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initial Comments

An Assisted Living Facility Complaint Inspection
#'s 20120096186, 2012008627 and 2012009641
surveys were conducted on The
Pacifica Senior Living Assisted Living Facility, had
deficiencies found at the time of the visit.

58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facility shall provide care and |
services appropriate to the needs of residents
accepted for admission to the facility. i
{1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FAC.
{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
individual.

{c) General 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, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident” s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e} Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulied in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
did not provide its residents appropriate care and

of residents.
The findings are:
In an observation on 9-1¢ 11:40 am in the

patio area outside cottage 6, there were 2
unsampled residents slumped, sitting in their

services, including supervision, to meet the needs

wheelchairs, without any staff supervision. In an
interview with caregiver #1 on 9-1¢ 111:45
am in cottage 8, she stated that she is currently
the only staff member on duty in the cottage,
caring for approximately 8 residents since the
other staff member assisting her went offsite to
assist other residents go to a restaurant for lunch. |
Caregiver #1 also stated at this time that she was
preparing to serve the residents their lunch in the
kitchen and the 8 residents she was caring for
were not all currently under her direct supervision
since she was not aware of all of their
whereabouts.

In an interview with caregiver#2 on 9-1¢ _ _:
11:56 am in cottage 4, she stated that shewas |
currently working in cottage 4 by herself and she
relies on other staff members to assist the
residents to come to lunch in cottage 4 dining
room _.. _before 12:00 pm. In an observation
on 9-1¢ + 11:55 am to 12:10 pm ouiside
cottage 5, resident #3 was slumped, sitting on the
bench without any staff supervision. In an
observation on 8-1¢ ..212:10 pm, caregiver #3
assisted the resident with transferring and
ambulating to cottage 4's dining area for lunch.
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In an observation on at 12:05 pmin
cottage 5, resident #6 was eating a salad dish
unsupervised, with her fingers only and no eating
utensils, napkins or drink within reach of the
resident. In an observation on at12:15
pm in cottage 5, caregiver #3 provided resident
#6 with a fork in which the resident used to slide
on the table from side to side and was not
assisted by any staff member to complete her
meal using the fork she was provided.

In an observation on . : from 2:35 pm to
2:40 pm in cottage 5, there were 5 unsampled
residents sitting in the living area couches not
viewing the television or being supervised by any
staff members. In an observation on ‘at
2:40 pm in the patio bench outside cottage 5,
caregiver #2 and employee #5 were talking with
each other. In an interview with caregiver #2 on

at 2:40 pm, she stated that she was
currently taking a break.

Class Il

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 consult with the residents in
selecting, planning, and scheduling activities. The
facility shall demonstrate residents ' participation
through one or more of the following methods:
resident meetings, committees, a resident

AQ25
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council, s ion box, group di ions,
questionnaires, or any other form of
communication appropriate to the size of the
facility.

(c) Scheduled activities shali be available at least |
six (6) days a week for a tofal of not less than
twelve (12) hours per week. Watching television
shall not be considered an activity for the purpose |
of meeting the twelve (12) hours per week of
scheduled activities unless the television program
is a special one-time event of special interest to
residents of the facility. A facility whose residents
choose to attend day programs conducted at

adult day care centers, senior centers, mental
health centers, or other day programs may count
those attendance hours towards the required
twelve (12) hours per week of scheduled

activities. An activities calendar shall be posted in
commeon areas where residents normally
congregate.

{d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an :
excursion, up 1o three (3) hours may be counted |
toward the required activity time. i

This Statute or Rule is not met as evidenced by: |
Based on observation and interview, the facility
failed to provide an ongoing activities program
that that meets the needs, abilities, and interests |
of all residents. H

The findings include:

In an interview with the activity director on

at 2:50 pm in cottage 4, she stated that
the residents in cottage 4 and 5 did not receive or
were offered the posted, scheduled activities :
because they cannot perform the activities
provided by the facility. She stated that due to
their low-level of function, they cannot read the
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activity calendars and that may be the reason why"
cottage 5 does not have a posted activity
schedule. The activity director also stated at this
time that the facility has not developed or
scheduled appropriate leisure activities to offer to
the residents in cottages 4 and 5 because she is
the only person responsible for activities in the
facility. She stated that she has been primarily
handling the activities for the residents in H
cottages 1, 2, 6 and 7 who have a higher level of ¢
function.

in an observation on : from 2:35 pm to
2:40 pm in cottage 5, there were 5 unsupervised
residents sitting in the living area couches not
viewing the television and not engaged in any

A028

type of activity. in an observation on

at

2:40 pm of the patio bench outside cottage 5,
caregiver #2 and employee #5 were sitting and

i

talking with each other. In an interview with ;
caregiver #2 on at 2:40 pm, she stated E
that she was currently taking a break. :

Class 1l

A028
88=D

58A-5.0182(4) FAC Resident Care - Activities of
Daily Living

(4) ACTIVITIES OF DAILY LIVING. Facilities shall |
offer supervision of or assistance with activities of |
daily living as needed by each resident H
Residents shall be encouraged to be as i
independent as possible in performing ADLs.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not provide the needed activity of daily living
assistance to 1 out of 5 sampled residents
{Resident #1) for the I of her toenails.

i
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The findings include:

Review of resident #1's record indicated that she
was admitted to the facility on _ with
diagnoses including .

and . Review of the resident's
health assessment dated on !indicated
that the resident needed assistance with her
N _, bathing, toileting and eating. Review of
the resident's daily flow sheet dated from
o . did not indicate that the facility staff
R cleaned or trimmed the resident's
toenails. The flow sheet referenced if the
resident was :to exclude trimming the
toenails. Further review of resident #1's record
did not indicate that the resident had a diagnosis |
of : or any condition consistent with

in an interview with the administrator on

at 2:20 pm, she stated that she was not aware of
how long resident#1 had her toenails

unattended by facility staff. She stated that the
resident’s family members brought it to the :
facility's attention that the resident's toenails were ;
excessively long and unkept for on After
notification from the family, the facility contacted a|
podiatrist on to care for her toenails since
they presented to be excessively long and i
uncared for. Review of the facifity grievance log |
indicated that on ‘ the resident's son !
informed the facility of the resident’s toenail
condition and the facility then contacted the
podiatrist to treat the resident's feet.

Review of the podiatrist evaluation of resident
#1's feet dated on “indicated that the
resident had grossly elongated, brittle, discolored
| toenatls with dry subungual
debris and the right big toe nail was severely long
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Rights & Facility Procedures

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES

{a} A copy of the Resident Bill of Rights as
described in Section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC. |
{b} In accordance with Section 428.28, F.S_, the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receiptof a
complaint.

(¢) The address and telephone number for
lodging complaints against a facility or facility staff:
shall be posted in full view in a common area
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the *
Advocacy Center for Persons with H
1(800)342-0823; the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456. :
(d) The statewide toll-free telephone number of |

PACIFICA SENIOR LIVING OF PALM BEACH gggg{&%gé’;’%l_ 33467
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and darkly discolored with subungual hematoma
and pain on palpation. Further review of the .
podiatrist clinical notes dated on indicated *
that he debrided the resident’s toenails with :
» and performed a removal of the . !
3/4 nail bed of the right big toe nail.
Class Il
A 030 58A-5.0182(6) FAC; 428.28 FS Resident Care - AD30
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1{800)962-2873 " shall be posted in full view ina |
common area accessible to all residents. |
(e) The facllity shalt have a written statement of |
its house rules and procedures which shall be |
included in the admission package provided |
pursuant to Rule 58A-5.0181, FAC. Therules |
and procedures shall address the facility ' s i
policies with respect to such issues, for example, |
as resident responsibilities, the facility ' s
and tobacco policy, medication storage, the
delivery of services to residents by third party {
providers, resident elopement, and other §
administrative and housekeeping practices, {
schedules, and requirements. i
{f) Residents may not be required to perform any |
work in the facility without compensation, except |
that facility rules or the facility contract may
include a requirement that residents be :
responsible for cleaning their own sleeping areas
or apartments. if a resident is employed by the
facility, the resident shall be compensated, at a
minimum, at an hourly wage consistent with the
federal minimum wage law.

(@) The facility shall provide residents with
convenient access to a telephone to facilitate the
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1){(d}, :
F.8. The facility shall not prohibit unidentified :
telephone calls o residents. For facilities with a
licensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.

(h) Pursuant to Section 429.41, F.S., the use of
physical ... shall be limited to half-bed
rails, and only upon the written order of the
resident " s physician, who shall review the order
biannually, and the consent of the resident or the

PACIFICA SENIOR LIVING OF PALM BEACH GREENACRES, FL 33467
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the Florida Hotline " 1(800)9€ or
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resident * s representative. Any device, including

half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical ..

429,28 Resident bill of rights.-

(1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State

of Florida, or the Constitution of the United States !
as a resident of a facility. Every resident of a :
facility shall have the right to:

(a) Live in a safe and decent living environment,
free from ... and neglect.

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of ;
other residents. |
(d) Unrestricted private communication, including |
receiving and sending unopened :
correspondence, access {o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

{e) Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,
autonomy, and interaction within the community.
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident’ s
representative, designee, surrogate, guardian, or |
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attorney in fact authorizes the administrator of the |
facility to provide safekeeping for funds as
provided in s. 429.27.

(g) Share a 1 his or her spouse if both
are residents of the facility.

{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religlous services, shall be imposed upon any |
resident

(i) Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a |
physician to require an emergency relocationto a |
facility providing a more skilled level of care or the[
resident engages in a pattern of conduct thatis |

harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally . the guardian shall be
given at least 45 days ' notice of a
nonemergency relocation or residency
termination. Reasons for refocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.

(1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
persan without , interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right

. AO30
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includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
did not provide a safe and clean environment to
its residents.

The findings include:

In an observation on ‘at 11:30 amin
cottage 2, caregiver #4 was assisting resident #4
in the resident's own toileting

activities. The employee was wearing white
rubber gloves on both of her hands. Inan
observation on at 11:35 am, caregiver #4
left resident #4's _ the white
rubber gloves on both of her hands and provided
hands-on assistance to an unsampled resident to
a dining The employee then took her
gloves off her hands, crumpled them inside her
right hand and immediately started to fold 5 white
tablecloths on top of the dining . with
the crumpled rubber gloves still in her hand. The
employee did not wash her hands. In an
interview with caregiver #4 on at 11:40
am, she stated that she folds the dining .. _..1
before lunch, temporarily stores them
on top of the kifchen counter and then places
them back on the table after lunch is completed.

In an observation on cat1215 pmin

cottage 4, caregiver #3 was passing out bibs for |
resident use in the dining _lunch time, |
caregiver #3 dropped a bib on the floor, picked it |
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up and placed it on an unsampled resident for
use during lunch time.

Class It

SASOZDQ 58A-5.019(4) FAC Staffing Standards - Levels AQ79
{4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents Staff Hours/Week

0-5 168
6-15 212 :
16-26 253
26-35 204
36-45 335
46-55 375
56-65 416
66-75 457
76-85 408
86-95 538
For every 20 residents over 95 add 42 staff hours
per week.

2. At least one staff member who has access to
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
facility administrator, manager or other staff are
absent from the facility :
3. In facilities with 17 or more residents, there i
shall be at least one staff member awake atall |
hours of the day and night.

4. At least one staff member who is trained in

First Aid and . as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.

5. During periods of temporary absence of the
AACA Form 3020-0001
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A079 Continued From page 12

administrator or manager when residents are on
the premises, a staff member who is at least

. must be designated in writing to be |
in charge of the facility. H
6. Staff whose duties are exclusively building
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
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
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) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including 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
standards as described in Rule 58A-5.0182,
FAC.

{c} The facility 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
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
requirements of paragraph {a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels

A078
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established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided te residents, resident care :
standards described in Rule 58A-5.0182, FAC., '
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and residents regarding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shalf
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
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, modifications may be made in staffing
requirements for the facility and the facility shall

no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the local

fire safety authority, the Agency may require
additional staff when the facility fails to meetthe |
fire safety standards described in Section 429.41, |

i
|

time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

(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 fiving facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
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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 did not provide or arrange
the necessary staff to provide services to meet
the needs of the residents.

The findings are:

in an interview with caregiver #2 on at
11:55 am in cottage 4, she stated that she was
currently working in cottage 4 by herself and she
relies on other staff members to assist the
residents to come to lunch in cottage 4 dining
or before 12:00 pm. In an observation

on. .. .. at11:55 amin cottage 4 ' s dining

, there were 7 residents eating their lunch
meals. In an observation on _ _ from 11:55
am to 12:10 pm outside cottage 5, resident #3
was slumped, sitting on the bench without any
staff supervision. In an observation on tat
12:10 pm, caregiver #3 assisted the resident with
transferring and ambulating to cottage 4's dining
area to finally join the other 7 residents that were
eating lunch since 11:55 am. i

In an observation on at 12:05 pmin
cottage 5, resident #6 was eating a salad dish
unsupervised, with her fingers only and no eating
utensils, napkins or drink within reach of the
resident. In an observation on at12:15
pmi in cottage 5, caregiver #3 provided resident
#8 with a fork in which the resident used to slide
on the table from side to side and was not
assisted by any staff member to complete her
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AQ79 . Continued From page 15 !
meal using the fork she was provided with. %

H

in an observation on at 12:20 pmin the
cottage 4 dining , there was one staff
member who was assisting resident #1 with her
lunch meal, no other staff members were in the
area and none of the seven residents sitting in
tables eating their lunch had drinks within their
reach. In an observation on . at1225pm ,
in cottage 4, a tray with approximately 8 glasses
of water was Inside the kitchen area,
approximately 15 feet away from the resident
dining area. There were no other staff members
available to give the resident's their water.

In an interview with the administrator on

at 12:50 pm, she stated that a cottage may only
have a single staff member scheduled to work
there during the day and if those staff members
need help, staff members from adjacent coftages
may come to help the single staff member, She
also stated at this time that each individual
cottage census is usually from 8 to 14 residents.

in an observation on from 2:35 pmto
2:40 pm in cottage 5, there were 5 unsampled
residents sitting in the living area couches not
viewing the television or being supervised by any
staff members. In an observation on .
2:40 pm in the patio bench outside cottage 5‘
caregiver #2 and employee #5 were talking with
each other. In an interview with caregiver #2 on
at 2:40 pm, she stated that she was
currently taking a break.

in an interview with the activity director on

»at 2:50 pm in cottage 4, she stated that
the residents in cottage 4 and 5 did not receive or |
were offered the posted, scheduled activities i
since they cannot perform the activities provided |

AHCA Form 3020-0001
STATE FORM b 2HA211 it continuation sheet 16 of 17




PRINTED: 10/12/2012

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A.BUILDING
B. WING
AlL11964922
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4780 JOG ROAD
PAGIFICA SENIOR LIVING OF PALM BEACH GREENACRES, FL 33467
(x4 1D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AQ78: Continued From page 16

by the facility, that due to their low-level

and that may be the reason why cottage 5 does
not have a posted activity schedule. The activity
director also stated at this time that the facility
has not developed or scheduled appropriate
leisure activities to offer to the residents in
cottages 4 and 5 because she is the only person
responsible for activities in the facility and she
has been primarily handling the activities for the
residents in cottages 1, 2, 6 and 7 who have a
higher level of function.

Class Il

conditions they cannot read the activity calendars |
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Administrator

Pacifica Senior Living Of Palm Beach
4760 Jog Road

Greenacres, FL 33467

Dear Administrator:
Re: CCR #2012009616, #2012009627 and #2012009641

This letter reports the findings of a complaint surveys that were conducted on 2012bya
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 after , 2012 to verify that the necessary corrections are in place (o 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
httpy//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 professional
and consistent application of the survey process.

Thank you for the assistance provided to the representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,
zéd) Arlene Mayo-Davis
Field Office Manager
AMD/jw
XG90
Headquarters
2727 Mahan Drive

Tallahassee, FL 32308
hitp:/fahca.myflorida.com

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 496-5924




