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Initial Comments.

A complaint investigation (complaint numbers:
2023001355, 2023002128, and 2023008007) and
a itoring were at Best
Care Senior Living at Port Richey on

Deficiencies were identified at the time of the
survey.

429.26( .)FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
(1) The owner or administrator of a faciity is
ible for i the i

of admission of an individuat to the facility and for

ining the continued appropri of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part, The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:
(a} A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b} A facility may admit or retain a resident who
requires the use of assistive devices.
(c} A facility may admit o retain an individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
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additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d}1. Except for a resident who is receiving
hospice services as provided in paragraph (), 2
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelichair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
infact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
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applicable department.

BYA ici ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
exarmination for admission purposes may not
have financial interests in the facility.

59A-36.006
(4) CONTINUED RESIDENCY, Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
ission. As part of the i i
criteria, a resident must have a ~to-
medicaf examination by a heaith care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
s by in (2)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving ficensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b} A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
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record; and,

3. If the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.

) A , it resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
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holding an extended congregate care license are
described in Rule 50A-36.021, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have consent forms agreeing to hospice
services and falled to obtain an interdisciplinary
care plan, that specified the services provided by
hospice and those provided by the facility and
agreed upon by hospice, the facility, and the
resident for one Resident (#1) of one sampled
resident admitted to hospice services.

Findings Included:

A record review for Resident #1, conducted on

. revealed that Resident #1 was
admitted to the facility on and into
hospice services on an unknown date. The date
Resident #1 was admitted to hospice services
was not noted in the resident’s record. According
to Resident #1's health assessment dated

, the resident had the required nursing
services of hospice. There was no consent form
agresing to hospice services signed by the
resident or resident’s responsible party in
Resident #1's record. There was no
interdisciplinary care plan, that specified the
services provided by the hospice and those
orovided by the facility and agreed upon by
hospice, the facility, and the resident (or
resident’s responsible party} in the resident's
record.

During an interview with the Administrator,
conducted on at 10:24am, the
Administrator stated that Resident #1 was
admitted to Hospice services. At 04:30pm, the
Administrator agreed that Resident #1's record
did not include a consent form that the resident
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agreed to hospice services. The Administrator
agreed that Resident #1's recerd did not include
an interdisciplinary care plan that specified the
services that hospice provided and those
provided by the facility and agreed upon by the
hospice, the facility, and the resident {or
resident’s responsible party).

Class i
A 086 59A-36.011(10) FAC Training - ADRD A D086
$8=0D

{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 81G20-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facliity staff receive the following training.

{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to 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. Facitity staff who
meet the requirements for ADRD training

providers under {g) of this

will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training.”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of
3. Communicating with residents with

AHCA Form 3020-0001
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Continued From page 6
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initiat one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), £.8., shall be
considered to have met the initial assisted living
facility 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 , incorporated 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 annuatly as required under

A088
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section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.8., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f} Facifity 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 coltege 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 ,of
2. Three years of practical experience in a
program providing care to persons with

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

or related
(h) With to 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
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basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have employees that provided direct care
to residents with 'S and related

{ADRD) obtain 4-hours level 1 training
within three months of employment and 4-hours
tevel 2 training within nine months of employment
for three employees (Staff B, C, and D) of four
sampled employees. Furthermore, the facility
failed to have employees obtain 4-hours of
continuing ADRD education annually for one
employee {Administrator) of one sampled
employee.

Findings Included:

Arecord review for the Administrator, conducted

on , revealed that the Administrator

had training certificates for ADRD leve! 1 dated
and ADRD level 2 dated

The Administrator had four hours of continued

ADRD education certificates dated

and . There was no evidence that the

Administrator had four hours of continuing ADRD

education for the years 2019, 2020, 2021, 2022,

or 2023. The Administrator was hired on

A record review for Staff B, conducted on

. revealed that Staff B had a 4-hours
ADRD fevel 1 training certificate dated

. Staff B had a 4-hours ADRD level 2
training certificate dated . Both
certificates were signed by the Administrator as
the provider of the education. Staff B was hired
on

AHCA Form 3020-0001
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Arecord review for Staff C, conducted on

. revealed that Staff C had a 4-hours
ADRD fevel 1 training certificate dated

signed by the Administrator as the
provider of the education. Staff C was hired on

Acrecord review for Staff D, conducted on

. revealed that Staff D had a 4-hours
ADRD fevel 1 training certificate dated

. Staff D had a 4-hours ADRD level 2
training certificate dated . Both
certificates were signed by the Administrator as
the provider of the education. Staff D was hired
on

During an interview with the Administrator,
conducted on . the Administrator
agreed that she had signed the certificates and
the training was provided via video. The
Administrator was unable to provide a Registered
Nurses license or a bachelor's or master's
degree. The Administrator was unable to provide
the experience requirements needed to provide
ADRD fevel 1 and level 2 training.

Class Ili

AL243] 429.075(1) FS; 59A-36.011(9) FAC LMH - AL243
88=D| 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 mental
heath license, the facility administrator and the
staff of the facility who are in direct contact with

AHCA Form 3020-0001
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mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or reficensure or upon request in writing
by a licensee under this part and part l{ of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il 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 428.075, F.8 , the

administrator, managers and staff, who have

direct contact with mental health residents in a

ficensed limited mental health facility, must

receive the following training:

1. A minimum of 6 haurs of specialized training in

working with individuals with mentaf health

diagnoses.

a. The training must be provided or approved by

the Departrent of Children and Families and

must be taken within 6 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

heaith facility.

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for admini: ors and

managers pursuant fo section 428.52(5), F.S.,

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

onling, 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:
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{1} Mental heaith needs, services, behaviors and
appropriate interventions;

{1ty Resident progress in achieving treatment
goals;

{iil) 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 will satisfy 3 of the 12 hours of

o ducation required biennially pursuant
to section 429.52(5), F.8., and subsection (1) of
this rule.

4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 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 personnel files. They
must also ensure that copies of the continuing
education training cettificates, pursuant to
subparagraph (a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based upon record review and interview, the
facility failed to ensure that employees had six
hours of limited mental health training provided or
approved by the department of children and
families within six months of their date of hire for
three employees (Administrator, Staff B, and Staff
D} of four sampled employees.
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Findings Included:

Arecord review for the Administrator, conducted

on , revealed that the Administrator
had three hours of limited mental health training
dated signed by herself. There was

no evidence of a six-hour training provided or
approved by the department of children and
families. The Administrator was hired on

A record review for Staff B, conducted on

, revealed that Staff B had two - six
hours of limited mental health training signed by
the Administrator dated and

. There was no evidence of a six-hour
training provided or approved by the department
of children and families. Staff B was hired on

Arecord review for Staff D, conducted on

, revealed that Staff D had six hours of
{imited mental health training signed by the
Administrator dated . There was no
evidence of a six-hour training provided or
approved by the department of children and
families. Staff B was hired on .

During an interview with the Administrator,
conducted on at 04:30pm, the
Administrator agreed that the limited mental
health training was not provided by the
department of children and families. The
Administrator was unable to provide evidence
that the department of children and families
approved the limited mental health training for the
Administrator, Staff B, and Staff D.

Class Ili
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Initial Comments.

A complaint investigation (complaint numbers:
2023001355, 2023002128, and 2023008007) and
a itoring were at Best
Care Senior Living at Port Richey on

Deficiencies were identified at the time of the
survey.

429.26( .)FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
(1) The owner or administrator of a faciity is
ible for i the i

of admission of an individuat to the facility and for

ining the continued appropri of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part, The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:
(a} A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b} A facility may admit or retain a resident who
requires the use of assistive devices.
(c} A facility may admit o retain an individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,

A0DC

A010
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additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d}1. Except for a resident who is receiving
hospice services as provided in paragraph (), 2
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelichair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
infact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the

AD10
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applicable department.

BYA ici ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
exarmination for admission purposes may not
have financial interests in the facility.

59A-36.006
(4) CONTINUED RESIDENCY, Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
ission. As part of the i i
criteria, a resident must have a ~to-
medicaf examination by a heaith care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
s by in (2)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving ficensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b} A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's

AD10
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record; and,

3. If the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.

) A , it resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
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holding an extended congregate care license are
described in Rule 50A-36.021, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have consent forms agreeing to hospice
services and falled to obtain an interdisciplinary
care plan, that specified the services provided by
hospice and those provided by the facility and
agreed upon by hospice, the facility, and the
resident for one Resident (#1) of one sampled
resident admitted to hospice services.

Findings Included:

A record review for Resident #1, conducted on

. revealed that Resident #1 was
admitted to the facility on and into
hospice services on an unknown date. The date
Resident #1 was admitted to hospice services
was not noted in the resident’s record. According
to Resident #1's health assessment dated

, the resident had the required nursing
services of hospice. There was no consent form
agresing to hospice services signed by the
resident or resident’s responsible party in
Resident #1's record. There was no
interdisciplinary care plan, that specified the
services provided by the hospice and those
orovided by the facility and agreed upon by
hospice, the facility, and the resident (or
resident’s responsible party} in the resident's
record.

During an interview with the Administrator,
conducted on at 10:24am, the
Administrator stated that Resident #1 was
admitted to Hospice services. At 04:30pm, the
Administrator agreed that Resident #1's record
did not include a consent form that the resident
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agreed to hospice services. The Administrator
agreed that Resident #1's recerd did not include
an interdisciplinary care plan that specified the
services that hospice provided and those
provided by the facility and agreed upon by the
hospice, the facility, and the resident {or
resident’s responsible party).

Class i
A 086 59A-36.011(10) FAC Training - ADRD A D086
$8=0D

{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 81G20-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facliity staff receive the following training.

{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to 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. Facitity staff who
meet the requirements for ADRD training

providers under {g) of this

will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training.”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of
3. Communicating with residents with
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Continued From page 6
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initiat one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), £.8., shall be
considered to have met the initial assisted living
facility 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 , incorporated 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 annuatly as required under

A088
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section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.8., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f} Facifity 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 coltege 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 ,of
2. Three years of practical experience in a
program providing care to persons with

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

or related
(h) With to 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

A088
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basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have employees that provided direct care
to residents with 'S and related

{ADRD) obtain 4-hours level 1 training
within three months of employment and 4-hours
tevel 2 training within nine months of employment
for three employees (Staff B, C, and D) of four
sampled employees. Furthermore, the facility
failed to have employees obtain 4-hours of
continuing ADRD education annually for one
employee {Administrator) of one sampled
employee.

Findings Included:

Arecord review for the Administrator, conducted

on , revealed that the Administrator

had training certificates for ADRD leve! 1 dated
and ADRD level 2 dated

The Administrator had four hours of continued

ADRD education certificates dated

and . There was no evidence that the

Administrator had four hours of continuing ADRD

education for the years 2019, 2020, 2021, 2022,

or 2023. The Administrator was hired on

A record review for Staff B, conducted on

. revealed that Staff B had a 4-hours
ADRD fevel 1 training certificate dated

. Staff B had a 4-hours ADRD level 2
training certificate dated . Both
certificates were signed by the Administrator as
the provider of the education. Staff B was hired
on
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Arecord review for Staff C, conducted on

. revealed that Staff C had a 4-hours
ADRD fevel 1 training certificate dated

signed by the Administrator as the
provider of the education. Staff C was hired on

Acrecord review for Staff D, conducted on

. revealed that Staff D had a 4-hours
ADRD fevel 1 training certificate dated

. Staff D had a 4-hours ADRD level 2
training certificate dated . Both
certificates were signed by the Administrator as
the provider of the education. Staff D was hired
on

During an interview with the Administrator,
conducted on . the Administrator
agreed that she had signed the certificates and
the training was provided via video. The
Administrator was unable to provide a Registered
Nurses license or a bachelor's or master's
degree. The Administrator was unable to provide
the experience requirements needed to provide
ADRD fevel 1 and level 2 training.

Class Ili

AL243] 429.075(1) FS; 59A-36.011(9) FAC LMH - AL243
88=D| 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 mental
heath license, the facility administrator and the
staff of the facility who are in direct contact with
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mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or reficensure or upon request in writing
by a licensee under this part and part l{ of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il 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 428.075, F.8 , the

administrator, managers and staff, who have

direct contact with mental health residents in a

ficensed limited mental health facility, must

receive the following training:

1. A minimum of 6 haurs of specialized training in

working with individuals with mentaf health

diagnoses.

a. The training must be provided or approved by

the Departrent of Children and Families and

must be taken within 6 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

heaith facility.

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for admini: ors and

managers pursuant fo section 428.52(5), F.S.,

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

onling, 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:
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{1} Mental heaith needs, services, behaviors and
appropriate interventions;

{1ty Resident progress in achieving treatment
goals;

{iil) 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 will satisfy 3 of the 12 hours of

o ducation required biennially pursuant
to section 429.52(5), F.8., and subsection (1) of
this rule.

4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 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 personnel files. They
must also ensure that copies of the continuing
education training cettificates, pursuant to
subparagraph (a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based upon record review and interview, the
facility failed to ensure that employees had six
hours of limited mental health training provided or
approved by the department of children and
families within six months of their date of hire for
three employees (Administrator, Staff B, and Staff
D} of four sampled employees.
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Findings Included:

Arecord review for the Administrator, conducted

on , revealed that the Administrator
had three hours of limited mental health training
dated signed by herself. There was

no evidence of a six-hour training provided or
approved by the department of children and
families. The Administrator was hired on

A record review for Staff B, conducted on

, revealed that Staff B had two - six
hours of limited mental health training signed by
the Administrator dated and

. There was no evidence of a six-hour
training provided or approved by the department
of children and families. Staff B was hired on

Arecord review for Staff D, conducted on

, revealed that Staff D had six hours of
{imited mental health training signed by the
Administrator dated . There was no
evidence of a six-hour training provided or
approved by the department of children and
families. Staff B was hired on .

During an interview with the Administrator,
conducted on at 04:30pm, the
Administrator agreed that the limited mental
health training was not provided by the
department of children and families. The
Administrator was unable to provide evidence
that the department of children and families
approved the limited mental health training for the
Administrator, Staff B, and Staff D.

Class Ili
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