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Initial Comments
An initial licensure survey was conducted on

S&B Kingdoryn Care had deficiencies found at the
time of the visit.

B58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
{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 communicable
including . Freedom from
must be documented on an annual

basis. A person with a positive s 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
service. If any staff member is later found to
have, or is suspected of having, a communicable

, hefshe 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 ficensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibifities, consistent
with their qualifications, to 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) Al staff must comply with the training
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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 shalt
specifically describe the services the staffing
agency or contractor will be providing to
residents.

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

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 employee record review and an
interview with the administrator, the facility failed
to document that one of one empoyees (#1) was
free from communicable , including

The findings include:

Areview of personnel records for Employee #1
revealed that there was no documentation of
freedom from communicable , including

This was confirmed in an interview with the
administrator on , 2012 at 11:00 am

Class It
Correction Date: L2012

AQ78 58A-5.018(4) FAC Staffing Standards - Levels

(4) STAFFING STANDARDS.
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{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:

Number of Residents  Staff Hours/Week

0-5

615 212
16-25 253
26-36 284
36-45 335
48-55 375
56-65 416
86-75 457
76-85 498
86-95

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 faciiity.

3. In facilities 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 imes when residents are in the facifity.

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.
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SUMMARY STATEMENT OF DEFICIENCIES

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), alt
facilities, including those composed of
apariments, 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,
F.AC.

{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
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, FAG.,
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

(X4) ID © PROVIDER'S PLAN OF CORRECTION T
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | compiere
TG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A078| Continued From page 3 A079

AHCA Form 3020-0001
STATE FORM

[

QPEJ11

# continuation sheet 4 of 6



PRINTED: 11/28/2012

o FORM APPROVED
Agency for Health Care Administration
. R
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION T ICATION Nt o) COMPLETED
A, BUILDING — —
B.WING _
AL 11968401 11/07/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
53 RIVIE
$&B KINGDOM CARE, LLC S R LANE oiea
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE oATE
DEFICIENCY}
A 078! Continued From page 4 AO79

additional staff is required.
1. When additional staff is required above the
minimurn, 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
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 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) Faciliies 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 employee record review and an
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interview with the administrator, the facility failed

o ensure that one of one employees reviewed

(#1) had current certification in

The findings include:

A review of personnel records for Employee #1

revealed that there was no documentation of

training certification,

This was confirmed in an interview with the

administrator on ,2012 at 11:00 am.

Class It

Correction Date: , 2012
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RORDAAGENCY FOR HEATH CARE ADMINISTRATON

RICK 8COTT
!G%VERN OR Better Health Care for all Floridians EL%EBC%E:.E‘;{? K
, 2012
Administrator

S&B Kingdom Care, LI.C
53 Riviere Lane
Paim Coast, FL 32164

Dear Administrator:

This letter reports the findings of a state initial licensure survey that was 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 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 professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at

-4201.
Sincerely, M/ &
Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance
JPL/KW/sm
Enclosure

Headquarters

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

Jacksonville Field Office

921 N. Davis St., Bidg. A, Suite 115
Jacksonville, FL 32209

Phone (304) 798-4201; Fax (304) 359-6054




