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{A000) Initial Comments {A 000}

An unannounced revisit survey was conducted on
at The Palms of Punta Gorda, an assisted
fiving facifity in Punta Gorda, Florida.

This was a follow-up to the off-year relicensure
and extended congregate care survey completed
on

The following is description of the deficiencies
found at the time of the visit.

(A052) 429.256(. ); 59A-36.008(3) Medication - (A052)
$8=D| Assistance with Self-Admin

429.256

{3} Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, inctuding
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.

{c} Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
oF her .

{d) Applying .., medications.

(e} Returning the medication container to proper
storage.

{f} Keeping a record of when a resident receives
assistance with self-administration under this
section.

{g) Assisting with the use of a , including
removing the cap of a , opening the unit
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Continued From page 1

dose of solution, and pouring the

i p dose of ication into
the dispensing cup of the .
{hyUsinga , to perform -
tevel checks.
(i) Assisting with putting on and taking off

stockings.
{j) Assisting with applying and removing an
- but not with titrating the

prescribed . , . settings.
{k} Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.
(1) Assisting with measuring vital signs.
{m)} Assisting with . bags.

{4} Assistance with self-administration does not
include:
{a) Mixing, p > converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route,
{c} Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of , preparations.
(e} Irrigations or debriding agents used in the
treatment of a skin condition.
) . .or _  preparations.
{g) Medications ordered by the physician or
health care professional with prescriptive
authority to be given "as needed,” unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

{A052)
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{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

5) with the self-administration of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with seif-administration of medication must be

. .- or older, trained to assist with self
administered medication pursuant to the training
requirements of rule 59A-36.011, FAC,, and
must be available to assist residents with

ini ications i with
procedures described in section 429.256, F.S.
and this rule.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
seff-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to bave been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concemns about the
resident's reaction to the medication or suspected

{A052)
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noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The heaith care provider may prescribe a
medication schedule that coincides with the
resident’s presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. may be i and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
in section 428.256(4), F.S.
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and luating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of

{A052)
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medication.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure staff who assist residents
with seif-administration of medications do so in
accordance with proper procedure for 2
{Residents #15 and #16) of 2 medication
observations.

The findings included:

1. On at 8:42 a.m., Medication Technician
{med tech) Staff A was observed assisting
Resident #15 with medications. Staff A took
Resident #15's medication from the medication
cart, placing the dosage of the medications
{meds) into a container, without the resident
being present. Staff A then crushed all the
medications and put them into the cup with
pudding. Staff A walked the container with the
medications fo the residents room and gave the
resident the medication cup. Staff A then read
the medications off the Medication Observation
Record (MOR) to the resident as Resident #15
spooned it from the cup into her . Upon
return to the medication cart, the MOR was
reviewed and an order for {a medication
for . ) mix 17 grams in 8 ounces {0z}
of water or juice and drink by daily was
seen. Staff A had signed off on this medication
as given. When Staff A was asked if the

had been given, Staff A opened up the cart and
began lcoking through the packs of
medication for the . then said, "no, | didnt
give it, | missed it." Review of the MOR also
revealed an order for M10 (supplement)
take 1 tablet by daily, do not crush. This
medication had been crushed.

{A052)
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Continued From page 5

2. On at 8:50 a.m., Staff A was observed
assisting Resident #16 with medications. StaffA
took Resident #16's medication from the
medication cart, placing the dosage of the
medications into a container, without the resident
being present. Staff A walked the container with
the medications to Resident #16 in her room.
Resident #16 was lying in bed and said she did
not want to sit up to take her medications and
asked that Staff A come later. Staff A exited
Resident #16's room and went tothe
medication cart. Staff A placed the medication
cup containing 4 medications on top of the
medication cart and walked away into the dining
room and then into the office where she would
not be able to see the medications. The
medications were left unattended on top of the
cart. One of the medications left unattended in
the cupwas | an .

medication.

On 8t 9:36 a.m., Staff A said she had taken
the 6 hour med tech training but did not
remember if you have to pull the meds up in front
of the resident.

On at 9:06 a.m., the Administrator said she
had wi the icatit on top
of the medication cart. The Administrator said
Staff Als a new med tech and will have to go

through training. The Administrator said she
would take Staff A off the medication cart.

Class Il

59A-36.011(.. .} FAC Training - Staff In-Service

{2) STAFF PRESERVICE ORIENTATION.

{A052)

A08T}
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Continued From page 6

{a) Facilities must provide a preservice

orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection

(b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail provide or
arrange for the following in-service training to
facitity 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 control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
E .. -, may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum of 1 hour in-service
training within 30 days of employment that covers

{A081)
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Continued From page 7

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facifity.

2. Recognizing and reporting resident .

neglect, and . | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali 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 facifity's resident elopement response policies

and procedures.

2. All facifity staff shalt demonstrate an

understanding and competency in the

implementation of the elopement response

{A081)
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Continued From page 8

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and staff inferview, the
facitity failed to ensure required trainings were
completed before andfor within 30 days of
employment for 3 (Staff A, Staff J, and Staff K) of
3 staff files sampled. This has the potential for
employees to be inadequately prepared to
perform their required duties.

The findings included:

1. On record review of Medication
Technician Staff A's employee file revealed Staff A
was hired on . Btaff A's file failed to
contain documentation of completing 1 hour
training in reperting major incidents, adverse
events and facility emergency procedures, and 1
hour training in incident reporting.

2. On record review of Caregiver Staff J's
employee file revealed Staff J was hired on

Staff J's file failed to contain
documentation of completing 1 hour training in
reporting major incidents, adverse events and
facility emergency procedures, and 1 hour
training in incident reporting.

3. record review of Caregiver Staff K's
employee file revealed Staff K was hired on

. Staff K's file failed to contain
documentation of completing 1 hour training in
reporting major incidents, adverse events and
facility emergency procedures, and 1 hour
training in incident reporting.

4. On at 12:21 p.m., the Administrator
agreed there was no documentation of these
trainings in the employee files.

{A081)
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Continued From page 9
Class Ill
59A-36.011(4) FAC Training -/

)

[ ). 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 staff interview, the
facitity fatled to ensure training on

L 7 ) was completed
as required by regulation within 30 days of
employment for 2 (Staff J and Staff K) of 3 staff
files sampled.

The findings included:

1. On record review of Caregiver Staff J's
employee file revealed Staff J was hired on

. There was no evidence of any training
for 4/

2. On record review of Caregiver Staff K's
employee file revealed Staff K was hired on

. There was no evidence of any training
for ./

{A081)

{A082}
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Continued From page 10

3 On at 12:21 p.m., the Administrator
agreed there was no documentation of these
trainings in the employee files.

Class Il

59A-36.011(5) 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
atall 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 techrician or paramedic currently
certified under chapter 401, Part {ll, F.S., shaif be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure a staff member who has
completed a course in - .

) and First Aid and holds a
currently valid card is in the facility at all times for

{A082)

{A083}
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Continued From page 11

4 (Staff H, |, L, and M) of 5 night shift direct care
employees reviewed for training.

The findings included:

On at 12:28 p.m., the Administrator said
Staff F, H, |, L, and M are the direct care
employees on the 11 p.m. - 7 a.m. shift.

The employee list revealed Staff H had a hire

date of as a caregiver. The facility had

no documentation that Staff H had a current, valid
or First Aid card.

The employee list revealed Staff | had a hire date
of as a caregiver. The facility had no
documentation that Staff | had a current, valid

or First Aid card.

The employee list revealed Staff L had a hire date
of as a caregiver. The facility had no
documentation that Staff L had a current, valid
First Aid card.

The employee list revealed Staff M had a hire

date of as an aide. The facility had no

documentation that Staff M had a current, valid
or First Aid card.

On at 12:38 p.m., the Administrator said
Staff F is the only person on the 11 p.m. -7 a.m.
shift that has completed the course in

ey . { yand First
Aid and holds a current valid card. She admits
there would have been times the facility was
staffed without someone present with both
current, valid and/or First Aid.
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59A-36.011(6) FAC 429.52(6}, FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who wnl! be prowdmg assistance thh the
i as in
rule 59A-36.008, F.. A C., must meet the training
requirements pursuant to section 429.52(6), F.S.
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements wuh respect 1o the supervision,
istration, and of
med;canons in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shait
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.
{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

AD084

A084
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Continued From page 13

1. Read and understand a prescription labet;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms, .., dosage
forms, and | . \ and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform »
testing;
k. Assist residents with . ,
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,

AD084
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Continued From page 14

excluding the removal of the .. or
manipulation of the site; and,
n. Measurement of , N rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52

{6) Staff involved with the management of
medications and assisting with the
seif-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, a licensed pharmacist, or
agency staff, The agency shall establish by rule
the minimum requirements of this additionat
training.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure unlicensed

AD084
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persons who provide assistance with the
self-administration of medications meet the
training requirements prior to assurmning this
responsibility for 1 (Staff A) of 2 employees files
reviewed for medication technician training.

The findings included:

On at 8:42 a.m., Medication Technician
Staff Awas observed assisting Resident #15 with
medications. On at 8:50 a.m., Staff Awas
observed assisting Resident # 16 with self-
administration of medications.

On record review of Staff A's employee file
revealed Staff Awas hired on . StaffA's
file failed to contain documentation of completing
a6 hour training in assisting with self-
administration of medication.

On at 11:10 a.m., the Administrator agreed
the Staff A’s file contained no documentation of
completing the training. The Administrator said
the training is usually done with the pharmacy,
but due to the recent pandemic, it was being
done through an cnline training course. The
Administrator said Staff A said she was unable to
log into the website and had someone else sign
in under their name and the system recorded the
training under someone else's name. The
Administrator said she had not been aware of
this. The Administrator said she would take Staff
A off the medication cart untit resolved.

Class Il

{A 090} 59A-36.011(11) FAC Training -
88=D

AD084
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Continued From page 16

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facifity's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure training on the facility's
policy and procedures for

) was completed as required by
regulation within 30 days of employment for 2
{Staff A and Staff K} of 3 staff files sampled.

The findings included:

On record review of Medication Technician
Staff A's employee fite revealed Staff A was hired
on . Staff A's file faited to contain

documentation of completing 1 hour of fraining in

On record review of Caregiver Staff K's
employee file revealed Staff K was hired on

. Staff K's file failed to contain
documentation of completing 1 hour of training in

On at 12:21 p.m., the Administrator agreed

{A 090}

there was no documentation of these frainings in
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the employee files.
Class Il
{A 093} 59A-36.012(2) FAC Food Service - Dietary {A 093}

$5=D | Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelfines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaifable for

review at:

i maryDRIs/~
‘media/Fi ivity %20F ition/DRIs/New
%20 tal/SDR{%20Values %20 yTable

$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 18 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

(c} All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
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Continued From page 18

supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider

{A083}
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Continued From page 19

of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure menus are dated and
planned at least 1 week in advance and posted
conspicuously or easily available to residents.

The findings included:

{A083}
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{A 093} | Continued From page 20 {A 093}
On at 9:50 a.m., a week long menu was
posted outside the dining room. The menu was
not dated, just said week one of four. There was
a daily menu posted next to it dated for the
current day. The daily menu lunch & dinner dated
for the current date did not match what the week
fong menu indicated for that day of the week
{Wednesday).
On at 10:02 a.m.. the Dietary Manager
said they are currently on week #2 of #4. The
Dietary manager agreed the menu posted outside
dining room was not for week #2 of #4.
Class Il
AE210| 59A-36.011(8) FAC ECC - Training AE210

88=D
{8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.
{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior to the facility
receiving its ECC license or within 3 months of
beginning employment in a currently licensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended
the assisted living facility core training prior to

. . , shall not be required to take the
assisted living facility core training competency
test.
(b) The admini and the ECC supervisor, if
different from the administrator, must complete a
minimurn of 4 hours of continuing education
every two years in topics relating to the physical,
, or social needs of frail elderly and
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Continued From page 21

persons, or persons with

or related .
{c} Al direct care staff providing care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address ECC concepts and
requirements, including statutory and rule
requirements, and the delivery of personal care
and supportive services in an ECC facility.

s

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all direct care staff complete at
teast 2 hours of Extended Congregate Care
{ECC} in-service training within 6 months of date
of hire for 1 (Staff A) of 1 employee file reviewed
who had been employed longer than 6 months.

The findings included:

On record review of Medication Technician
Staff A's employee fite revealed Staff A was hired
on . Staff As file contained no
documentation of attending a 2 hour ECC
in-service.

On at 12:21 p.m., the Administrator agreed
there was no documentation of the training in
Staff A's employee file.

Class i

AE210
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