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A000 Initial Comments
Assisted Living Facility

An abbreviated biennial state licensure survey
was conducted on /

The Lepe's Home assisted living facility had

deficiencies found at the time of the visit.
A026 58A-5.0182(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.

(a) The facility shall provide an ongoing activities
program. The program shall provide diversified
individual and group activities in keeping with
each resident ' s needs, abilities, and interests.
{b) The facility shall consuit with the residents in
selecting, planning, and scheduling activities. The

through one or more of the following methods:
resident meetings, committees, a resident
council, ion box, group di ion:
questionnaires, or any other form of
communication appropriate to the size of the
facility.

six {6) days a week for a total of not less than
twelve (12) hours per week. Watching television

of meeting the twelve (12) hours per week of
is a special one-time event of special interest to
choose to attend day programs conducted at

adult day care centers, senior centers, mental
health centers, or other day programs may count

shall not be considered an activity for the purpose

1 A00O

L AD26

i

l

facility shall demonstrate residents * participation |

{c) Scheduled activities shall be available at least ;

scheduled activities unless the television program |

residents of the facility, A facility whose residents *
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A026 Continued From page 1 : A026

those attendance hours towards the required
twelve (12) hours per week of scheduled :
activities. An activities calendar shall be posted in |
common areas where residents normally
congregate.

(d) f residents assist in planning a special activity |
such as an outing, seasonal festivity, or an
excursion, up to three (3) hours may be counted
toward the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to have posted the times each activity
started and ended.

Findings include:

Observations during the facility tour on /o
revealed an activity calendar posted in the dining

was dated , 2012, There were |
seven days per week of activities posted on the
calendar. There was no start time or end time
posted next to each activity. Without the start and ;
end times for each activity it was impossible for
the residents to determine the starting time of
each activity.

When interviewed on ! 8t9:30 am., the
administrator stated the activities are usually
done in the late afternoon or after dinner. She
verified that the start and end times were not
posted on the activities calendar.

Class H}
Widespread

A078 58A-5.019(2) FAC Staffing Standards - Staff AO78
{2) STAFF.
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(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicabie
including . Freedom from
must be documented on an annual

basis. A person with a positive - test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in i
service. If any staff member is later found to i
have, or is suspected of having, a communicable

, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists.
(b} Al staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and o report the observations
to the resident * s health care provider in
accordance with this rule chapter.
{c) All staff must comply with the fraining
requirements of Rule 58A-5.0191, FAC.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to

LEPE'S HOME SAINT PETERSBURG, FL 33701
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residents.

{e) For facilities with a licensed capacity of 17 or
maore residents, the facility shall:

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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have personnel files for one of three
sampled direct care staff (#C) contain current
annual documentation of freedom from

Findings include:

Record review on / tof direct care staff #C's
personnel file revealed the last . test was
documentated on

The administrator, when interviewed on /

at 12:15 p.m., verified staff #C did not have her'
tests documented annually.

Class Il
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FLORIDA AGENCY FOR HEATH CARE ADMINGTRATON

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

L2012

Administrator

Lepe's Home

524 Highland Street, North
Saint Petersburg, F1. 33701

Dear Administrator:

This letter reports the findings of an abbreviated biennial state licensure survey that was conducted on
, 2012, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
hitp://ahca,myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the 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
fessional and i pplication of the survey process.

P

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

erely,

‘[ Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FI. 33701

Phone (727) 552-2000; Fax (727) 552.1161

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitpifahca.myforida.com




