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Initial Comments
CCR #2013001319

An Assisted Living Facility complaint inspection

was conducted on Kings Manor had ;

licensure deficiencies found at the time of the
visit.

Note: The complaint was conducted in

conjunction with the ALF closure monitoring visit. |

Please refer to the separate report.

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

(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
16-25 253
26-35 204
36-45 335
46-55 375
56-65 418
66-75 487
76-85 498
86-95 539

| AOT9

For every 20 residents over 85 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
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shall be at ieast one staff member awake atalt | i
hours of the day and night, |
4. Atleast one staff member who is trained in | |
First Aid and as provided under Rule H i
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. 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 i
positions or absent staff may not be counted. i
{b) Notwithstanding the minimum staffing ;
requirements specified in paragraph (a), all
faciliies, 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 |
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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 i
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 faiiing 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
nofification, 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. B
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 shalt

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 H
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.
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{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 heaith,
extended congregate care, or limited nursing
services license must also comply with the

staffing requirements of Rule 58A-5.029, i
58A-5.030, or 58A-5.031, FAC., respectively. !

P AT

This Statute or Rule is not met as evidenced by: !
Based on observation, record review and :
interview, the facility failed to ensure that there
was a staff member in charge during the absence |
of the administrator.

The findings are:

The Administrator was interviewed on _at!
9:40 AM and said that she had just returned from |
out of the country. She said the current census is |
10 and all the residents are Limited Mental

Health,

On at 10:30 AM, Resident #3 was
observed independently wheeling down the street
in her wheelchair. She came to the facility and
said she has been a resident for about two i
months and had never met the Administrator until |
today. During an interview with the Administrator
at that time, she stated that the resident was seen!
by the facility doctor yesterday and agreed that
this was the first occasion that she met the
resident.

The Administrator further stated at 12:10 PM that :
she has been in England for two months with her |

i

|
|
|
|
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;
ill husband. She was unable to name who was in ; |
charge during her absence. | i
Class lil |
‘ i
A 152 58A-5.023(3) FAC Physical Plant - Safe Living + A152 |
$8=G | Environ/Other ; ;
(3) OTHER REQUIREMENTS. !

{(a) All facilities must;
1. Provide 2 safe living environment pursuant to
Section 429.28(1)(a), F.S.; and
2. Must be maintained free of hazards; and
3. Must ensure that all existing architectural, :
mechanical, electrical and structural systems and ;
appurtenances are maintained in good working
order.
{b) Pursuant to Section 429.27, F.8., residents
shall be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident .
sleeping area must have at least the following
furnishings:
1. Aclean, comfortable bed with a mattress no N
less than 36 inches wide and 72 inches long, with |
the top surface of the mattress a comfortable N
height to ensure easy access by the resident; i
2. Acloset or wardrobe space for hanging H
clothes; H
3. Adresser, chest or other furniture designed for |
storage of personal effects; .
' 4, Atable, bedside lamp or floor lamp, and waste ;
basket; and ¢

5. A comfortable chair, if requested. N
{c) The facility must maintain master or duplicate |
keys to resident i to be used in the

event of an emergency.

{d) Residents who use portable bedside H
commodes must be provided with privacy during .
use. : |
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facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by: |
Based on observation, record review and :
interview the facility failed to provide a safe living ¢
environment, as there was an infestation of pests '
including bed bugs and roaches.

The findings are: i

During an interview with the Administrator on

.i at 9:40 AM and again at 12:10 PM, she
stated the residents were given notice that the :
facility would be ciosing on She also
stated that she was working with the residents’
case managers to relocate the residents due to
the health department findings from s
which determined that the facility had an
infestation of bed bugs in several resident
roaches and an accumulation in the backyard
conducive to the propagation of rodents. She
provided a copy of the pest control contract
signed requiring the facility to be H
fumigated. H
During a further investigation, residents were !
interviewed as follows:

On ‘at 10:00 AM, Resident #4 said he |
has seen bed bugs and roaches in the facility.

On 13 at 10:15 AM, Resident #7 said his
- the facility had bed bugs and they moved

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: g COMPLETED
A BUILDING:
AL11964462 BWNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
261 SW 38TH TERRACE
KINGS MANOR FORT LAUDERDALE, FL 33312
X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D 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) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A162; Continued From page 5 A152 |
: i
(e) Facilities must make available linens and |
personal iaundry services for residents who : '
require such services. Linens provided by a i i
i
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him to a new week. He said he has

seen rodents.

On ... . .at10:30 AM, Resident #3was | |

. observed independently wheeling down the street | |
in her wheelchair. She came to the facility and
said she has been a resident for about two ;
months and had never met the Administrator until ©
today. She was observed to have bright red i
marks all over her exposed skin and she said i
they were bite marks. She said she went to the
hospital to be treated. The Administrator was
present and said the resident was seen by the | :
faciiity doctor yesterday for this condition and ;
agreed that this was the first occasion that she
met the resident,

On s at 11:00 AM, Resident #10 was :
interviewed. She said she has seen roaches in | |
the living . . ... During the interview a small |

black insect was observed crawling on Resident
#10's arm while she was standing in the living
the facility. She was observed to swat it

off her arm.

During a review of the Department of Health i |
inspection report dated it was revealed | |
the facility ived an unsati i i H

Y Insp J
due to the identification of bedbugs, rodents and
several other physical plant concerns. N

Class 1l i
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RICK SC
GCOVERgg::’e Better Health Care for all Floridians EL'@%%E:-AD:? B
2013
Administrator
Kings Manor

261 SW 38th Terrace

Fort Lauderdale, FL. 33312
RE: CCR #2013001319

Dear Administrator:

This letter reports the findings of a complaint survey that was conducted on . .20i3bya
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.

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
http:/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,
N\Arlene Mayo-Davis

Field Office Manager

AMD
Enclosure

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Deiray Beach, FL 33484

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

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitpiifahca.mytlorida.com




