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A000 Initial Comments

An Assisted Living Facility complaint insp
CCR #2013003975 was conducted on

Angel Care at Vero Beach, had licensure
deficiencies found at the time of the visit

A Q78 58A-5.019(2) FAC Staffing Standards - S
8§8=D
(2) STAFF.

a statement from a health care provider,
on a examination conducted within the la

or symptoms of a communicable ______
including . Freedom from

. must be documented on an
basis. A person with a positive

that the person does not constitute a risk
communicating Newly hired

management or ownership, without & bre:

, hefshe shall be removed from di
until the administrator determines that su
condition no longer exists.

(b) All staff shall be assigned duties consi
with histher level of education, training,
preparation, and experience. Staff provid.

to the resident ' s health care provider in
accordance with this rule chapter.
(¢} All staff must comply with the training
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ection
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{a) Newly hired staff shall have 30 days to submit ,

based
st six

months, that the person does not have any signs

annual
-test

must submit a health care provider ' s statement
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staff

does not include an employee transferring from
one facility to another that is under the same
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service. If any staff member is later found to
have, or is suspected of having, a communicable
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istent

ing

services requiring licensing or certification must
be appropriately icensed or certified. Al staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations !
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requirements of Rule 58A-5.0181, 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
residents.

(e) For facifities with a licensed capacity of 17 or
more 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 ensure that 2 out of 4 sampled staff
(Staff #3 and #4) had freedom from ___
documented on an annual basis .

The findings include:

The files for Staff #3 and #4 were reviewed for
freedom from s documented on
an annual basis, There was no documentation of |
this dated within the previous year. The
Administrator was interviewed at approximately

i
!
l

3:30 PMon and confirmed that the
documentation was not present and available for
review.

Class Il

A079 58A-5.019(4) FAC Staffing Standards - Levels  ; AO79
§8=D ;

(4) STAFFING STANDARDS.
(@) Minimum staffing
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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

26-35 294

36-45 338

46-55 375

56-65 416

66-75 457

76-85 498

86-95

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 imes
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
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

538 i
For every 20 residents over 95 add 42 staff hours
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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 fisted 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 i
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, FAC,,
are not being met, or that the facllity is failing to
meet the terms of residents’ contracts. The i
Agency shall consult with the facllity administrator ;
and residents regarding any determination that
additional staff is required.
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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 shall |
be reviewed by the agency to determine if the
pian 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 428.41,
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 fimited 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 record review and interview, the facility -
failed to maintain a written work schedule which
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reflects the facility's 24 hour staffing pattern for a
given time period

The findings include:

On at 1 PM, the written work schedule
was requested from the Administrator. There

was no written work schedule available for

review. The Administrator confirmed this finding
during interview at this time. }

Class Hll

él\soig 58A-5.0181(2) FAC Training - Staff In-Service A 081
- i
(2) STAFF IN-SERVICE TRAINING. Facility :
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or ;
home health aides trained in accordance with ;
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in I
control, including universal precautions, and
facility sanitation pracedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of |
29 CFR 19810.1030, relating to | borne B
. may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimur of 1 hour in-service
training within 30 days of employment that covers |
the following subjects:
1. Reporting major incidents,
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
AHACK Form 3020-0001
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i
(c) Staff who provide direct care to residents, who |
have not taken the core training program, shall
receive a minimurn of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident
neglect, and
(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides |
trained in accordance with Rule 59A-8.0095, i
F.A.C., must receive 3 hours of in-service training |
within 30 days of employment that covers the i
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
living. ;
{e) Staff who prepare or serve food, who have noti
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
(f) All facility staff shall receive in-service training
regarding the facility ' s resident elopement
response policies and procedures within thirty
{30) days of employment.
1. All facility staff shall be provided with a copy of
the facility * s resident elopement response ¢
policies and procedures.
2. All facility staff shali demonstrate an
understanding and competency in the i
implementation of the elopement response !
policies and procedures. i

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility |
failed to ensure 2 out of 4 sampled staff had
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in-service training in 1 control (1 hour),

adverse incident reporting and emergency
procedures (1 hour), and resident's rights and
neglect and + {1 hour).

The findings include:

On at 2 PM, the personnel files for Staff
#1 and #2 were reviewed for the above fisted
in-service training certificates dated within one
month of hire. Both staff were hired on .
no documentation of these trainings could be
located. During interview with the Adminstrator at
this time, she confirmed that there was no
documentation of these trainings.

Class 1l

A 082 58A-5.0191(3) FAC Training - .. ; A082
$8=D

[ .

Pursuant to Section
381.0035, F.8., all facility employees, with the :
exception of employees subject to the !
requirements of Section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
Section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12) of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure that 2 out of 4 sampled
staff (Staff #1 and #2) had obtained training in
AHCA Form 3020-0001
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A082 Continued From page 8
within 30 days of employment.

The findings include:

The files for Staff #1 and #2 were reviewed on
for documentation of training in
within 30 days of employment. There
was no indication that these staff had previously
completed the initial training and had maintained
biennial continuing education. There was no
dacumentation of training in i available

approximately 2 PM on and confirmed
that the documentation was not present and
available for review.

Class #ll

A092 88A-5.020(1) FAC Food Service - General
88=D" Responsibilities

Food Service Standards.

{1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the
administrator or a person designated in writing by
the administrator shall

(a) Be respensible for total food services and the
day to day supervision of food services staff.

{b) Perform hisfher duties in a safe and sanitary
manner.

{c) Provide regular meals which meet the
nutritional needs of residents, and therapeutic
diets as ordered by the resident ' s health care
provider for resident ' s who require special diets.
(d) Maintain the in-service and continuing
education requirements specified in Rule
58A-5.0191, FAC,

for review. The Administrator was interviewed at |

| A082

A092
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facliity
failed to ensure food for residents was

maintained in a safe and sanitary manner, and, 2 :

out of 2 sampled staff (Staff #1 and #2) had an
hour in-gervice in safe food handling practices
within one month of hire; and the Administrator
{Staff #4) had 2 hours of training annually in
nutrition in ALF's.

The findings include:

On + at 12 PM, the refrigerator used to
store residents’ food was observed with the
following iterns:

a) Undatediuniabeled fried chicken in a bucket.

b) Unidentified food in tin foil with no label or date.
¢} Jars of condensed milk and cream soup with
no date or label.

d) Eggs with an expiration date of

) Ziplock bag of cheese for a resident with no
label/date.

These items were acknowledged by the
Administrator during interview at this time. She
stated items (a} and (b} were staff members’
food,

During review of the personnel files for Staff #1,
#2 and Staff #4 (Administrator), the following
trainings were not found:

a) Staff #1 (hired training certificate :

in safe food handling practices (one hour),

b} Staff #2 (hired +training certificate
in safe food handling practices (one hour).

, A02
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¢) Staff #4 (Administrator)-no training certificate in-
nutrition in ALF's dated within the last year (2
hours}

These findings were acknowledged by the
Administrator during interview at 2 PM on

Class Iti
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L2013
Administrator

Angel Care At Vero Beach Inc
1130 7 Avenue
Vero Beach, FL 32960

Dear Administrator:
Re: CCR #2013003975

This letter reports the findings of a state licensure survey that was conducted on ,2013bya
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 (30) days of the date of this letter unless the Agency has approved another timeframe. Staff from this
office will conduct a review after . 2013 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

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,
Tl ol S 7

Aclene Mayo-Davis
Field Office Manager

AMD/dIt

Enclosure
XG0

Headquarters

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

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, Fi. 33484

Phone (561) 381-5840; Fax (561) 496-5024




