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{A 000} Initial Comments

A revisit survey was conducted at Armero Torres
ALF, inc. from through 1204.
The provider had deficiencies at the time of the
survey.

{A 025} 429.26(7) F3; 59A-36.007(1) FAC Resident Care
88=D| . Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designes of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with Rule

A 000}

{A025}
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59A-36.012, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide personal supervision for
Resident #4 whohada  and was transported
to the hospital.

Findings:

Arecord review of the Adverse incident reporting
systems database documented Resident #4
tripped and . over her own on

Areview of resident #1's progress notes dated
documented the following: Resident

#4 in the living room; the resident was sitting

watching the television around 7:17 AM. The
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[Staff B Caregiver] was in # when heard
that she {Resident) had call out to her saying she
had , she immediately saw her on the floor

down in front of the sofa. She called the
Rescue (7:20am). The rescue arrived
approximately 8 minutes later, the paramedics
checked her vital signs, they were okay. The
resident told the rescue that her was hurting,
the rescue called the ambulance to take her to
the [hospital] to be checked out.”

Interviewed on at 4:30 PM Staff B
{Caregiver) stated that she was working alone at
the facility with 4 residents when Resident #4
Staff B stated that it was around 7:00 AM. Staff B
stated further, " It was early in the morning, |
always had them ready early, she had breakfast
already; | was alone, the Owner comes in at
8:00AM, and she had not arrived yet." Staff B also
stated that she was assisting another resident in
a room, and that she did not see Resident #4
Staff B stated,” | heard the noise; she called me,
and | ran. | was with another resident but had the
bedroom door open. | found her down on the
floor. The floor was wet, and she was wet. She
had a bottle of water with her, and the bottle was
on the floor, empty; maybe she slipped on the
water. She was able to walk using a walker, that
had wheels, | don't know if she was using it when
she ; the walker was on the floor not far from
where she was laying.” Staff B stated that
Resident #4 suffered a small or
over her ., . but she was not .- Staff
B stated,” it was something small over her right

. , I think." Staff B also stated that she
called both the Owner and 911. Staff B stated that
the resident’s family was notified but she doesn't
know if her doctor was. Staff B stated, "The
Owner may have done it.” Staff B also stated that
emergency services transported the Resident to
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Continued From page 3

the hospital as a precaution and she did not
remember if the Resident was complaining about

at the time. Staff B concluded , "She always
complained about | in her

Areview of Resident #4's health assessment with
a completion date showed a
diagnoses of | . type 2,

f . , Gait Disturbance.
Physical status showed memory loss, ..,
dectine. The status showed awake,
alert and oriented time two. The resident had
special precautions. The activities of daily
fiving showed assistance needed with ambulation,
bathing, . seif-care, toileting, transferring
and supervision with eating.

Areview of Resident #2's health assessment with
a completion date of showed
» . . The resident had
precautions, The activities of daily living showed
assistance needed with ambulation, bathing,
. self-care, and supervision with toileting
and independent with eating and transferring.

Areview of Resident #3's health assessment with
a complstion date of showed a
diagnoses of Type i,

" N . Gait disturbance, The
resident had precautions. The activities of
daily living showed assistance with ambulation,
pathing, . self-care, and independent with
toileting and transferring.

Interviewed on at 11:27 AM the
Administrator stated that Resident #4 tripped and
over her own

Uncorrected Class il
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Continued From page 4
59A-36.007(9) ASSISTIVE DEVICES

{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident’s assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c} Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and ufilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards,

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure one
{Resident #3) out of five sampled Residents had
the use of a walker documented on the assistive
device policies and procedures. The facility failed
to include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for continuing safety of a resident's
assistive device.

Findings.

Observation on at 6:40 AM revealed

A034

A034
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Continued From page 5

Resident #3 used a walker to go to the bathroom.

Avreview of the resident's record showed a
physician prescription for a walker dated

However, there was no
documentation of a walker listed on the assistive
device polices and procedure, including how the
facility would assess the physical condition of the
assistive device, repair it or replace it.

Interviewed on at 11:27 AM the
ini stated that she i a plan.
However, the plan was for a physical

Class Il

58A-36.010(3) FAC Staffing Standards - Levels

{3) STAFFING STANDARDS.

(a} Minimurm 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
36-45 335
48-55 376
56-65 416
66-75 457
76-85 498
86-95 539

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

A034
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Continued From page 6

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 personal,
fimited 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
facitity 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 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
inthe facility at alt 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 Hil, 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 at least | . Mmust be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a faclity for a consecutive period of

{A079)
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Continued From page 7

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
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), alf
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' scheduted 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
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a}, if

{A079)
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{A 078} | Continued From page 8

the agency determines that adequate 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
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
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
requirernents are being met.
1. When additionat 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 wili no
ionger 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 heaith,
extended congregate care, or limited nursing
services license must also comply with the

{A079)
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Continued From page 9

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 record review and interview, the facility
failed to maintain a posted staffing pattern that
reflected the 168 required weekly hours for a
census of four residents.

Findings.

Interviewed on at 6:29 AM the
Administrator stated that there were four
residents.

Areview of the posted staffing pattern showed
from through a total of 33
hours and Staff C (Caregiver} as "Live In." There
was no documentation of how many days per
week or hours per day Staff C was present on
site.Photographic evidence obtained.

Interviewed on at 11:27 AM the
Administrator stated that she made changes.

Uncorrected
Class Il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,

{A079)

A152)
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Continued From page 10

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

(e} Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facitity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure four out of four sampled resident
fived in a safe living environment free from
hazards.

Findings:

Observation on at 6:39 AM there was

{A152)
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Continued From page 11

exposed wiring white and green wiring on the wall
outside and a galion of fiquid detergent on top of
the washing machine accessible to residents.
Further observation revealed the biinds in the
interior of the house in the living reom were
missing several slats. Photographic evidence
obtained.

Interviewed on at 6:39 AM the
Administrator stated that there was no electricity
to the area where the exposed wiring was. The
Administrator stated further that she was washing
clothes.

Uncorrected
Class Il

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,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

8. Social security number,

7. 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
resident's health care practioner and case
manager, if applicable.

{b} A copy of the Resident Heaith Assessment
form, AHCA Form 1823 or the health care
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practitioner's medical examination form described
in Rule 59A-36.006, F.A.C,

{c} Any orders for medications, nursing services,
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,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

{HHA ., . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their . , .recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writtngthat  ,  not be taken.

{g) For facilities that will bave unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.

{h) For faciliies 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.A.C.

(i) A copy of the resident's contract with the
faciiity, including any addendums fo the contract
as described in Rule 58A-36.018, FA.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
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Continued From page 13

statement of any transaction made on behalf of
the resident as required in Section 429.27, F.S.
{k} For any facility that maintains a separate trust
fund to receive funds or other property beionging
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.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ( ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{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,
FAC.
{0} The resident's . DH
Form 1898, if applicable.
{p) For independent living residents who recelve
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.
{q) Except for resident contracts, which must be
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retained for § years, all resident records must be
retained for 2 years following the departure of a
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.

{ry it resident records for
facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in Rules 59A-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 record review and interview, the facility
failed to update the health assessment for one
{#5) out of five residents after an elopement.

Findings:

Areview of a police report dated
showed Resident #5 was missing.

Acreview of Resident #5's health assessment
dated showed the Resident was not
fisted as an elopement risk.

A review of the Adverse incident reporting
database showed that Resident #5 left the facility
on at 7:30 PM and never returned.

Interviewed on at 8:37 AM the
Administrator stated that the reason why she had
not updated Resident #5's health assessment to
elopement is because his guardian does not want
him to be listed as an elopement risk because he
can go wherever he pleases.

Areview of the facility's and Land
elopement policy and procedures showed: "All
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residents assessed at risk for elopement or with a
history of elopement shall be identified so staff
can be altered to their needs for support and
supervision. As part of its resident elopement
response polices and procedures, the facility shall
make a minimum, a daily effort to determine that
at risk residents has identification on their
persons that includes their name and the facility's
address, telephone number. Staff attention shalt
be directed towards residents assessed at high
risk for elopement, with special attention given to
those with and related
assessed at high risk.

1. Ways to reduce risk of elopement. 2. identify
residents that have potential to be elopement risk.
3. What to do in case a resident does elope. A.
identify resident B. search immediate area C.
advise 911 D. inform facllity administrator or
person in charge E. inform family F. inform health
care provider G. Search a large area H. after 24
hours, file missing person report with police
authority |. Fill out adverse incident report 1 day
and fax to area in Tallahassee within 24 hours J.
filt out adverse incident report 16 days and fax to
area in Tallahassee after 15 days have past since
incident.”
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