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Initial Comments.

Based on observations, record reviews and
interviews, the facility failed to ensure there were
enough staff to provide supervision for 1 of 1
sampled resident who had a history of (#8.}

Findings:

Areview of resident #8's record revealed a facility
admission date of . The resident's medical
history included . Body and

's . The resident was identified
asa risk and required assistance with
transferring and ambulation.

A admission note indicated the resident
needed assistance to walk. The resident had

to her lower extremities and needed
stand by assistance when ambulating. The
resident required assistance 1o use the restroom
and will try to go on her own and was a risk.

On at 8:15 am the resident was found on
the floor in front of her wheelchair in the common
area.

On at 5:20 am the resident was found on
the floor sitting next to her bathroom door. She
sustained a on her right

On at 8:15 am the resident was sitting on
the floor towards the of her bed with her
walker in front of her.

On at 10:45 am, seven residents were
seen in Calore neighborhood dining room. No
staff were present. Resident #8 was ina
wheelchair at a dining room table. She was seen
holding onto the edges of the table then pulling
herself to a standing position, all while her
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Continued From page 1

were closed. Her posture was stooped. She did
notopenher , or verbally respond when
spoken to. There was no staff seen to alertus to
the situation. The Agenoy for Healthcare
Administration (AHCA) surveyor encouraged the
resident to sit down, and she did. The
surveyor remained there while waiting for staff to
appear.

On at 10:55 am, caregiver J exited a
resident’'s room. She said she had to go order
soup for a resident. She said caregiver C was the
only other caregiver working and she was on a
break. Caregiver J left the unit, leaving no staff
with the residents.

On at 10:59 am, caregiver J returned.
She said the staff could not always watch the
residents. She said both morning caregivers had
to give care and often were in rooms at the same
time with no one available to supervise the other
residents, She said there was not a process in
place for someone to fill in when one of the two
caregivers took a break.

On at 11:05 am, caregiver C returned
from break. She said the process during breaks
was a nurse filled in. She could not explain why a
nurse did not fill in when she went on break.

On at 11:10 am, nurse E said if staff
called her and said they were going on break, she
would fill in. She said no one told her caregiver C
was going on break.

On at 12:15 pm, the administrator said
she discussed with the home office regarding
having a "float” caregiver every day (currently only
scheduled on Saturday and Sunday.) She said
the role of the float caregiver was to assist with
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Continued From page 2

resident care in all three neighborhoods and
relieve caregivers for breaks.

Class Ili

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
16-25 253
26-35 294
38-45 335
46-55 375
56-65 418
66-75 457
76-85 408
86-95 539

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 59A-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
facliity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
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Continued From page 3

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 facifities 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 p .
{ Yand holds a currently valid card
documenting completion of such courses must be
in the facility at alf imes.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C,, satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F.S., is
considered as having met the course
requirements for both First Aid and
8. 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 ., .. must be
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
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
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Continued From page 4

operation of the facility, 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-job 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
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 58A-36.007,
F.AC.
{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 adequate supervision
and care are not being provided fo residents,
resident care standards described in rule
59A-36.007. F.A.C., are not being met, or that the
facitity 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 local fire
safety authority, the agency may require
additional staff when the facllity fails to meet the
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Continued From page 5

fire safety standards described in rule chapter
B89A-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 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 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 will 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 also comply with the
staffing requirements of rules 59A-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 observations, record reviews and
interviews, the facility failed to ensure there were
enough staff to provide supervision for 1 of 1
sampled resident who had a history of #8.)

Findings:
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Continued From page 6

Areview of resident #8's record reveated a facility
admission date of . The resident's medical
history included . Body and

‘s . The resident was identified
as a ... risk and required assistance with
transferring and ambulation,

A admission note indicated the resident
needed assistance to walk. The resident had

fo her lower extremities and needed
stand by assistance when ambulating. The
resident required assistance to use the restroom
and will try to goon herown and was & . risk.

On at 6:15 am the resident was found on
the floor in front of her wheelchair in the common
area.

On at 5:20 am the resident was found on
the floor sitting next to her bathroom door. She
sustained a on her right

On at 8:15 am the resident was sitting on
the floor towards the of her bed with her
walker in front of her.

On at 10:45 am, seven residents were
seen in Calore neighborhood dining room. No
staff were present. Resident #8 was in a
wheelchair at a dining room table. She was seen
holding onto the edges of the table then pulling
herself to a standing position, aff whife her
were closed. Her posture was stooped. She did
notopenher ,  or verbally respond when
spoken fo. There was no staff seen to alert us of
the situation. The Agenoy for Healthcare
Administration (AHCA) surveyor encouraged the
resident to sit down, and she did. The
surveyor remained there while waiting for staff to
appear.
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On at 10:55 am, caregiver J exited a
resident's room. She said she had to go order
soup for a resident. She said caregiver C was the
only other caregiver working and she was on a
break. Caregiver J left the unit, leaving no staff
with the residents.

On at 10:59 am, caregiver J returned.
She said the staff could not always waich the
residents. She said both morning caregivers had
to give care and often times were in rooms at the
same time with no one available to supervise the
other residents. She said there was not a process
in ptace for someone to fill in when one of the two
caregivers took a break.

On at 11:05 am, caregiver C returned
from break. She said the process during breaks
was a nurse filled in. She could not explain why a
nurse did not fill in when she went on break.

On at 11:10 am, nurse E said if staff
called her and said they were going on break, she
would fill in. She said no one told her caregiver C
was going on break.

On at 12:15 pm, the administrator said
she discussed with the home office regarding
having a "float” caregiver every day (currently only
scheduled on Saturday and Sunday.) She said
the role of the float caregiver was to assist with
resident care in all three neighborhoods and
relieve caregivers for breaks.

Class Ili
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