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408.809(2) 435.05(2) 59A-35.090(2d-3b)
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
esmployment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status, For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's .\
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolted in the Federal
Bureau of Investigation’s national retained print
notification program. Ifthe ., . of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h), the person must submit
v slectronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the | to the Federal Bureau of
Investigation for a national criminal history record
check, The | shalt be retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be borne by
the licensee or the person | . The
agency may accept as satisfying the
requirements of this section proof of compliance
with levet 2 screening standards submitted within
the previous 5 years to meet any provider or
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professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

(2} Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for quatifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.080 Background Screening.

(2) Processing Screening Requests, Required
Documents and Fees.

{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at

hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
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mi, This form must be completed by the individual

and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.

(e} An administrator or chief financial officer must
be screened and qualified prior to 1
the position.

{3} Results of Screening and Notification.

(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to Section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain the signed background screen

ion in the employee’s file for 1
{Staff A) of 2 personnel files reviewed.
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The findings included:
Record review of staff A's employee file revealed
a hire date of as a caregiver. Staff A's
employee file failed to contain a signed
background screen Attestation.
On at 12:32 p.m., the Administrator
confirmed no background screen attestation for
Staff Ain her employee file.
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Initial Comments.

An unannounced relicensure, generator
monitoring, visitation form, health facility reporting
system survey was completed on at
Grace Assisted Living, LLC, an assisted living
facitity in Port Charlotte, Florida.

The following is the description of the
deficiencies.

429.26(. ) FS; 59A-36.006(2) FAC Admissions ~
Health Assessment

429.26

{5) Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does net guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
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condition on the date the examination is
performed, becomes a permanent part of the
faciiity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES})
Program fulfills the requirements for a medicat
examination under this subsection and s.
429.07(3)(b)6.

{B) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been by a p: iatrist,
clinical psychologist, clinical social worker, or
s nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility, The Department of
Children and Families shall provide to the facility

A008
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administrator any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shail advise
and assist the facility administrator when the
special needs of residents who are recipients of
e require such

assistance.

59A-36.008

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care practitioner as specified in either

paragraph (a) or {b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

or any other

A008
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communicable . which are likely to be
transmitted to other residents or staff,

7. A statemnent on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts &
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, | , which is
incorporated by reference and availabte onfine at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.

1. If the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c} Medicat examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with

A008
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either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
(e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

.. or therapeutic diets, may be attached to
the health . A health care practiti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish . . to be
administered in the case of or

{f} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415,105 or
415.1051, F.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule Is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to ensure residents' Health
Assessment Forms (1823) are reviewed for
accuracy for 1 (Resident # 1) of 2 resident
records reviewed.
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The findings included:

Record review of the clinical record for Resident
#1 revealed he was admitted to the facility on

. Resident #1's clinical record contained

1of a Heaith Forms

{1823) signed and dated & . The
Health Assessment section 2 Self-Care and
General Oversight Assessment- Medications:
documents Resident #1 needs medication
Administration.

On at 11:30 am., Staff A stated all the
residents of the facility receive assistance with
seif-administration of medications.

On at 12:00 p.m., observed Staff A
assisting Resident #1 with self-administration of
medications.

On at 12:56 p.m., Administrator stated
she is a nurse but is not at the facility 24/7 and
has unlicensed staff /med techs/caregivers that
five in and assist the residents with medications.
The Administrator reviewed Resident #1's Health
Assessments (1823) and confirmed medication
administration is checked. She said it shoutd not
have been checked, it is checked incorrectly.
She stated she will have a new 1823 completed.

Class Ili

A052] 429.256( ), 59A-36.008(3) Medication -
$8=D | Assistance with Self-Admin

429.256
{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in

A008
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its previously dispensed, properly labeted
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
prefilied by the manufacturer are considered
medications in previously dispensed, properly
tabeled 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 oral 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.

{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

p i p dose of ication into
the dispensing cup of the .

{4} Assistance with self-administration of
medication does not include:

{a) Mixing, . > converting, or

A05B2
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., medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.

{b} The preparation of syringes for injection or the
inistration of medications by any inj

route.
{c} Administration of medications by way of a tube
inserted in a . 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 . Lor L,
preparations.
{g) Assisting with medications ordered by the
physician or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that prectude i judgment

on the part of the unficensed 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
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{6} i with the self- ini fon of

ication by an unli person as d ibed
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be
or older, trained to assist with self
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administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in Section 429.266, 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 have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

(e} When a resident who receives assistance with
medication is away from the facility and from
tacitity staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health 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 ieaving
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
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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. icati may be ol j 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 detailed

in Section 429.266(4), F.S,

{g) As used in Section 429.256{(4)(h), F.S., the

terms "judgment” and "discretion” mean

interpreting vital signs and juating or

assessing a resident's condition.

{h) All trained staff must adhere to the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure staff who assist residents with
seif-administration of medications do so in
accordance with proper procedure for 1
(Residents #1) of 1 medication observation,

The findings included:

On at 11:30 am., Staff A stated all the
residents in the facility need assistance with
medications and she assists them. Staff A said
she will be assisting Resident #1 with his meds.

On at 12:00 p.m., Staff A (med tech) was
observed assisting Resident #1 with medications.
Staff A went to the medication cart in the fiving
room area and fook Resident #1's medication
from the med cart. No hygiene was
performed. Staff A proceeded to open the
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medication bottle, poured medication into a
souffie cup, and carried the cup of medication
down the hallway to Resident #1's room, leaving
the med cart unlocked. Staff A entered Residents
#1's room and said, "{resident] get up, get up and
take your lunch time meds." She then gave the
cup of pills to the resident and watched him take
the meds. She then exited the room and signed
the Medication Observation Record (MOR). Staff
A did not prepare the medications in the presence
of the resident, did not perform hygiene,
and did not inform Resident #1 which medications
she was assisting him with.

Areview of the MOR for Resident #1's lunch med
pass, found documented: .\ take 1
tablet twice daily; 0.5 milligram (mg) at 12:00 pm,
1 mg at :00 pm. The label on the medication
botle reads ; 1 mg take 1 tablet at
bedtime. The physician order reads

1 mg take 1 tablet by at bedtime.

On at 12:05 p.m., Staff A stated she left
the med cart unlocked in that she was giving the
medications and would be coming to it. Staff
A confirmed the cart was left unlocked and
accessible to residents. She confirmed it should
not be left unlocked. Staff A said she did not tell
the resident what medications she was giving him
as she is not accustomed to telling the residents
what she is giving them. Staff A confirmed she did
not dispense the medication in the presence of
the resident.

On at 12:30 p.m., Administrator
confirmed the med tech is to read the
medications to the residents when assisting them
with the medications, and she should have
performed hygiene. The Administrator
acknowledged Staff A did not follow appropriate
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standards when assisting with medications and
the med tech should have locked the cart when
she walked away.
On at 12:50 p.m., the Administrator
checked the medications in the med cart and
reviewed the MORSs for Resident #1. The
L N the medication
. is recorded on the MOR for twice
daily, 0.5 mg at 12:00 pm and 1 mg at 9:00 pm,
and the label on the bottie reads 1 mg take 1
tablet at bedtime. the Administrator stated she
does not have an order on file for the medication
change to twice daily for Resident #1.
Class Ili
A Q78 59A-36.010(2) FAC Staffing Standards - Staff AOT8

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
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
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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:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for alf staff.
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Continued From page 13

{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 staff interview, the
facitity fatled to ensure alf staff have
documentation of freedom from on
an annual basis for 2 (Administrator and Staff A)
of 2 employee files reviewed.

The findings included:

Record review of Staff A's employee file revealed
a hire date of . Further review of Staff
A's file revealed a statement from a health care
provider dated indicating Staff A was free
of communicable and canda
County Department of Health Report of
Screening dated . There was
no further evidence of freedom from
annually thereafter.

Record review of the Administrators employee file
revealed a statement from a health care provider
dated ,and indicating the
ini was free of i
" . There was no further
evidence of freedom from annually
thereafter.

On at 12:22 p.m., the Administrator
confirmed the findings and said she has not had
the  test done since the last documentation.

Class i
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429.52(_ ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirernents established by the agency by rule.
This training and education is intended to assist
facitities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shail develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
(b) Resident rights and identifying and reporting
,neglect, and | B
{c} Special needs of elderly persons, persons with
mental iliness, and persons with B
and how to meet those needs.

{d) Nutrition and food service, including

itation practices for preparing,
storing, and serving food.
(e} icati rec ping, and
proper technigues for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with
related

S and

59A-36.011

A08B0
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{1} ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
requirements established by the department
pursuant to section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. ini who
have attended core training priorto . .,

and managers who attended the core training
program priorto | . , shalf not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part li, F.S., are exempt from this requirement.
{c} Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years,

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core fraining. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.
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{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview facility
failed to ensure staff participate and have on file
the required training for continuing education
related to assisted living every 2 years for 1
{Administrator) of 2 employee files reviewed.

The Findings Included:

The Administrators file revealed a hire date of
, with a completion date of passing the

core training examination of . Further
review of the administrators file revealed
documentation of 12 Hour Continuing Education
for ALF Administrators completed on and

. The Administrators file failed to contain
any current documentation of required training for
12 hours of continuing education related to
assisted living for the last 2 years.

On at 12:22 p.m., Administrator
confirmed no continuing education for core for the
iast 2 years. She stated the last continuing
education completed was in 2019.

Class Il

A081| 429.52(1 & 7) F8; 59A-36.011( ) FAC Training
S8=D| . Staff In-Service

429.62(1)

A08B0

A081
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{1) Each new assisted living facility employee
who has net 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 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
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

A081
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the facility administrator, the preservice
orientation must cover:
1. Resident’s rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
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

A081
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prevention policies and procedures when
cffering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
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 staff interview, the
facility failed to ensure staff who provide direct
care to residents received 2-hour pre-service
orientation prior to interacting with residents, and
3-hour training in Activities of Daily Living,
Behavioral Needs, and Elopement Response
training within 30 days of employment for 1 {Staff
A of 2 staff files reviewed.
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The findings included:
Review of Staff A's employee file revealed a hire
date of . Staff A s file contained no
documented evidence of completing 2-hour
pre-service orlentation prior to interacting with
residents, and no record of 3-hour in-service in
Activities of Daily Living, Behavioral Needs, and
Elopement Response training.
On at 12:22 p.m., the Administrator
confirmed the findings.
Class Ili
A084| 59A-36.011(6) FAC 429.52(5), FS Training - A084

$8=D| Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- inistration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
(a} Training must cover state law and rule
requirernents with respect o the supervision,

i 3 inis ion, and of
medications 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
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resident; common medications; the importance of
taking ications 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 techniques 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 & trainee who demonstrates,
in person and both physically and verbally, the
ability to:

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,
forms, and | ;

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
“as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's heaith care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

{. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

, dosage
and
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h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and that are prefilied by the
manufacturer by taking the medication, in its
previously dispensed, properly fabeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with B
jUsea o perform o
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove
hosiery;
m. Placement and removal of
excluding the removal of the . or
manipuiation 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
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self- ini: cath
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided oniine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of

with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)(b)2.h.-n. of this section,

stockings and

, bags,

rate,
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before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)}(b)2.h.-n.

429.62

{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 unlicensed persons who provide
i with self- ini of icati
complete an initial 6 hour training on providing

with for
1 (Staff A) of 2 staff records reviewed.

The findings included:

On at 12:00 p.m., observed Staff A
assisting Resident #1 with self-administration of
medications.

Record review for Staff A revealed a hire date of
as a caregiver. Further review of Staff

A’s file revealed a certificates of completion for

i with self- ini ion of
dated vand . These certificates
did not include the location of the training, the
agenda and the hours of training. Further review
of staff A's file revealed a certificate of completion
for assistance with self-administration of
medication that indicated she received 4 hours of
training and 6 hours of training on
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There is no documentation of the agenda and the
{ocation of the training, Furthermore, the
certificate was not acceptable as the date on the
certificate has not arrived yet.

On at 12:25 p.m., the Administrator
reviewed the certificates of Assistance with
self-administration of medication training for Staff
Aand confirmed the certificates do not meet
regulation, as they do not include the location of
the training, the hours, agenda and was dated for
a month that had not arrived as yet. The
Administrator confirmed Staff A has no
documentation of completion of 6-hour training
for assistance with seff-administration of
medication.

Class Il

A 090 59A-36.011(11) FAC Training -
88=D

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
employment.

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

AD084
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure facility employees complete at
teast one hour of training in the facility's policies
and procedures regarding

) within 30 days after employment
and maintain documentation of completion for 1
{Staff A) of 2 employee files reviewed.

The findings included:

Record review of Staff A's employee file revealed
a hire date of as a caregiver. Staff A's
file contained no documented evidence of having
completed an in service on

On at 12:22 p.m., the Administrator
confirmed the findings.

Class i

59A-36.011(12) FAC Training - Documentation &
Menitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.

(a} Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility's
personnel files. The documentation must include
the following:

1. The title of the training program,

2. The subject matter of the training program,

3. The training program agenda,

4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
iocation of the training program,

6. The training provider's name, dated signature

A0S0
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and credentials, and professional license number,
if applicable.
{b) Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini ion with training d ion and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor alt facility in-service training,
which is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to appropriately document required training
for 1 (Staff A) of 2 employee records reviewed.

The findings include:

Record review for Staff A revealed & hire date of
as a caregiver. Further review of Staff
A's file revealed a certificates of completion for
i with self ini ion of icati
dated ,and , the certificates did
not include the location of the training, the agenda
and the hours of training. Further review of staff
A's file revealed a certificate of completion for
with self-adminis of icati
that indicated she received 4 hours of training
and 6 hours of training on and did not
include an agenda and the location of the training.
The certificate was not acceptable as the date on
the certificate has not arrived yet.

On at 12:25 p.m., the Administrator
reviewed the certificates for Staff A for Assistance
with self-administration of medication training and
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confirmed the certificates do not meet regufation,
as they do not include the location of the fraining,
the hours, agenda and was dated for a month
that had not arrived as yet. The Administrator
confirmed Staff A has no documentation of
completion of 8 hour training for assistance with
self administration of medication.

Class i

429.076(1) FS; 59A-36.011(9) FAC LMH -
Training

429.075

{1} To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 8 months after receiving a limited mental
heaith ficense, the facility administrator and the
staff of the facility who are in direct contact with
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
ticensure or relicensure or upon request in writing
by a licensee under this part and part Ii 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:

A0S
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1. A minimum of 8 hours of specialized training in
working with individuals with mental health
diagnoses.

ng must be provided or approved by

the Department 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

health facility.

b. Training received under this subparagraph may

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

managers pursuant to section 428.52(5), F 8.,

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

online, 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

appropriate interventions;

{I1) Resident progress in achieving treatment

goals;

(1) 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

continuing education required biennially pursuant

to section 429.52(5), 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

AL243
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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 facllity's personnet files. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

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

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity fatled to ensure staff who have direct
contact with mental health residents received 8
hours of specialized training in working with
individuals with mental health diagnosis within 6
months of hire pursuant to 59A-36.011 for 1 (Staff
A} of 2 staff files reviewed.

The findings included:

Review of Staff A's employee file revealed a hire
date of as a caregiver, Staff A's file
contained no documented evidence of completion
of initiat 6 hours of training in Limited Mental
Health (LMH) within 6 months of hire conducted
by the Department of Children and Families
(DCF).

On at 12:22 p.m., the Administrator
confirmed the findings.

Class Ili
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