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Initial Comments.

A re-icensure survey, with a limited mental health
component, was conducted at Vivo ALF Inc. on

. A deficiency was identified at the
time of the survey.

58A-36.007(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(8) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.
(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 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 adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
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normally congregate.

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

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility faited to provide social and
recreational activities to the residents. The
scheduled activity was not available to the
residents.

Findings:

Observation on at 7:30 am showed
that the facility had posted a resident social and
leisure activity calendar on a bulletin board in the
fiving room.

Review of the social and leisure calendar showed
that domino games were scheduled to take place
at 2:00 pm to 4:00 pm (Photographic evidence
obtained)

On from 3:15 pm to 4:00 pm no social
or leisure activities were cbserved.

Interviewed on at 3:15 pm Staff C
stated that they did not play dominces because
the daycare resident was not there.

Interviewed on at 3:18 pm when
asked why the scheduled activity was not taking
place Staff B did not respond.

Observation on at 3:20 pm showed
that Staff B brought Resident #1 from her room to
the dining table and retrieved a domino game set
from a cabinet.
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Interviewed on at 4:00 pm the

Administrator stated that the residents did not

want to play dominoes or participate in activities

and that she could not force the residents to

participate.
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