to meet
the needs of residents for 6 (Resident #1, Resident
#2, Resident #3, Resident #4, Resident #5 and
Resident #6) of 7 sampled residents

Findings Included:

During record review of the staff schedule for the
week of - conducted on

the staffing hours were 440 hours per
week for a census of 86 residents.

During an interview conducted on at
10:16am with Resident #1, she stated she was
supposed to have supervision with her showers,
however staff does not come to assist her, and
staff does not check on her throughout the day.

During a record review conducted on of
the shower schedule revealed Resident #1 who
was admitted on required stand by
assistance with showers on Monday and

Thursday. Review of the shower sheets for
Resident #1 revealed she was assisted with a
shower on

During an interview conducted on at
10:30am with Resident #2 she stated she staff
does not check on her and will come to assist her
only if she calls.

During an interview conducted on at
10:50am with Resident # 3 she stated staff will not
come check on you unless you call them. She
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also stated she rare gets assistance with showers
unless she cals for assistance.

During an interview conducted on at
9:45am with Resident #4 he stated staff will only
come and check on him when they assist him with
medications.

During an interview conducted on at
10:00am with Resident #5 and Resident #6 they
stated staff only comes to check on them when
it's time for medications or if we call.

During an interview conducted on at
1:33pm with the Administrator, she confirmed the
shower sheets did not document showers as given
according to show schedule.

During an interview conducted on at
10:46am with Staff A she stated, "We are definitely
short staffed".

During an interview conducted on at
11:40am with Staff B she stated there is not
always enough staff.

Class Il

59A-36.012(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and available
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for review at:
http:/www firules org/Gateway/reference. asp?No=
Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are incorporated
by reference and available for review at.
hitp:/fiom.edu/Activities/Nutrition/SummaryDRIs/~/
tivity % 20F ) ition/DRIs/N
DR1%20Valies %20 Tables%
2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.
(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
(c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,
1. Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
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preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

(d} Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when the
meal is served, must be kept on file in the facility
for 6 months.

(e) Therapeutic diets must be prepared and served
as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining,
or family style dining are not required fo document
what is eaten unless a health care provider's order
indicates that such monitoring is necessary.
However, the food items that enable residents to
comply with the therapeutic diet must be identified
on the menus developed for use in the facility.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider of
such refusal.

(f) For facilities serving three or more meals a day,
no more than 14 hours must elapse between the
end of an evening meal containing a protein food
and the beginning of a morning meal. Intervals
between meals must be evenly distributed
throughout the day with not less than 2 hours nor
more than § hours between the end of one meal
and the beginning of the next. For residents
without access to kitchen facilities, snacks must
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be offered at least once per day. Snacks are not
considered o be meals for the purposes of
_ the time between meals.
(g} Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
(h) A 3-day supply of nonperishable food, based on
the number of weekly meals the facility has
with residents fo serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water sufficient
for drinking and food preparation must also be
stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assure menu items being substituted are
of iti value and of p

of the residents for 7 (Resident #1, Resident #2,
Resident #3 Resident #4 Resident #5, Resident #6
and Resident #8) of 7 sampled residents.

Finding included:

During an interview conducted on at
10:16am with Resident #1 she stated, the facility
does not offer much. They have only one option
for funch and dinner, and if you don't like it, you
can get a sandwich. There are not many alternate
meal options.
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During an interview conducted on at
10:30am with Resident #2 she stated "We only
have what they are serving and if we do not like it
they offer us a turkey sandwich or a salad.

During an interview conducted on at
10:50am with Resident #3 she stated There are
not options for us if we do not like what they are
serving.

During an interview conducted on at
9:45am with Resident #4 he stated there are not
many options for meals. If you do not like what is
being served, you can get a sandwich,

During an interview conducted on at
10:00am with Resident #5 and Resident #6 they
stated there are not as many options as there use
to be and if you do not like what is served you can
have a peanut butter sandwich or a turkey
sandwich as an aiternative.

During an interview conducted on at
11:00am with Resident #8 she stated if you do not
tike what is being served they have a turkey
sandwich and salads.

During a record review conducted on of
the alternate menu for breakfast was yogurt or
toast with peanut butter, jelly and or butter. The
alternate menu for lunch and dinner was turkey
sandwich, peanut butter and jelly sandwich, soup,
garden salad or fresh cut fruit.

During an interview conducted on at
1:33pm with Administrator stated if the resident
does not like the main menu entrée, they can
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Continued From page 10

order a salad or sandwich and that is the alternate.

Class Il

42923 & ) FSRisk Mgmt & QA

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:
1. B

2. or ,
3. Permanent H
4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

8. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due fo the incident rather than the
resident's condition before the incident; or

damage;
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7. An event that is reported to law enforcement or
its personnel for investigation; or

(b} Resident elopement, if the elopement places
the resident at risk of harm or injury.

(3) Licensed facilities shalt provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse incident,
and the status of the facility’s investigation of the
incident.

(4) Licensed facilities shall provide within 15 days,
through the agency's online portal, or if the portal
is offline, by electronic mail, a full report to the
agency on all adverse incidents specified in this
section. The report must include the results of the
facifity's investigation into the adverse incident,
8} . neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

({7} The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shal
determine whether any of the incidents potentially
involved conduct by a health care professional who
is subject to disciplinary action, in which case the
orovisions of s. 456.073 apply. The agency may
investigate, as it deems appropriate, any such
incident and prescribe measures that must or may
be taken in response to the incident. The agency
shall review each incident and determine whether
it potentially involved conduct by a health care
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professional who is subject to disciplinary action,
in which case the provisions of s. 456.073 apply.
(8} If the agency, through its receipt of the adverse
incident reports prescribed in this part or through
any investigation, has reasonable belief that
conduct by a staff member or employee of a
ticensed facility is grounds for disciplinary action
by the appropriate board, the agency shalf report
this fact to such regutatory board.

(9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and are
not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide an accurate adverse incident
report (AlRs) within 1 business day of an incident.

Findings Included:

An attempted record review conducted on
revealed there was no AIRs for the
incident hat occurred on

During an interview conducted on at
12:38PM, the Administrator confirmed she had not
filed and adverse incident report and stated, "You

are right, we have not done one and should have.”
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