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Initiat Coraments

Awellness monitoring visit was conducted at
Corat Sand inc. on . Deficiencies were
identified at the time of the visit.

59A-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 facifity is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annuat
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a 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 untit a
written statement is submitted from a health care
provider indicating that the individual does not

ftute a risk of itting & i

{h) Staff must be qualified to perform their
assigned duties consistent with their level of
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training, p and
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident’s
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FA.C.
{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 by
the facility to provide services fo residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on Interview and record review, the facility
failed to ensure 1 out of 5 sampled staff (Staff C)
was able to perform their duties according to their
training. The staff wer unable to

knowledge about the policies and procedures
regarding N .

and Elopement procedures.
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Continued From page 2
Findings:

In an interview on at 12:15PM, Staff C

was asked to describe what stands for and

how many . and breath were

needed to initiate it, Staff C stated, "t am not sure

what it stands for and | am not sure how many

or breath are needed. | think it is
for 20 minutes or 50",

35 .

In an interview on at 12:16PM, Staff C
was asked how she would proceed if a resident
eloped from the facility, she stated, "l would let
the administration know and they take it from
there".

Areview of Staff C's personnel record showed an
Elopement Response Policies and Procedures
certificate obtained on . {photographic
evidence obtained)

Areview of Staff C's personnel record showed

i {Automated External Defibrillators)
certificate was obtainedon | . and
expires . {(photographic evidence
obtained)

Areview of data of the American
Association, "For healthcare providers and those
trained: conventional using

.\ and -to- breathing ata
ratio of 30:2 -to-breaths.”

Class il

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

{3) OTHER REQUIREMENTS.
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{a) All facilities must;

1. Provide a safe living environment pursuant to

section 428.28(1)(a), F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

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

less than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chait, if requested,

{¢) 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) Facilitiss must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility 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 have a safe and well maintained physical
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environment.
Findings as follow:

On at 11:25 AM during the facility tour
it was observed:

# had an electric outlet without a cover
and filfing the gap there was a plastic bag.

#  did not have light due to there was nota
switch to turn on the light.

# s lamps (2) were not working.

# s closet had holes on the wall
and the bottom part of the closet was not painted.
The wall behind the landing on the staircase in
the hall that communicated first and second floors
had a hole and, the staircase that communicated
the second floor and the lobby had rails with
peeling paint.

On at 2:00 PM the Administrator
stated the facility Is under remodeling and
maintenance staff had not finished painting and
fixing some details. Regarding the hole on the
wall at the staircarse she stated the maintenance
guys hit the wall when carrying a broken washer
machine from the second to the first floor.

Class #ll
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