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Initial Comments. {A 000}

A Revisit to a Complaint Survey (complaint
number 2023011828} was conducted at Best
Care Senior Living at St. Petersburg on
12/08/2023. Deficiencies were identified at the
time of survey.

58A-5.0194 FAC Training - Prov & A087

Curricutum Appr

{1} The or Related
{"ADRD") training provider and curriculum must
be approved by the department or its designee
before commencing training activities, The
department or its designee will maintain a list of
approved ADRD fraining providers and curricula,
which may be obtained from

http: usf, ini i a

ox.
{a) ADRD Training Providers.
1. Individuals who seek to become an ADRD
training provider must provide the department or
its designee with the documentation of the
following educational, teaching, or practical
experience:
a. A Master's degree from an accredited college
or university in a health care, human service, or
related field; or

b A Bacheiors degree from an accredited
college or university, or licensure as a registered
aurse, and:
{1} Proof of 1 year of teaching experience as an
educator of caregivers for individuals with

or related jor
{if) Proof of completion of a specialized tramlng
program specifically relating to

or related , and a minimum of 2

years of practical experience in a program
providing direct care to individuals with

or related ;or
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{iih) Proof of 3 years of practical experience in a
program providing direct care to persons with
or related

c. Teaching experience pertaining to s

or related may substitute on a
year-by-year basis for the required Bachelor's
degree.
2. Applicants seeking approval as ADRD training
providers must complete DOEA form
ALF/ADRD-001, Application for ‘s

or Related Training Provider
Certification, dated . which is
incorporated by reference and available at the
Department of Elder Affairs, 4040 Esplanade
Way, Tallahassee, Florida 323989-7000 and online
at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-04000.
{b) ADRD Training Curricula. Applicants seeking
approval of ADRD curricuta must complete DOE;
form ALF/ADRD-002, Application for ‘s

or Related Training
Three-Year Curricuium Certification, dated

, which is incorporated by

reference and available at the Department of
Elder Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000 and online at
nttp/iwww firules.org/Gateway/reference.asp?No
=Ref-04001. Approval of the curriculum will be
granted based on how well the curricutum
addresses the subject areas referenced in
subparagraphs 58A-5.0191(4)(a)2. and
58A-5.0181(4)a)5., F.A.C. Curricutum approval
will be granted for 3 years. After 3 years the
curricuium must be resubmitted to the
department or its designee for approval.
{2) Approved ADRD training providers must
maintain records of each course taught for a
pertod of 3 years following each training

A087
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presentation. Course records must include the
title of the approved ADRD training curriculum,
the curricutum approval number, the number of
hours of training, the training provider's name and
approval number, the date and location of the
course, and a roster of trainees.
{3) Upon successful completion of training, the
trainee must be issued a certificate by the
approved training provider. The certificate must
include the irainee’s name, the title of the
approved ADRD fraining, the curriculum approval
number, the number of hours of training received,
the date and location of the course, the training
provider's name and approval number, and dated
signature.
{4} The department or its designee reserves the
right to attend and monitor ADRD training
courses, review records and course materials
approved pursuant to this rufe, and revoke
approval for the following reasons:
10 app! i , failing to

maintain required training credentials, or

i i inating any faise or m

information.

{6) ADRD training providers satisfying the
requirements of Section 400.1755, F.8,, relating
to nursing homes, and Section 400.6045, F.S.,
relating to hospices, will satisfy the Level 1 and
Level 2 training provider requirements of
subparagraph 58A-5.0191(4)(a)3. and paragraph
58A-5.0191(4)(a), subsection (5), F.A.C. ADRD
training curricula satisfying the requirements of
Section 400.17565, F.S., relating to nursing
homes, and Section 400.6045, F.S., relating to
hospices, will satisfy the Level 1 curricutum
requirements of subparagraph 58A-5.0191(4)
()3, FAC.

This Statute or Rule is not met as evidenced by:

A087
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Based on record review and interview the facility
failed to ensure the ‘s or refated

{ADRD) training was completed by an
approved ADRD training provider for 3 (Staff A,
Staff B and Staff D) out of 4 sampled staff.

Findings included:
During a record review conducted on

of employee records, revealed the Administrator
signed off on the ADRD training cerlificates for

Staff A (Date of Hire ), Staff 8 (Date of
Hire ) and Staff D (Date of Hire

%
During an interview conducted on at

9:36am with the Administrator she stated she was
not an approved trainer for the ADRD, and she
confirmed the certifications for the staff did not
reflect the required information.

Photographic Evidence Obtained

Class Ili

A 181 59A-36.019(2) FAC Emergency Plan Approval A181
§8=D
(2) EMERGENCY PLAN APPROVAL. The plan
rust be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b) A new facility as described in Rule
59A-36.014, F.A.C,, and facilities whose
ownership has been transferred, must submit an
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emergency management plan within 30 days
after obtaining a license.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facitities.

{e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide proof of resubmission of the
compl 1sive emergency plan
(CEMP) within 30-days of receiving notification
that the plan must be revised.

Findings Included:

An atternpted record review conducted on

revealed the facility was unable to
provide proof of CEMP resubmission within
30-days of CEMP rejection and request for
revision.

A181
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During an interview conducted on at

Class Ili

8:32am via phone call with the Administrator, she
stated her last CEMP submission was rejecteted.
She continued to state she had not resubmitted it
and it had been over 30-days.
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Initial Comments. {A 000}

A Revisit to a Complaint Survey (complaint
number 2023011828} was conducted at Best
Care Senior Living at St. Petersburg on
12/08/2023. Deficiencies were identified at the
time of survey.

58A-5.0194 FAC Training - Prov & A087

Curricutum Appr

{1} The or Related
{"ADRD") training provider and curriculum must
be approved by the department or its designee
before commencing training activities, The
department or its designee will maintain a list of
approved ADRD fraining providers and curricula,
which may be obtained from

http: usf, ini i a

ox.
{a) ADRD Training Providers.
1. Individuals who seek to become an ADRD
training provider must provide the department or
its designee with the documentation of the
following educational, teaching, or practical
experience:
a. A Master's degree from an accredited college
or university in a health care, human service, or
related field; or

b A Bacheiors degree from an accredited
college or university, or licensure as a registered
aurse, and:
{1} Proof of 1 year of teaching experience as an
educator of caregivers for individuals with

or related jor
{if) Proof of completion of a specialized tramlng
program specifically relating to

or related , and a minimum of 2

years of practical experience in a program
providing direct care to individuals with

or related ;or
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Continued From page 1

{iih) Proof of 3 years of practical experience in a
program providing direct care to persons with
or related

c. Teaching experience pertaining to s

or related may substitute on a
year-by-year basis for the required Bachelor's
degree.
2. Applicants seeking approval as ADRD training
providers must complete DOEA form
ALF/ADRD-001, Application for ‘s

or Related Training Provider
Certification, dated . which is
incorporated by reference and available at the
Department of Elder Affairs, 4040 Esplanade
Way, Tallahassee, Florida 323989-7000 and online
at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-04000.
{b) ADRD Training Curricula. Applicants seeking
approval of ADRD curricuta must complete DOE;
form ALF/ADRD-002, Application for ‘s

or Related Training
Three-Year Curricuium Certification, dated

, which is incorporated by

reference and available at the Department of
Elder Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000 and online at
nttp/iwww firules.org/Gateway/reference.asp?No
=Ref-04001. Approval of the curriculum will be
granted based on how well the curricutum
addresses the subject areas referenced in
subparagraphs 58A-5.0191(4)(a)2. and
58A-5.0181(4)a)5., F.A.C. Curricutum approval
will be granted for 3 years. After 3 years the
curricuium must be resubmitted to the
department or its designee for approval.
{2) Approved ADRD training providers must
maintain records of each course taught for a
pertod of 3 years following each training

A087
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presentation. Course records must include the
title of the approved ADRD training curriculum,
the curricutum approval number, the number of
hours of training, the training provider's name and
approval number, the date and location of the
course, and a roster of trainees.
{3) Upon successful completion of training, the
trainee must be issued a certificate by the
approved training provider. The certificate must
include the irainee’s name, the title of the
approved ADRD fraining, the curriculum approval
number, the number of hours of training received,
the date and location of the course, the training
provider's name and approval number, and dated
signature.
{4} The department or its designee reserves the
right to attend and monitor ADRD training
courses, review records and course materials
approved pursuant to this rufe, and revoke
approval for the following reasons:
10 app! i , failing to

maintain required training credentials, or

i i inating any faise or m

information.

{6) ADRD training providers satisfying the
requirements of Section 400.1755, F.8,, relating
to nursing homes, and Section 400.6045, F.S.,
relating to hospices, will satisfy the Level 1 and
Level 2 training provider requirements of
subparagraph 58A-5.0191(4)(a)3. and paragraph
58A-5.0191(4)(a), subsection (5), F.A.C. ADRD
training curricula satisfying the requirements of
Section 400.17565, F.S., relating to nursing
homes, and Section 400.6045, F.S., relating to
hospices, will satisfy the Level 1 curricutum
requirements of subparagraph 58A-5.0191(4)
()3, FAC.

This Statute or Rule is not met as evidenced by:

A087
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Based on record review and interview the facility
failed to ensure the ‘s or refated

{ADRD) training was completed by an
approved ADRD training provider for 3 (Staff A,
Staff B and Staff D) out of 4 sampled staff.

Findings included:
During a record review conducted on

of employee records, revealed the Administrator
signed off on the ADRD training cerlificates for

Staff A (Date of Hire ), Staff 8 (Date of
Hire ) and Staff D (Date of Hire

%
During an interview conducted on at

9:36am with the Administrator she stated she was
not an approved trainer for the ADRD, and she
confirmed the certifications for the staff did not
reflect the required information.

Photographic Evidence Obtained

Class Ili

A 181 59A-36.019(2) FAC Emergency Plan Approval A181
§8=D
(2) EMERGENCY PLAN APPROVAL. The plan
rust be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b) A new facility as described in Rule
59A-36.014, F.A.C,, and facilities whose
ownership has been transferred, must submit an
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emergency management plan within 30 days
after obtaining a license.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facitities.

{e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide proof of resubmission of the
compl 1sive emergency plan
(CEMP) within 30-days of receiving notification
that the plan must be revised.

Findings Included:

An atternpted record review conducted on

revealed the facility was unable to
provide proof of CEMP resubmission within
30-days of CEMP rejection and request for
revision.

A181
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During an interview conducted on at

Class Ili

8:32am via phone call with the Administrator, she
stated her last CEMP submission was rejecteted.
She continued to state she had not resubmitted it
and it had been over 30-days.
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