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A 000 [nitial Comments A 000

An Assisted Living Facility standard biennial
licensure survey with Limited Nursing Services
was conducted on 2012.
Rosewood Gardens, Inc, Assisted Living Facility
had licensure deficiencies found at the time of the
visit

AQ76 58A-5.0188 FAC : AD76
885D '

(1) POLICIES AND PROCEDURES

(a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state laws and rules
relative to The policies and procedures
shall not condition treatment or admission upon
whether or not the individual has executed or
waived a The ALF must provide the
following to each resident, or resident ' s
representative, at the time of admission:

1. Acopy of Form SCHS-4-2006, “ Health Care
Advance Directives - The Patient ' s Right to
Decide, " 12006, or with a copy of some
other substantially similar document, which
incorporates information regarding advance
directives included in Chapter 765, F.8. Form
SCHS-4-2006 is available from the Agency for
Health Care Administration, 2727 Mahan Drive,
Mail Stop 34, Tallahassee, FL. 32308, or the
agency ' s Web site at:

http:#/ahca myflorida.com/MCHQ/Health_Facility
Regulation/HC_Advance_Directives/docs/ady_dir
pdf; and

2. Written information conceming the ALF's
policies regarding

3. Information about how to obtam DH Form
18986, Florida orm,
incorporated by reference in Rule 64J-2.018,

AHCA Form 3020-6001

THLE {X6) DATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM =3 Usacit W continuation sheet 1of§




PRINTED: 11/20/2012

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION O T ATION NUMBER o2 COMPLETED
A BUILDING
B.WING
AL11965234 - "
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE
543 NE LAGOON LANE
ROSEWOOD GARDENS INC. PORT SAINT LUCIE, FL 34983
X&) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
A076 Continued From page 1 A076

FAC.
{b} There must be documentation in the resident’
s record indicating whether or not he or she has
executed a ifa ' has been
executed, a copy of that document must be made
a part of the resident ' s record. If the ALF does
not receive a copy of a resident ' s executed

the ALF must document in the resident ' s
record that it has requested a copy.
(2) LICENSE REVOCATION. An ALF shall be
subject fo revocation of its license pursuant to
Section 408.815, F.S., if, as a condition of
treatment or admission, it requires an individual
10 execute or waive a

{3) 1 PROCEDURES. Pursuant to Section
429.2585, F.S., an ALF must honor a properly
executed as follows:

{a) In the event a resident experiences
staff trained in
i .ora
licensed health care provider present in the
facility, may withhold :

{b} In the event a resident is receiving hospice
services and experiences .

facility staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
facility.
{4) LIABILITY. Pursuant to Section 429.255, F.S.,
ALF providers shall not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
conduct, for following the procedures set forth in
subsection (3) of this rule, which involves
withholding or withdrawing

s pursuantto a
and rules adopted by the department
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility -
failed to have a written policy & procedure which
delineates its position regarding ..
and no indication the

residents were provided information related to

. for all 3 residents currently residing in the
assisted living facility (Resident #1, #2 and #3)

The findings include:

Interview with the administrator/owner on

: at approximately 2:00 PM, revealed
there is no policy & procedure related to . .or
;;;;;; foun

There was no policy for

in the policies provided for review. The
administrator said that none of the 3 residents
currently residing in the assisted living facllity had
a .. .. executed (Resident #1, #2 and #3)

Acopy of a newly executed ... ... ' policy was
faxed to the area office on following
the date of the survey.

Class 1l

AD79 58A-5.019(4) FAC Staffing Standards - Levels AQ79

88=D

(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
6-15 212
16-25 253
AHCA Form 3020-0001
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26-35 294
36-45 335
46-55 375
56-65 418
66-75 457
76-85 498
86-95 539
For every 20 residents over 95 add 42 staff hours

per week,
2. At least one staff member who has access fo
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 faciiities with 17 or more residents, there
shall be at least one staff member awake at all
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
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.
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 facifity, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
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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.

() 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 steff above the minimum levels
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, 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 additionat 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 shall

AHCA Form 3020-0001
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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 fonger 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 meet the
fire safety standards described in Section 429.41,
F.S.. and Rule Chapter 69A-40, F.A.C., until such ;
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 living facility or nursing
home minimum staffing ratios

{f} Facilities holding a limited mental health,
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 & interview,
the facility failed to ensure it had a written
schedule which reflected its 24 hour staffing
pattern for the facility.

The findings include:

Observation during the facility tour, conducted on
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__ . at approximately 9:45 AM, revealed
there was no staff schedule posted. Interview with
the administrator on . . ... at approximately
10:00 AM revealed there is no written staffing
schedule as there are only 2 employees that
included herself and spouse. She said they
alternate the day and the night shift shifts overa
various period of ime. Review of additional
documents provided revealed there was no
written staff schedule the reflecting the facility's
24 hour staffing pattern, as required
Class It
A Q90 58A-5.0191(11) FAC Training - Do Not A0S0

$8=D Resuscitate E
(100

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding DNRQOs .1 80 days
after the effective date of this rule

(b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility * s policy and procedures
regarding DNROs 30 days after
employment

(¢} Training shall consist of the information
included in Rule 58A-5.0186, FAC

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a written policy & procedure which
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delineates its position regarding :

thus there was no employee
training provided related to i for 2 out of 2
sampled employees (Employee #1 and #2).

The findings include:

Interview with the administrator / owner at
approximately 2:00 PM said there was no policy &

procedure related to _ ... _or
e There
was no policy for - in the policies provided

for review. The administrator said that there was
no training provided to the 2 staff members, as
there was no policy. Review of the personnel files
for the staff revealed there was no training related
to Interview with Employee #2 at
approximately 10:10 AM revealed he was not
sure whata _...._'was and at that time
Employee #1 defined the definition ofa __ . for
Employee #2

Class tll
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ELIZABETH DUDEK
R(!;%K\/E%gg; Better Health Care for all Floridians SECRETADI,%JY

L2012

Administrator

Rosewood Gardens Inc.
643 NE Lagoon Lane

Port Saint Lucie, FL. 34983

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2012bya
representative from 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 (30) 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 to correet the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity, This iorm has been placed on the Agency's website at

com/Publications/Forr il as a first step in providing a web-based interactive
consumer sdnstauion 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,

AT St

Field Ofﬂce Managcr
AMD/dso

Enclosure
XG94

Delray Beach Field Office
5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

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

Headquarters

2727 Mahan Drive
Tallahassee, FL. 32308
hitp:/fahca myflorida. com




