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0000 - Initial Comments

A Standard Biennial Survey was attempted on . Caring Hands Assisted Living Inc, License
#114086, had deficiencies at the time of the survey.

D030 - Resident Care - Rights & Facility Procedures - 58A-5.0182(6) FAC; 429.28(1-2) FS

Based on observation, record review, and interview, the facility failed to provide 45 days' notice to an
unknown number of residents prior to requiring them to move to another facility. One resident was
moved to the owner's second facility because no staff were available to provide care (Resident #1).
Another resident was said to have been taken to a family member's home {Resident #2).

Findings included:

On at 7:00 AM the facility's door was observed to be ciosed with a note posted on the door
stating "this letter is to notify that we had an medical emergency with the caretaker at this facility and |
had to relocate MY 2 PATIENTS HERE to my other assisted living facility around the corner [Facility #2]."

Resident #1 was observed sitting in the living Facility #2 on at 7:44 AM. Resident #2
was not in the facility.

Areview of Resident #1's and Resident #2's files at Facility #2 revealed that the residents were
transferred to Facility #2 on . Review of other records at Facility #2 showed that Facility #1's
admission and discharge log was not present. There was no documentation of how many residents had
been living at Facility #1.

During an interview on at 7:27 AM Staff at Facility #2 stated "Only Resident #1 moved here.
Resident #2 is with family members. They only had one staff over there. On the 15 of this month
another staff will start and they will move the residents back. | really don't know much. The lady from the
other place is coming at 7:30 AM, she has the key to the other facifity, she wili be able to give you the
information you need."

On at 8:02 AM, Resident #1stated "they did not tell me | was going to move to another home. |
don't remember when | moved here, maybe a couple of days or weeks."

On at 8:14 AM, Staff A stated "l am the owner of the ALF. What happened is on the note left on
the door. You did not see the note? One of the worker is | and was . F had a medical
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emergency. The worker couldn't stay, so we transferred the Residents to the other facility. As soon as
we find a replacement worker and the worker does not have any emergency situation the Residents will
be moving back. { would hope is going to be the 14, on Monday. My consuitant called the Agency and
the instruction gotten was what we did. | have no idea when my consultant called the agency. *

Class Hl

p079 - Staffing Standards - Levels - 58A-5.019(3) FAC

Based on observation and interview, the facility faited to maintain minimum staffing hours to ensure the
provision of adequate care to at least two of six residents (Residents #1 and 2).

Findings:

On at 7:00 AM, the facility was found closed, with a note posted on the door stating "this letter
is to notify that we had an medical emergency with the caretaker at this facility and | had to relocate MY
2 PATIENTS HERE to my other assisted living facility around the corner [Facility #21."

A review of Resident #1's and Resident #2's files at Facility #2 revealed that the residents were
transferred to Facility #2 on . Review of other records at Facility #2 showed that Facility #1's
admission and discharge log was not present. There was no documentation of how many residents had
been Hiving at Facility #1.

During an interview on at 7:27 AM Staff at Facility #2 stated "Only Resident #1 moved here.
Resident #2 is with family members. They only had one staff over there. On the 15 of this month
another staff will start and they will move the Residents back. | really don't know much. The lady from
the other place is coming at 7:30 AM, she has the key to the other facility, she will be able to give you
the information you need.”

Interviewed by telephone on at 8:14 AM, Staff A stated "f am the owner of the ALF. What
happened is on the note left on the door. You did not see the note? One of the workersis . and
was _: I had a medical emergency. The worker couldn't stay, so we transferred the Residents to
the other facility. As soon as we find a replacement worker and the worker does not have any
emergency situation the Residents will be moving back. | would hope is going to be the 14, on Monday.
My consultant called the Agency and the instruction gotten was what we did. | have no idea when my
consultant called the agency. "
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