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A follow-up survey to Complaint (CCR#
2012005121) Investigation Survey was completed

| at Rainbow Home Care with a Limited Mental

| Health (LMH) component on . Atthe

- time of survey, the following deficiency was found
: uncorrected : A 0079 and a new deficiency was

1 found AD077,

SS"D Administrators

! Stafﬂng Standards,
i (1) ADMINISTRATORS. Every facility shall be
under the supervision of an admlmstrator who is
for the operation and of
the facifity including the management of all staff
and the provision of adequate care to all
 residents as required by Part | of Chapter 429,
. F.8., and this rule chapter.
(@) The administrators shall:
i 1. Be atleast o
| 2.0 employed on or after . 1990, have
| a high school diploma or general equivalency
| dtp!oma {G.E.D.), or have been an operator or
i or of & licensed assisted living facility
m the State of Florida for at least one of the past
 3yearsin whlch the facility has met minimum
d on or after
, 1995, must have a high school
dsploma or G £D.;
{3.Bein comphance with Level 2 background
| screening standards pursuant to Section
| 429174, F.S; and
| 4. Complete the core training requirement
i pursuant to Rule 58A-5.0191, F.A.C.

{b) Administrators may supervise a maximum of
| either three assisted living facilies ora
combination of housing and health care facilities

: or agencles on a single campus, However,

T
|
}

{A 000} Initial Comments {A 000}
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administrators who supervise more than one

; facility shall appoint in writing a separate

| manager " for each facility who must:

| 1.Beatleast ;and

| 2. Complete the core training requirement

; pursuant to Rule 58A-5.0191, FAC.
{c)-Pursuant to.Section +F.8. facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10) days of
a change in a facifity administrator on the H

| Notification of Change of Administrator, AHCA !
| Form 3180-1006, » 2006, which is

!incorporated by reference and may be obtained
: from the Agency Central Office. The Agency
Centra Office shall conducta background

g on the new i in

accordance with Section 428.174, F.8., and Rule
58A-5.014, FAC.

i

i
This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility's assistant administrator
{manager) failed to complete the CORE training

Y requirements.

; Findings Include:

i Personnel record review found that the assistant
>t had do ion that she
completed 28 hours of CORE training but failed to
| provide documentation that she passed the

{ CORE competency test.
: In an interview with staff #3 on rat
\ appmxtmateiy 9:15 AM, she stated that the
is the ini 2 ALF's. She
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then stated that she took the CORE competency
test last week but has yet to find out the results.
| Staff #3 stated that she was aware she needed to
| pass the exam in order to remain the assistant
administrator.

i Class 1 - . S :
{ggﬂg)j 58A-5.019(4) FAC Staffing Standards - Levels {Ao79}
=
i

| (4) STAFFING STANDARDS.
(@) Minimum staffing:
1. Facilities shail maintain the following minimum
, staff hours per week:
Number of Residents  Staff Hours/Week i
168

6-15 212

i 18-25 253
! 26-35 294 -
: 36-45 335

46-55 375
! 56-65 416

66-75 457

76-85 498
: 86-95 539
i For every 20 residents over 95 add 42 staff hours

2. At least one staff member who has access to
i facility and resident records in case of an
¢ emergency shall be within 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 H
i facility administrator, manager or other staff are H
: absent from the facility.
} 3. In facilities with 17 or more residents, there
i shall be at feast one staff member awake at all
i hours of the day and night.
: 4, At least one staff member who is trained in
First Aid and , as provided under Rule
AHCA Form 3020-0001
STATE FORM L ZSNG1Z ¥ continuation sheet 3 of 7
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58A-5.0191, F A.C., shall be within the facility at
+ all imes when residents are in the facility.
5, During periods of temporary absence of the
when are on
the premises, a staff member who is at least 18
| years of age, must be designated in writing to be
..in.charge of the facility.
6 Staff whose duties are excluswely bu:ldmg
| maintenance, clerical, or food preparation shall
: not be counted toward meeting the minimum
, staffing hours requirement.
{ 7. The administrator or manager ' s time may be
| counted for the purpose of meeting the required
 staffing hours provided the administrator is
actively involved in the day-to-day operation of
| the facility, including making decisions and
provudlng supervision for all aspects of resident
| care, and is listed on the facility ' s staffi ing
: schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwuthstandmg the minimum staffing
inp ph (a), ail
facmues mcludmg those composed of
| apartments, shall 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 i
! standards as described in Rule 58A-5.0182,
F.AC
1 {¢) The facifity must maintain a written work
schedule which reflects its 24-hour staffing
« pattern for a given time period. Upon request, the
| facility must make the daily work schedules for
i direct care staff available to residents or
representatives, specific to the resident ' s care.
! {d) The facility shall be required to provide staff
immediately when the Agency determines that the ;
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| requirements of paragraph (a} are not met. The %
acility shall also be required to immediately |
increase staff above the minimum levels 1
;
|

: established in paragraph (a) if the Agency
| determines that adequate supervision and care
! are not being provided to residents, resident care
- standards described in Rule 58A-5.0182 F.AC... ;
; are not being met, or that the facility is failing to
| meet the terms of residents ' contracts. The {
Agency shall consuit with the facility administrator
and g any that |
addatlonat staff is requlred
1 1. When additional staff is required above the
mmlmum the agency shall require the
submission, within the time specified in the
netification, of a corrective action plan indicating
| how the increased staffing is to be achieved and
res;dent service needs will be met, The plan shall
! be reviewed by the agency to determine if the
{ plan will increase the staff to needed levels and
i 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 i
: staffing, modifications may be made in staffing |
| requirements for the facility and the facility shall i
. no longer be required to maintain a plan with the
: agency.
| 3. Based on the recommendations of the local i
! fire safety authority, the Agency may require
> additional staff when the facility fails to meet the
; fire safety standards described in Section 429.41,
| | F.8., and Rule Chapter 69A-40, F.A.C., until such
! time as the local fire safety authority mforms the
Agency that fire safety requirements are being
met,

|
|
|
|
I

! {e) Facilities that are co-located with a nursing ‘
| home may use shared staffing provided that staff H
. hours are only counted once for the purpose of i
| meeting either assisted fiving facility or nursing ‘

AFICA Fom 3020-5007
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| home minimum staffing ratios.
| (f) Facilities holding a fimited mental health, H
: extended congregate care, or limited nursing

; services license must also comply with the

! staffing requirements of Rule 58A-5.029,

{ 58A-5.030, or 58A-5.031, F.A.C., respectively.

| This Statute or Rule is not met as evidenced by:

| Based on observation, record review, and

! interview the facility failed to maintain a written

1 work schedule which reflects its 24-hour staffing
pattern for a given time period and at least one H
staff member within the facility at all times when :
residents are in the facility.

i H i

: Findings Include: i
| Observation on at approximately 8:05

AM found staff #1 was the only staff member at
; the facility upon entry.

1 Record review on at approximately \!
1'9:00 AM accompanied by staff #3 staff !
| #2 was on the tacility's 2012 employee |
! schedule for at 8:00 AM. !
i |
| Record review on : at approximately

| 8:00 AM accompanied by staff #3 found there

i were several instances on the facility's employee
; schedule for 2012 where the schedule

i reflected no employee present at the facility

| between 5:00 PM and 7:00 PM; and those dates
 are as follows:

|
| ; 1, and 27 g
|

| Record review on at approximately

AHCA Form 3020-0001
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| 9:00 AM accompanied by staff #3 found there

| were also several instances on the facility's

| employee schedule for . 2012 where the
schedule reflected no employee present at the
facility between 6:00 PM and 7:00 PM; and those
dates are as follows:

‘14, i i ' 5 s

| and 28.

I

i The various days listed above reflect hours in

» which residents at the facility went unsupervised,

" no staff member present with access to facility
and resident records, and no staff member
present trained in First Aid and

- In an interview with staff #3 at approximately 9:05
| AM, she confirmed that staff #3 was scheduled
: for 8:00 AM on and arrived a couple
i minutes late. Staff #3 stated she got
with the schedule and the night shift employee
usually comes earlier. She stated that there is
never a time when the residents are left alone, |
; there is always someone at the facility regardless i

; of what the schedule says. She then stated she
! will fix the schedule immediately.

; Class Il
| UNCORRECTED 1

{A 079} Continued From page 6 {A 079}

AFICA Form 5020-0001
STATE FORM )

Z8NG12

#f continuation sheet 7 of 7




FORDA " NCY FOR HEALTH CARE ADMINSTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Bottor Health Care for all Floridians SECRETARY
52012
Administrator
Rainbow Home Care CCR#2012005121 v/a
3302 Nw 2 Avenue
Miami, FL 33127
Dear Administrator:
This letter reports the findings of a revisit survey to a complaint conducted on 5 2012by representative(s)
of this office, Enclosed is the provider's copy of the St of Deficiencies and Plan of C ion (State
Form 3020), which refe the d deficiencies and/or new deficienci identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than - 22012,

The Quality Assurance Q!Wommhaslmgbememployedtoobﬁmyowhdbwkfoﬂowmg survey
actmty 'ImsformhasbeenplwedontheAgency'swebsneat

http://ahca myflorida.com tions/Forms. s as a first step in providing a web-based interactive
oonsumersaﬂsfacﬂon surveysystcm You mayaccessme questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consnswntapphcaumofthesurveypmwss

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(305) 593-3100.

Sincerely,

bl
e,

lene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
BBT7
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Sulte 300

F1. 33166

Taliahassee, FL 32308 Miami,
/ .myflorida.com Phone (305) 593-3100; Fax (306) 5933121




