Agency for Health Care

PRINTED: 03/21/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965817

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

c
03/08/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

456 BELCHERRD 8
LARGO, FL 33771

CABOT COVE ASSISTED LIVING LLC

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o] PROVIDER'S PLAN OF CORRECTION [
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e CROSS-REFERENCED TO THE APPROPRIATE DATE

A 000

A052
$8=0D

Initial Comments.

A Biennial Survey in conjunction with a Complaint
Survey (Complaint # 2023001258 and #
20230018886) and Generator Monitoring Survey
was conducted at Cabot Cove Assisted Living on

. Deficiencies were identified at the
time of survey.

429.256(. . ); 59A-36.008(3) Medication -
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, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

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

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

{d) Applying medications.
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{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
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the .
{4) Assistance with self-administration of
medication does not include:
{a) Mixing, . . converting, or

. medication doses, except for
measuring a prescribed amount of iquid
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
insertedina  , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
(f) Assisting with , Jor
preparations.
{0) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
uniess the order is written with specific

that preciude i judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h} Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
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reason for administration requires judgment or
discretion on the part of the unlicensed person,
{5} i with the self ini fon 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

in 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
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication 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
noncompliance must be reported to the resident's
heaith care provider and documented in the
resident’s record.
{e) When a resident who receives assistance with

A05B2

AHCA Form 3
STATE FORM

20-0007

s

83N

If continuation sheet 3 of 23




Agency for Health Care

PRINTED: 03/21/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965817

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
03/08/2023

NAME OF PROVIDER OR SUPPLIER

456 BELCHERRD 8
LARGO, FL 33771

CABOT COVE ASSISTED LIVING LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A052

Continued From page 3

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 429.256(4), F.S.
{0} As used in Section 428.256{4)(h), F.S., the
terms “judgment” and “discretion” mean

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

control policy and procedures when

assisting with the self-administration of
medication.

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

with self- ini ion of i
(meds) by not reading medications out loud to
resident and updating medication observation
record {MORY) for 3 (Residents #5, #6 and #12) of
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3 residents sampled that required assistance with
self-administration of medications.

Findings included:

An observation conducted on at 9:00
a.m. of assistance with medication for Resident #
6. Staff A, Medication Technician, (med tech) did
not compared Medication Observation Record
(MOR} to medication card, did not read
medication out loud to resident and did not sign
corresponding MOR for Resident #6.

Arecord review conducted on health
assessment 1823 for Resident # 6 revealed
resident needs assistance with seif-administration
for medication.

An observation conducted on at9:10
a.m. of assistance with medication for Resident #
5. Staff A did not compared MOR to medication
card, did not read medication out loud to resident
and did not sign corresponding MOR for Resident
#5.

Arecord review conducted on health
assessment 1823 for Resident # 5 revealed
resident needs assistance with seif-administration
for medication.

An observation conducted on at 11:18
a.m. of assistance with medication for Resident #
12. Medication was observed to be previously
pulled medications cards from cart and in med
tech's . Staff A popped pills with her to
the Resident #12 and the resident was out of
sight. Staff A did not read the name of medication
to resident, Staff A crushed the medication and
mixed it in water. Resident #12 asked "do | have
any pills that | have to take?" Med tech
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responded "no, this is it."

Arecord review conducted on health
assessment 1823 for Resident # 12 revealed
resident needs assistance with self-administration
for medication.

A record review conducted on of an
undated policy of the assistance with medication
policy revealed an certified medication technician
must read fabels to residents and check
self-administered dose against the label.

An interview conducted on at 12:25 p.m.
with the Administrator, she stated the medication
technicians mainly use the computer. They are
supposed to take the whole medication cart with
them and then sign it off medications there .

Class Ili

A Q78 59A-36.010(2) FAC Staffing Standards - Staff
88=D
(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 § 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
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Continued From page 6

Department of Health or a licensed health 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 col 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 fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, 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, F.AC.
(d) An assisted living facility Lto
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 or contractor will provide to residents.
() For faciiities with a licensed capacity of 17 or
more residents, the facility must:
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Continued From page 7

1. Develop a written job description for each staff
position and provide & 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 facifity
failed to ensure 1 (Staff D) of 4 sampled staff
were free from ()

Findings Included:

An employee record review conducted on

revealed Staff D who had a hire date
of had no documentation assuring
she was free from

During an interview conducted on at
1:17pm with the Administrator she was unable to
find the updated ~ for Staff D.

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 facility residents. Upon completion, the
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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
employee's personnel 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
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 preservice
orientation of at least 2 hours to ail 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 o 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 facHiity 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
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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 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum 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 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
foliowing subjects:
1. Resident rights in an assisted living faclity.
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 fraining
within 30 days of employment that covers the
following subjects:
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Continued From page 10

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
handfing practices.

{fy 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 respense policies
and procedures.

2. All facility staff shall 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 record review and interview the facility
failed to ensure for 4 (Administrator, Staff B, Staff
C, and Staff D) of 4 sampled staff, who performed
direct care for residents, had all their required
training completed.

Findings included:

An employee record review conducted on

it was revealed that the Administrator
who had a hire date of and was direct
care staff, was missing documentation for
completing elopement.

An employee record review conducted on
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it was revealed that Staff B who had a
hire date of and was direct care staff,
was missing documentation for completing 2-hour
pre-service orientation.
An employee record review conducted on
it was revealed that Staff C who had
a hire date of and was direct care
staff, was missing documentation for completing
2-hour pre-servie orientation, 1-hour
control.
An employee record review conducted on
it was revealed that Staff D who had a
hire date of and was direct care staff,
was missing documentation for completing 2-hour
pre-service orientation, elopement.
During an interview conducted on at
1:17pm with the Administrator she confirmed
some of the trainings were missing from the staff
records.
Class Ili
A082] 59A-36.011(4) FAC Training - / A082

$8=D
“4)

{7 ). 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

intained in with ion (12), of
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this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure (Staff D) of 4 sampled staff had
completed a one-time education course on
. and
Acquired L { and
), within 30 days of employment.

Findings Included:

An employee record review conducted on
revealed Staff D who had a hire date

of was missing documentation of

completing a one-time education course on

and

During an interview conducted on at
1:17pm with the Administrator she confirmed
some of the trainings were missing from the staff
records.

Class Ili

59A-36.011(6) FAC 429.52(6), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{8) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- ini ion of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must

A082

A084
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meet the following criteria:
(a} Training must cover state law and rule
requsrements wnh respect 1o the supervision,
istration, and of
medicalions 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 icati as p ibed; re ition 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 shatf
include demonstrations of proper techniques,
including technigues 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 tor
1. Read and understand a prescription label;
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;
c. Recognize the need to obtain dlarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
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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 general 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 prefitied by the
T by taking the ication, in its

previously dispensed, properly iabeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with B
jUsea to perform "
testing;
k. Assist residents with
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
tevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the L. or
maniputation of the site; and,
n. Measurement of . s
temperature, and | | rate,
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 bours of
continuing education training on providing

with self- ini icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education

rate,

AD084
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Continued From page 16

training may be provided oniine.

(d} Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have
successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)}(0)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 (Staff B) of 4 sampled staff,
who assist with self-administration of medication,
received the initial 6 hours of required training.

Findings included:

During a review of employee records on

it was revealed that Staff B, who had
a hire date of was missin
documentation of compietion of the initial 6 hours
of required training for staff that assist with
self-administration of medications.

AD084
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During an interview conducted on at
1:17pm with the Administrator she confirmed
some of the trainings were missing from the staff
records.
Class Il
A 086 59A-36.011(10) FAC Training - ADRD A 086

88=D
(10) AND RELATED
{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 61G20-1.001, FAC,,
Florida Building Code Adopted, must ensure that
facitity staff receive the foliowing training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care o such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | . and ..,
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirement. Initial training, entitied *

and Related Level | Training,"
must address the following subject areas;

1. Understanding 's and related

2. Characteristics of H
3. Communicating with residents with 's

4. Family issues;
5. Resident environment; and,
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Continued From page 17

6. Ethical issues.
(b} Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facitity and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.

and Related Level

I} Training must address the following subject
areas as they apply to these :
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
“Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incarporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education

A088
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Continued From page 18

required by section 429.52, F.S., and subsection
(1) of this rule, o 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3) months of
employment. "Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care fo persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimurn of two years of practical experience in a
program providing care to persons with

or related
(h) With 1o requi in
{g), a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience, Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
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Based on record review and interview the facility
failed to ensure that 2 (Staff B and Staff C) of 4
sampled facility staff who have regular contact
and/or provide direct care to residents with

and Related
(ADRD) have 4 hours of level 1 training within 3
months of hire or the 4-hours of level 2 training
within 9 months of hire.

Findings Included:

An employee record review conducted on

revealed that Staff B, who had a hire
date of . who provided direct care to
residents, did not have the required 4-hour level 1
ADRD, or 4-hour tevel 2 ADRD training.

An employee record review conducted on

revealed that Staff C, who had a hire
date of . who provided direct care to
residents, did not have the required 4-hour level 1
ADRD or 4-hour leve! 2 ADRD fraining.

During an interview conducted on at
12:34pm with the Administrator she confirmed the
facility offers memory care and that Staff B and
Staff C did not have documentation of ADRD
training within their records.

Class Il

A181] 429.275(2) FS; 59A-36.015(2) FAC Records -
88=D| gtaff

429.275

{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

A088

A181
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Continued From page 20

ion of o i with all
training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule,

59A-36.015
{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
certification,
3. Documentation of compliance with levet 2
background screening for alf staff subject to
screening requirements as specified in section
429.174, F.S,, and rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident efopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. o provide direct or indirect services to

residents and the facility. However, the facility

A8t
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must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in rule 59A-36.010, F.AC.

{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain evidence of employee's
applications with references furnished for four
(Administrator, Staff B, Staff C, and Staff D) of
the four sampled staff. Furthermore, the facility
failed to maintain evidence of a job description for
one (Staff B) of the four sampled staff.

Findings included:

During a record review of the Administrator's
employee record, conducted on L it
revealed that the administrator that was hired on

had no evidence of references on her
application dated

During a record review of Staff B, Med Tech's
employee record, conducted on Lt
was revealed that Staff 8 who was hired on

had no evidence of references on her
application dated - Furthermore, Staff
B's record had no evidence of a job description.

During a record review of Staff C, Med Tech's
employee record, conducted on Vit
was revealed that Staff C who was hired on

had no evidence of references on her
application dated

During a Record review of Staff D, Med Tech's
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employee record, conducted on it
was revealed that Staff D's application dated
had no references furnished.

During an interview with the Administrator,

conducted on at 11:34AM, the

Administrator stated that there was no separate

page for references on the application.
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