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Initiat Coraments

An abbreviated re-certification survey was
conducted at HC Golden Age ALF on
Deficiencies were identified at the time of the
survey.

B9A-36.010(2) FAC Staffing Standards - Staff

{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit & health care provider's statement that the
individual does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untita
written statement is submitted from a health care
provider indicating that the individual does not
itute a risk of itting a icabl

{b) Staff must be qualified to perform their
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assigned duties consistent with their level of
ion, training, p ion, and i

Staff providing services requiring ticensing or
certification must be appropriately ficensed or
certified. All staff must exercise their
responsibilities, consistent with their

ficath to observe residents, to
observations on the appropriate resident’s record,
and to report the observations to the resident's
health care provider in accordance with this rute
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

by

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure the staff
were qualified to perform their assigned duties
consistent with their level of education, training,
preparation and experience. Staff C was unable
to explain a Do Not Order. Staff B
failed to accurately describe
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« )
Findings included:

Staff C)

Observation on at 8:00 AM found
Staff C on duty with five residents including 4
residents in hospice care.
Interviewed on at 1:15 PM when
asked to explain what a

was { ) Staff C stated that she did not
know what it was. Staff C stated.”  don't know
what that is"

Areview of Staff C' record showed
documentation of training on
dated

According to Florida Health, "
is a form or patient identification device
developed by the Department of Health to identify

people who do not wish to be inthe
event of Lor "
Staff B)

Interviewed on at 1:00 PM when
asked to describe .

) Staff B (The Assistant
Administrator) stated that she did not remember.
Staff B stated, "l can't describe i, | don't
remember”

Areview of Staff B's record showed that the First
Aid/ certification expired in 2017.

According to the American Association,
"For healthcare providers and those trained:

conventional using ) and
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{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
26-35 204
36-45 335
46-55 375
56-65 418
66-75 457
76-85 498
86-95 538

For every 20 total combined residents, day care
participants, and respite care residents over 85
add 42 staff hours per week.

2. independent living residents, as referenced in
subsection 58A-36.015(3), F.A.C., who ocoupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
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-to- breathing at a ratio of 30:2
s -to-breaths.”
Interviewed on at 2:00 PM when she
was told that Staff C did not know what a
was, and she could not describe the
Assistant Administrator stated that they would
update their training.
Class il
A079 B9A-36.010(3) FAC Staffing Standards - Levels AGTS
88=F
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services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member whe has access o
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. in facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and , .
{ ) and holds a currently valid card
docurnenting completion of such courses must be
in the facility af all times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-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 lif, 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 atfeast |, . musthe
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 buiiding or
grounds maintenance, clerical, or food
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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
facifity'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
facilities, 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 desoribed 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 pericd, 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 (&) are not met. The
facility must immediately increase staff above the
minimum levels established i |n paragraph (a), if

the agency i hat

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’

upervision
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contracts. The agency wili consult with the facility
administrator and residents regarding 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
requirernents are being met.

1. When additional staff is required above the
mainimum, 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 i 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
longer 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 faciiity or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services ficense 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 observation, interview and record
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review, the facility failed to have enough qualified
staff to provide supervision and services
according to the residents scheduted and
unscheduted needs. The facility had one
caregiver on duty for 5 residents including 4
bedbound residents in hospice care (Residents 1,
2, 3and 4).

Findings included:

Observation an at 8:00 AM revealed
that Staff C was working afone in the facility.

Interviewed on at 8:05 AM Staff C
stated that she was a live-in employee, and she
was working alone in the facility. Staff C further
stated that there were 5 residents in the facility of
which 4 were in hospice care.

A review of facility and resident records revealed
that Resident 1, Resident 2, Resident 3 and
Resident 4 were bedbound and receiving hospice
services.

Interviewed on at 9:30 AM, the
Assistant Administrator stated that she was
covering for a staff member, but she could not be
at the facility because her mother was in the
hospital,

Areview of the facility's staffing schedute showed
that the Assistant Administrator was not listed on
the schedule.

Class il

B59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS, Resident records

AQ79
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must be maintained on the premises and include:
{a) Resident demographic data as follows:
Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{p) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, Lor
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 58A-36.012,
F.A.C,, if applicable,

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

{HiA  _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith 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

N@ @ s wN
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representatives, or their physicians request in
writingthat |, not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the seif-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities 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 50A-36.008, F.A.C.
(i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.
{}) For a facility whose owner, administrator, staff,
of representative thereof, setves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
0 or due a resident, a copy of the quarterly
writien statement of funds or other properly
disbursed as required in Section 429,27, F.S.
{1) f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp: firules. L.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
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{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 interdiscipiinary care
pian and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident's

Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted tiving 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.

{g) Except for resident contracts, which must be
retained for 5 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 longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C,, respectively.

,DH

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have complete records and updated
health assessments for 2 out of 5 sampled
residents (Resident 1 and Resident 2)

Findings included:
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Resident 1)
Areview of Resident 1's health assessment dated
showed diagnoses of 's,
Type I,
high ) R
, Status Post (L.} ., .
Physical limitations showed bed confined. Mental
status showed loss of memory and decreased
concentration. Nursing requirements showed
hospice care. The activities of daily fiving (ADL)
requirements showed total care for all ADLs.,
Needed assistance with self-administration.

Areview of Resident 1's record showed no
documentation ofa  record. The
chart was blank.

Areview of Resident 1's hospice record showed

he was receiving daily adrministration.

Further review revealed the Resident was

receiving daily care for on his right
and his right ankle.

Interviewed on at 11:50 AM the
Hospice Care Case Manager stated that Resident
1 was receiving daily administration and

care for on his right and right
ankle.

Further review of Resident 1's record showed no
documentation of the care or a hospice
interdisciplinary plan of care.

Resident 2)
Areview of Resident 2's health assessment dated
showed diagnoses of ‘s,
. high . ,and
. Physical limitations showed bed
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confined. Mental status showed decreased
memory and concentration. Nursing requirements
are shown under hospice services. The ADLs
showed total care for ambulation, bathing,

» self-care, toileting and transferring,
supervision for eating.

A review of Resident 2's record showed no
documentation of an interdisciplinary plan of care.

Further review of Resident 2's record showed no
documentation of a record. The
chart was blank.
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