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Initial Comments.

A Change of Ownership survey with Extended
Congregate Care and a complaint survey
(complaint numbers 2021000703 and
2021002318) was conducted at Grand Viila of
Palm Coast on . The provider had
deficiencies at the time of the visit.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
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
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
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 indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
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(b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
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 employee record review and staff
interview, the facility failed to obtain
documentation verifying freedom from signs or
symptoms of communicable o

{ ) within 30 days of beginning
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employment and failed to obtain evidence of a
negative  examination annually for 1 of 4
sampled employees. (Employee C)

The findings include:

Record review of the employee file for Employee
C (nired 11/ ) found the only evidence of
anegative .. test read by a licensed practical
nurse on and no evidence of
documenting Employee C was free from signs or
symptoms of communicable

The Adrninistrator was informed of the missing
information on at4:15 PM. At the time of
the exit conference on at 5:50 PM she
did not have any additional evidence to provide.

Class Il

429.52(1 & 7) FS; 59A-36.011( . ) FAC Training
- Staff In-Service

429.52(1)
{1)Each new assisted living facility employee who
has not previously completed core training must
attend a preservice orientation provided by the
facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facifity residents. Upon comptetion, the
employee and the administrator of the facllity
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
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training relevant to their job duties as specified by
agency rule, Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a pressrvice
orientation of at least 2 hours to ail new assisted
iving 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 employee 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. Facifity
administrators or managers shall 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
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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
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 fo residents, who
have not taken the core training program, shalt
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 facility.
2. Recognizing and reporting resident N
negtect, and | . The facifity 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 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing 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 minimum of 1-hour-in-service training
within 30 days of employment in safe food
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handling practices.

(f) Al facility staff shali recaive 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
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on employee record review and staff
interview, the facility failed to ensure 1 0f 4
employees (Employee A) received training in
providing assistance with activities of daily living;

control; elopement; incident reporting;
facility emergency procedures Including chain of
command and staff roles relating to emergency
evacuations, and safe food handling practices
within 30 days of employment.

The findings include:

Record review of the employee file for Employee
A (hired )} found no evidence she
received training in providing assistance with
activities of daily living; control;
elopement; incident reporting; facility emergency
procedures including chain of command and staff
roles relfating to emergency evacuations, and safe
food handling practices.

The findings were confirmed during an interview
with the Administrator on at 12:35 PM.
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She stated if the training was not in the employee
file, they did not have it. She was notified of the
missing information and as of the exit conference
on at 5:50 M she did not have any
additional training information to provide.

Class Ili
A 082 59A-36.011(4) FAC Training - 7

4)

{ ). Pursuant to section
381.0035,F 8., a!l 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.
Documen(auon of compliance must be

in with fon (12}, of

this rule.

This Statute or Rule is not met as evidenced by:
Based on employee record review and interview
with the Administrator, the facility failed to ensure
1 of 4 sampled employees received training in
. [

L (...} within
30 days of employment. (Employee A)
The findings include:
Record review of the employee file for Employee

A (hired )} found no evidence she
received training in 7
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The findings were confirmed during an interview
with the Administrator on at 12:35 PM,
She stated if the training was not in the employee
file, they did not have it. She was notified of the
missing information and as of the exit conference
on at 5:50 PM she did not have any
additional training information to provide.

Class Ill

59A-36.011(11) FAC Training -

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 employee record review and interview
with the Administrator, the facility failed to provide
the required training in the facility's policies and
procedures on

{ }to 1 of 4 sampled employees
{Employee A).

The findings include:
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Record review of the employee file for Employee
A (hired ) found no documentation that
she ever received the required training in the
facitity policies and procedures on

The findings were confirmed during an interview
with the Administrator on at 12:35 PM.
She stated if the training was not in the employee
file, they did not have it. She was notified of the
missing information and as of the exit conference
on at 5:50 PM she did not have any
additional training information to provide.

Class Ili

AE206) 59A-36.021(6) FAC ECC - Service Plans AE208

(8) SERVICE PLANS,

{a) Before receiving services, the extended
congregate care administrator or manager must
develop a preliminary service plan that includes
an assessment of whether the resident mests the
facility's residency criteria, an appraisal of the
resident’s unique physical, | | - and
social needs and preferences, and an evaluation
of the facility's ability to meet the resident's

needs.
{b} Within 14 days of receiving services, the
tended care ini or or

manager must coordinate the development of a
written service plan that takes into sccount the
resident’s health assessment obtained pursuant
to subsection (8); the resident’s unique physicat,
., . and social needs and preferences;
and how the facility will meet the resident’s needs
including the following if required:

1. Health monitoring,
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2. Assistance with personal care services,
3. Nursing services,
4. Supervision,
5. Special diets,
6. Ancillary services,
7. The provision of other services such as
transportation and supportive services; and,
8. The manner of service provision, and
identification of service providers, including family
and friends, in keeping with resident preferences.
{c} Pursuant to the definitions of "shared
responsi " and "managed risk” as provided in
section 429.02, F.S., the service plan must be
developed and agreed upon by the resident or
the resident's representative or designee,
surrogate, guardian, or attorney-in-fact, and must
reflect the responsibility and right of the resident
to consider options and assume risks when
making choices pertaining to the resident's
service needs and preferences.
{d) The service plan must be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident’s physicat or mental
status, or pursuant to recommendations for
modifications in the resident's care as

in the nursing

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facility failed to develop a prefiminary service plan
prior to initiating extended care services to
determine if the facility could meet the residents
needs for 1 of 1 resident receiving extended care
services. {Resident # 11).

The findings include:

Record review for Resident # 11 revealed she
was admitted on . Her diagnosis included:
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and ,, .
Resident #11 required nursing care related to
managing the ., incuding changing the
and attaching , appliances.

Further review found there was no prefiminary
service plan developed to outline what services
were required and who woutd be responsible for
the care.

An interview was conducted with the Executive
Director on at 2:16pm. She was asked if
there was a preliminary service plan or any
service plans developed since admission

{ ) for Resident 11. She said she was new
to the position and would need to review the
record, after review she stated that none were
found,

Class Ili

AE207| 59A-36.021(7) FAC ECC - Services

(7) EXTENDED CONGREGATE CARE
SERVICES. All services must be provided in the
feast restrictive environment, and in a manner
that respects the resident's independence,
privacy, and dignity.

{a) A facility providing extended congregate care
services may provide supportive services
including social service needs, counseling,
emotional support, networking, assistance with
securing social and leisure services, shopping
service, escort service, companionship, family
support, information and referral, assistance in
developing and implementing self-directed
activities, and volunteer services. Family or
friends must be encouraged to provide supportive
services for residents. The facility must provide

AE207
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training for family or friends to enable them to
provide supportive services in accordance with
the resident’s service plan.

{b} A facility providing extended congregate care
services must make available the following
additional services if required by the resident's
service plan:

1. Total help with bathing,
toileting,

2. Nursing assessments conducted more
frequently than monthly,

3. Measurement and recording of basic vital
functionsand ., .

4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident’s food and fluid intake and output,

5. Assistance with self-administered medications,
or the administration of medications and
treatments pursuant to a health care provider's
order. If the individual needs assistance with
self-administration the facility must inform the
resident of the qualifications of staff who will be
providing this assistance, and if unlicensed
persons will be providing such assistance, obtain
the resident's or the resident's surrogate,
guardian, or attorney-in-fact's informed written
consent o provide such assistance as required in
section 429.256, F.S.

6. Supervision of residents with

» grooming and

and

7. Health education and counseling and the
implementation of health-promoting programs
and preventive regimes,

8. Provision or arrangement for rehabilitative
services; and,

9. Provision of escort services fo health-related

{c) Nursing staff providing extended congregate
care services may provide any nursing setvice
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permitted within the scope of their license
consistent with the resi qui

rute and the facility's written policies and
procedures, provided the nursing services are:

1. Authorized by a health care provider's order
and pursuant to a plan of care,

2. Medically necessary and appropriate for
freatment of the resident's condition,

3. In accordance with the prevailing standard of
practice in the nursing community,

4. A service that can be safely, effectively, and
efficiently provided in the facility,

5. Recorded in nursing progress notes; and,

8. In accordance with the resident's service plan.
{d) At least monthly, or more frequently if required
by the resident’s service plan, a nursing
assessment of the resident must be conducted.

of this

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facitity failed to conduct monthly nursing
assessments for 1 of 1 resident receiving
extended congregate care services. (Resident #

The findings include:

Record review for Resident # 11 revealed she
was admitted on . Her diagnosis included:
and ., .
Resident #11 required nursing care related to
managing the .. including changing the
and attaching , appliances.
Further review of the record found there were no
monthly nursing assessments found for .
and . . During an interview with the
Executive Director on at 2:20pm, she was
asked where the nursing assessments could be
iocated for Resident #11. She said if they were
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not in the record then they probably were not
done. The facility has not had the services of a
Registered Nurse for last few months to sign off
on the assessments.
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