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{A 000} Initial Comments

completed on

58A-5.0182

An unannounced revisit survey was conducted on
at Tzuriel Assisted Living Facility, an
assisted living facility in Cape Coral, Florida.

This was a follow-up to the bienniat survey

The following Is description of the deficiencies.

{A032)) 58A-5.0182(8) FAC; 429.41(1)(a)3 & 3.0)
Resident Care - Elopement Standards

{8) ELOPEMENT STANDARDS.

{a) Residents Assessaed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be slerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 58A-5.0181(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that inciudes their name and the facility's name,
address, and telephone number. Staff trained
oursuant to paragraph 58A-5,0191(10)(a) or (¢},
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement

A 000}

A032}
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Continued From page 1

atall times.

2. The facility must have a photo identification of

at risk residents on file that is accessible to ali

facitity staff and law enforcement as necessary.

The facility's filte must contain the resident's photo

identification upon admission or upon being
atrisk for to

admission. The photo identification may be

provided by the facility, the resident, or the

resident's representative.

{b) Facility Resident Elopement Response

Policies and Procedures. The facility must

develop detailed written policies and procedures.

for responding to a resident elopement. Ata

rninimum, the policies and procedures must

provide for:

1. An immediate search of the facility and

premises,

2. The identification of staff responsible for

i ing each part of the

response policies and procedures, including

specific duties and responsibiities,

3. The identification of staff responsible for

contacting law enforcement, the resident’s family,

guardian, heaith care surrogate, and case

manager if the resident is not located pursuant to

subparagraph (8)(b)1.; and,

4. The continued care of all residents within the

facitity in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility

rust conduct and document resident elopement

drills pursuant to sections 429.41(1)(a)3. and

429 41(1)(1), F.S.

429.41(1)(=)3 & 3(HFS

3. Resident elopement requirements.-Facilities
are required to conduct a minimum of two
resident elopement prevention and response
drills per year. All administrators and direct care

{A032)
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staff must participate in the drills which shall
include a review of procedures to address
resident elopement. Facilities must document the
implementation of the drills and ensure that the
drifls are conducted in a manner consistent with
the facility's resident elopement policies and
procedures.

{l) The establishment of specific policies and
procedures on resident elopement. Facilities shal
conduct a minimum of two resident elopement
drills each year. All administrators and direct care
staff shall participate in the drills. Facilities shalt
document the drills.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure resident elopement drills were
appropriately documented 2 times per year as
required by Florida Statute.

The findings included:
Areview of the facilities policies and procedures

indicated elopement drills were to be conducted
two times per year.

On at 11:30 a.m., the elopement drill
documentation was reviewed. The
ion said a drill was on
by the facility Administrator without any
staff in and

with no scenario of the drill activity. The
Administrator acknowledged she was the only
ene in attendance and could not explain what
activity took place during the drill.

Class i
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429.176 FS; 420.52( ),58A-5.019(1) FAC
Staffing Standards - Administrators

429.176

Notice of change of administrator -If, during the
period for which a license is issued, the owner
changes administrators, the owner must notify
the agency of the change within 10 days and
provide documentation within 80 days that the
new in has the i
core educational requirements under s. 429.52. A
facitity may not be operated for more than 120
consecutive days without an administrator who
has completed the core educational
requirernents.

42952( ) FS
{4) A new facility administrator must complete the
required training and education, including the
competency test, within 90 days after date of
employment as an administrator. Failure to do so
is a violation of this part and subjects the violator
to an administrative fine as prescribed in s.
429.19.

{6} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

58A-5.019

Staffing Standards.

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is.
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to alf
residents as required by Part il, Chapter 408,
F.S., Part), Chapter 428, F.S., Rule Chapter
59A-35, F.A.C., and this rule chapter.

{a) An administrator must:

o7y
{Ao77}
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1. Beatleast .. | o
2. If employed on or after
have, at a minimum, a high school dxploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to Sections
408.809 and 429.174, F.S,; and
4. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, F.A.C., no later than 90 days after
becommg employed as a facility administrator.
i who have

these requirements before
are not required to take either the 40 hcur core
training or test uniess specified elsewhere in this
rule. Administrators who attended core training
priorte .., . are not required to take the
competency test unless specified elsewhere in
this ndle.
5. Satisfy the continuing education requirements.
pursuant to Rule 58A-5.0191, FAC.

who are not in i with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraphs {1)(a)4. of this rule to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0181, FAC and
2. Complete ail additional training requirements if

o7y
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the facifity maintains ficensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living faciliies, each licensed for 16 or
fewer beds and alf within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facifities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirernents of an administrator pursuant to
paragraph (1)}(a) of this rule. Managers who
attended the core training program priorto . .,

, are not required to fake the competency
test unless specified elsewhere in this rule. in
addition, a manager may not serve as a manager
of more than a single facility, except as provided
in paragraph (1)(c) of this rule, and may not

. serve as an administrator of any

other facility.

{e) Pursuant to Section 429.176, F.S ., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, ., . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No
=Ref-04002.

o7y
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure it was operated by an
ini who is re ible for the

and maintenance of the facility including the
management of ail staff, and provision of
appropriate care, The facility failed to have
d for the in has
the core training and core competency test
requirements within 90 days after becoming

pl as the facility ini A

The findings included:

The Administrator's file contained a certificate of
completion for core training. The file did not
contain a card issued indicating the Administrator
had passed the CORE competency test. A
review of the website https://alf usf.edu which
contains a list of successful examinees falled to
indicate the Administrator had passed the
competency test.

On at 11:00 a.m., the Administrator said
she hasan to take the CORE
competency test on . When asked for

ion the exam was , she

stated, "I's not with me. itis at home."

Class lli

{A 078} 58A-5.019(2) FAC Staffing Standards - Staff {A078}

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement

AHCA Form 3020-0001
STATE FORM aw yuewz If continuation sheet 7 of 16
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Continued From page 7

from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annuat
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a i , such individ:
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b}) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, 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

{A078)
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chapter.

reviewed.

communicable

The findings included:

(c} All staff must comply with the training
requirements of rule 58A-!
{d) An assisted living facility to

50191, FAC.

provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.

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

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.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that within 30 days of
employment, newly hired staff submit a written
statement from a health care provider
documenting the individual does not have any
signs or symptoms of communicable .
including evidence of a negative

examination for 2 (Staff A and B) of 2 staff

On , review of Staff A’s and Staff B's
employee file, the facility failed to demonstrate a
written statement from a health care provider
documenting there are no signs or symptoms of

and failed to demonstrate
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documentation of a negative
examinations on a year basis.
On at 10:20 a.m., the Administrator
explained Staff A and Staff B work at other
facilities and she will have to get the
documentation for them.
Class i
(A0BOY 420.52( ) F'S; 58A-5.0191(1) FAC Training - {080}

Core & Competency Test
429.52

staff must meet minimum training and education
quirements i by the D of

is intended to assist facilities to appropriately
respond to the needs of residents, to maintain

licensure requirements.

test and a minimum required score to indicate
successful completion of the training and
i requi The test
must be developed by the department in
conjunction with the agency and providers, The
required training and education must cover at
teast the following topics:
{a) State law and rules relating to assisted living
facilities.
{b) Resident rights and identifying and reporting
, neglect, and .

mental ilness, and persons with .
and how to meet those needs.
{d) Nutrition and food service, including
itation practices for preparing,

{1} Administrators and other assisted living facility

Elderly Affairs by rule. This training and education

resident care and facility standards, and to meet

{2) The department shall establish a competency

{c} Special needs of elderly persons, persons with
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Continued From page 10

storing, and serving food.

(e) Medicati rec ping, and
proper technigues for assisting residents with
self-administered medication.

{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.

{g) Care of persons with 's

and related

58A-5.0191

Staff Training Requirements and Competency
Test.

(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
requirements established by the department
pursuant to Section 429.52, F.8., shall consist of
a minimum of 26 hours of training plus a
competency test.

(b} Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passmg score for
the testis 75%. i who
have attended core training priorto

and managers who attended the core trammg
program prior to | . shalt not be
required to take the competer\cy test.
Administrators licensed as nursing home
administrators in accordance with Part 1} of
Chapter 468, F.S., are exempt from this
requirement.

(c} Admini and shall particip
in 12 hours of continuing education in topics

{A080)
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Continued From page 11

related to assisted living every 2 years as
provided under Section 429.52, F.S.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core fraining. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed o ensure it was operated by an
ini who is ible for the
and maintenance of the facifity including the
management of aff staff, and provision of
appropriate care. The facility failed to have
ion the inistrator has

the core training and core competency test
requirements within 80 days after becoming

il as the facility i :

The findings included:

The Administrator's file contained a certificate of
completion for core fraining. The file did not
contain a card issued indicating the Administrator
had passed the CORE competency test. A
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review of the website hitps://aif.usf.edu which
contains a list of successful examinees failed to
indicate the Administrator had passed the
competency test.

On at 11:00 a.m., the Administrator said
she has an | to take the CORE
competency test on . When asked for
documentation that the exam was scheduled, she

stated, "It's not with me. it is at home.”

Class Ili

58A-5.0191(8) FAC Training - First Aid and

(5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part ill, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a staff member who has
completed courses in First Aid and

P . { ) and holds
a current valid card is in the facility at all times for
2 (Staff A and Staff B) of 3 personnel files
reviewed,

The findings included:

On review of Staff A’s and Staff B's
personnel employment files revealed there was
no d ion the First
Aid and training.

On at 11:00 a.m., the Administrator
acknowledged that both employees work alone in
the facility. The Administrator said that she
needed to obtain the documentation from the
other facifities where Staff A and Staff B work.

Class Il

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
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ficense.

() The facility must review its emergency
rmanagement plan on an annual basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an approved comprehensive
emergency management plan (CEMP) as
required.

The findings included:

Record review showed the facility submitted a
CEMP to the county on which did not meet
the emergency management criterda.

On at 12:30 p.m., the Administrator said
she resubmitted the plan on and has not
received approval yet,
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