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{A 000} Initial Comments

A revisit to the complaint survey {complaint
number 2020019798) of was
conducted at Savannah Court Of Haines City on

. The facllity had deficiencies at the
time of survey.

A 083 59A-36.011(5) FAC Training - First Aid and
88=D
(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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide a staff member in the facility at
all imes that has a valid card showing completion
of attending and passing a . .

{ }and first aid training program.
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Findings Included:
Acrecord review of the current care staff schedule
that was provided by the Administrator
ic evidence i was
on that revealed Staff A with a date of
hire of and Staff b with a date of hire of
both worked 11p.m. to 7a.m. on
. Arecord review of both the
employee's files was conducted on and
no proof of attending a or first aid class was
present.
An interview was conducted with the
Administrator on at 12:38p.m. and she
agreed that there was no proof of either
employee having a valid or first aid
certifications.
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