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INITIAL COMMENTS

An unannounced complaint survey
{CCR#2019002810 and CCR#2019002759) was
conducted on at Sunland Center
Marianna Facility V, an Intermediate Care Facility.
The facility was found not to be in compliance
with 42 CFR 483, Subpart |, Requirements for
Intermediate Care Fagilities.

DIRECT CARE STAFF

CFR(s): 483430(d) )

The facility must provide sufficient direct care
staff to manage and supervise clients in
accordance with their individual program plans.

Direct care staff are defined as the present
on-duty staff over all shifts in a 24-hour
period for each defined residential fiving unit.

This STANDARD is not met as evidenced by:
Based on interview with staff interview and
record review of the facllity's staffing grid, the
facility failed to provide sufficient direct care staff
to manage and supervise clients in accordance
with their individualized program plans which
resulted in delayed care times for toileting,
turning, assistance with activities of daily living,
and unnecessary absences from offsite programs
which affects all residents in the Connally building
on Unit 3.

The findings were:

Record review of Unit 3's staffing grid on
noted a total of 8 vacancies in Connally building.

An interview with staff A, Program Operations
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Administrator (POA) on at 10:05am was

conducted. Staff A stated that staffing "has been
tight” and that retention of employees had been a
chatlenge for the unit.

An interview was conducted with staff £,
Registered Nurse (RN}, on at 11:08am.
Concerns about staffing was expressed as welt
as concern for the amount of double shifts staff
have been working to accommodate for the
shortages. Staff E expressed that there have
been incidents of residents not being turned every
2 hours as they shouid and not getting

care as often as necessary due to
the shortage of staff.

An interview was conducted with staff F, a RN, on

at 11:20am. Staff F stated that "we need
more staff" and that there was especially a
concern about the amount of direct care staff.
Staff F also stated, it could be happening where
people have to wait longer to be changed, or to
be turned, or to receive care.”

On at 11:30am during an interview with
staff G, the RN Supervisor, it was stated that
"there are times when direct care staff have
chailenges because of staff being spread out.” it
was also that staff in ni 4

and supervisory positions have had to fill the roles
of direct care staff because of short staffing.

On at 11:53am, an interview was
conducted with staff H, Human Services Worker
11, {(HSWil). Staff H revealed residents have had
to miss leisure trips because there was not
enough staff on the unit. Staff H revealed that
because staffing was short, residents had to wait
fonger than usual to receive their normal care. in
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addition, staff H stated there was a concern with
the amount of calf outs on the unit and how it was
affecting all members of the staff. Staff H stated
that many people were working several double
shifts throughout the week to accommodate. Staff
H aiso stated, "The workers are trying their best,
there just isn't enough people.”

On at 12:27pm, an interview with staff {,
RN, was conducted. Staff | stated, "They
{residents) don't get cared for like they should
with turning, activities, changing and they dont
make it to offsite activiies because of the short
staff.” Staff | expressed that there have been
issues on the unit with residents not being up and
out of bed and not being bathed as often as they
should as a direct result of there not being
enough direct care staff. Staff | explained that
everybody was doing their best, but that there
was just not enough staff.

On at 12:54pm, an interview with staff
J, Resident Services Supervisor (RSS), was
conducted. Staff J stated, "Staffing has been an
issue, staff get tired and they are overworked and
we know we are short so it wears them out.”

On at 02:09pm, an interview with staff
D, an Licensed Practical Nurse, was conducted.
Staff D stated the Resident Services Supervisor
and the Resident Service Director had been
observed filling the role of direct care staff
because of the shortage of staff.
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1000/ Initial Comments 1000
An unannounced complaint survey
{CCR#2019002810 and CCR#2019002759) was
conducted on at Sunland Center
Marianna Facility V, an Intermediate Care Facility.
At the time of the survey, there was no deficiant
practice.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

STATE FORM

)

JUED

i continuation sheet. 1 of ¢



