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A 000 Initial Comments AD00

A Change of Ownership survey was conducted at
Miami Comfort Cove, Inc.on .., . | .
Deficiencies were identified at the time of survey.

A004) 59A-36.004 FAC Licensure - Requirements A D04
88=D
59A-36.004 License Requirements.

{1} SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which itis
ficensed to provide.

{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approvat from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as

ion of i with i fire
safety and sanitation inspection requirements

referenced in Rule 59A-36.005, F.A.C.

{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approvat from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C,, as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 59A-36.005, F.A.C.

(4) CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property"
means property under the same ownership
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A004

Continued From page 1

separated by no more than a two-lane street that
traverses the property. A licensed location may
be to include addit i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part #, 429, Part |, F.S. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

{6} PROCF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
{ater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Chapter 408,
part Hf, and Section 429.14, F.S., and rule
Chapter 59A-35, F.A.C,

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide & copy of a annuat fire safety
inspection.

Findings included:

Review of the facility's records, showed a fire
inspection report dated . There was no
documentation the facility had an annual fire
inspection completed.

Oon , at 12:55 PM, the administrator
stated, "We have called and leave messages,
and they [fire inspector] still have not come.”
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Class Ill
A 032 59A-36.007(7) FAC Resident Care - Elopement A032

$8=D | Standards

59A-36.007

(7) ELOPEMENT STANDARDS,

{a)

for up to 30 days,

at all times.

at Risk for it

All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted 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 faility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Depariment of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from this requirement

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 includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or {c).
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement

2. The facility must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
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Continued From page 3

atrisk for o
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
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

each part of the
response policies and procedures, including
specific duties and responsibilities,
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
facility in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure resident elopement dritls was
conducted and documented two times annually.

Findings included:

Review of the facility's records, showed an
elopement drili report dated . There
was no documentation the facility conducted two
elopement drills a year in file.
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Oon . ., at 11:01 PM, the administrator

stated, "l only have one person with elopement

risks, do [ still need to do it?"

on .., .. at 1:20 PM, when Staff C was

asked if the facility conducted elopement drills,

the staff stated, "l don't remember.”

Class Ili

A081| 429.52(1 & 7) FS; 59A-36.011(_ ) FAC Training A081

$8=D| - Staff In-Service

429.52(1)

the faciiity before

employee's persol

inservice training.

training course.

59A-36.011

{1} Each new assisted living facility employee
who has net previously completed core training
must attend a preservice orientation provided by

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 facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the

nnel record.

{7) Facility staff shall participate in inservice

training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during

Asingle 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
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Continued From page 5

{2) STAFF PRESERVICE ORIENTATION.
(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 employee and the facility
administrator must sign a statement that the

o the p . NN
which must be kept in the employee’s personnel
record.
{d} In addition to topics that may be chosen by
the facifity 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 shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith 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
.\ .. »may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service

A081
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A081| Continued From page 6

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 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 53A-8.0098,

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.

() 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

handling practices.

{f) All facility staff shall 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 facility staff shall demonstrate an

understanding and competency in the

A081
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Continued From page 7

implementation of the elopement response
policies and procedures,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure staff who provide direct care to
residents, receive training in providing assistance
with the activities of daily living for one of three
{Staff C) sampled staff.

Findings included:

Review of Staff C's (caretaker) record showed a
hired date of . There was no
documentation staff received training in providing
assistance with the activities of daily living.

On.., .. at 1:40 PM, the Administrator
stated, "l will make sure she have it [training].”

Class Ili

59A-36.011(11) FAC Training -

{11

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 facility's policy and procedures

A081

A090
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Continued From page 8

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

within 30 days after

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure direct care staff, within 30 days
after employment, receive 1 hour training in the
facility's policies and procedures regarding

's) for one of three
{Staff C) sampled staff.

Findings included:

Review of Staff C's record showed a hired date of
. There was no documentation staff
received 1 hour training in the facility's policies
and procedures regarding
's) in file.

On at 1:40 PM, the Administrator
stated, she will make sure staff have the training
completed.

Class Il

429.075(1) FS; 59A-36.011(8) FAC LMH -
Training

429.075

{1} To obtain a limited mental health license, a
facitity must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mentat
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of

A0S0

AL243
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Continued From page 9

no less than 6 hours refated to their duties. This
designation may be made at the time of initia}
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part |l of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011
{9} LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental heaith facility, must
receive the following training:
1. Aminimum of 8 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 8 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility,
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for ini
managers pursuant fo section 428.52(5), F.8.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
enline, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1} Mental health needs, services, behaviors and

AL243
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Continued From page 10

appropriate interventions;
(1) Resident progress in achieving treatment
goals;
{11y How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection wili satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(6}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
o & months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

(a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure staff receive, biennially, a
minimum of 3 hours of continuing education with
Limited Mental Health training for one of three
{Staff C)sampled staff.

Findings included:

Review of Staff C's record showed a hired date of

AL243
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. There was a cerlificate that showed
staff completed 8 hours of limited mental health
training dated in file. There was no
documentation staff completed 3 hours of
continuing education training, biennially, in file.
On.., at 1:40 PM, the Administrator
stated she will check the record for the training.
Class Il
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