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Initial Comments.

A re-icensure and generator monitoring survey
were conducted at  Nueva Vida ALF Inc on

. Deficiencies were identified at the
time of the survey.

59A-36.007(9) ASSISTIVE DEVICES

{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident’s assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

(c) Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and ufilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards,

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure there were
policies and procedures for resident’s assistive
devices for one out of six (Resident #5) sampled
residents.

Findings included:

On at 9:00 AM, observed Resident #5

A0DC

A034

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TLE

(x5 DATE

STATE FORM

LePP1

It continuation sheet 1 of 22




Agency for Health Care

PRINTED: 09/13/2024

FORM APPROVED

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

AL 11969645

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/20/2024

NAME OF PROVIDER OR SUPPLIER

NUEVA VIDA ALF INC

MIAMI, FL

33126

STREET ADDRESS, CITY, STATE, ZIP CODE
403 NORTHWEST BLVD

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A034

A 053
$8=0D

Continued From page 1

walking in the common areas using a walker.

Areview of Resident #5's record revealed no
documentation of assistive device policies and
procedures that included the requirements and
methods for assessing the physical condition of
assistive devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident’s assistive device.

On at 12:45 PM, the Administrator
confirmed that Resident #5's record did not have
policies and procedures for the use of assistive
devices (walker}).

Class i

59A-36.008(4) FAC Medication - Administration

{4) MEDICATION ADMINISTRATION.

{a) For facilities that provide medication
administration, a staff member licensed to
administer medications must be available to
administer medications in accordance with a
health care provider's order or prescription label.
{b} Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident’s record.

{c} icatit in: ion includes

any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.
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Continued From page 2

{d) A facility that performs clinical laboratory tests
for residents, including " testing,
must be in compliance with the federal Clinical

{ y imp of 1988
{CLIA) and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facllity. Afederal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinical
faboratory testing with the residents’ equipment.
Information about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Heaith Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308; telephone
{850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to ensure that only
ficensed staff administered medications for one
out of six {Resident #1) sampled residents.

Findings included:

Observation on at 11:45 AM showed
Resident #1 was lying in bed and Staff B
administered her medication. She crushed her
medication, mixed it with the food, and fed the
resident the medication.

Areview of Resident #1's record revealed she
was admitted on . Areview of the
1823 health assessment completed on
showed the resident was diagnesed with type 2

. ., bedbound,
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Continued From page 3

.\ eft . .. .. and dependent on

.. . The resident received hospice care. The
physician indicated the resident needed
assistance with eating and fotal care with
ambulation, bathing, . grooming, toileting,
and transfer. The resident needed assistance
with medications.

Areview of the facility's employee records
showed that Staff B completed six hours of

i with self- ini of
training on

On at 12:15 AM, Staff B stated that
she administered the medications to Resident #1
because she could not assist. In addition, she
said she was not a licensed healthcare provider.

Class Il

429.52(1 & 7) FS; 58A-36.011( ) FAC Training
- Staff In-Service

429.52

{1)}{a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facifity residents. Upon comptetion, the
employee and the administrator of the facllity
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.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
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However, an employee of an assisted living
facility licensed as a fimited mental health facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).

{c} If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 pefore interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(a)

{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 ieast 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection

(b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employes and the facility
administrator must sign a statement that the

the preservice ori i

in the employee's personnel

which must be kept i
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
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Continued From page 5

1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
.\ .. »may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .
neglect, and . | . The facility must use its

prevention policies and procedures when

offering this training.
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Continued From page 6

{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
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

() Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
(30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on observation record review, and
interview, the facility failed fo provide a
pre-setvice orientation of at feast 2 hours for two
out of three (Staff B, and C) sampled staff.

Findings included:

On at 11:30 AM, Staff B and C were
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Continued From page 7

observed taking care of six residents.

Areview of the employee records showed Staff
B, and C did not have dosumentation that they
completed 2 hours of pre-service orientation
before interacting with residents. Staff B was
hired on and Staff C was hired on

On at 12:45 PM, the Administrator
stated that they received pre-services orientation.
He was unable to provide the documentation
during the survey.

Class Il

58A-36.011(7) FAC Training - Nutrition & Food
Service

(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted lving facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have two hours of continuing education
in nutrition and food service for one out of three
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Continued From page 8

{Staff A) sampled staff.
Findings included:

Areview of Staff A's (Administrator) employee
records showed the last two-hour nutrition and
food service training was dated

On at 12:45 PM, the Administrator

stated that he received two hours of continuing
education in nutrition and food service. He was
unable to provide the documentation during the
survey.

Class Ili

429.27(2) FS; 59A-36.013(3) FAC Fiscal - Surety
Bonds

429.27
{2) Afacility, or an owner, administrator,
employee, or representative thereof, may not act
as the guardian, trustee, or conservator for any
resident of the assisted living facility or any of
such resident's property. An owner, administrator,
or staff member, or representative thereof, may
not act as a competent resident's payee for social
security, veteran's, or raflroad benefits without the
consent of the resident. Any facility whose owner,
ini , or staff, or rep: ive thereof,
serves as representative payee for any resident
of the facility shall file a surety bond with the
agency in an amount equal to twice the average
monthly aggregate income or personal funds due
to residents, or expendable for their account,
which are received by a facility. Any facility whose
owner, administrator, or staff, or a representative
thereof, is granted power of attorney for any
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Continued From page 9

resident of the facility shall file a surety bond with
the agency for each resident for whom such
power of attorney Is granted. The surety bond
shaif be in an amount equal to twice the average
monthly income of the resident, plus the value of
any resident's property under the control of the
attorney in fact. The bond shall be executed by
the facility as principal and a licensed surety
company. The bond shalt be conditioned upon
the faithful compliance of the facility with this
section and shall run to the agency for the benefit
of any resident who suffers a financial loss as a
result of the misuse or misappropriation by a
facility of funds held pursuant to this subsection,
Any surety company that cancels or does not
renew the bond of any licensee shall notify the
agency in writing not less than 30 days in
advance of such action, giving the reason for the
cancellation or nonrenewal. Any facility owner,

ini , or staff, or ive thereof,
who is granted power of attorney for any resident
of the facility shall, on a monthly basis, be
required to provide the resident a written
statement of any transaction made on behalf of
the resident pursuant to this subsection, and a
copy of such statement given to the resident shail
be retained in each resident's file and available
for agency inspection.

59A-36.013

{3) BURETY BONDS. Pursuant to the
requirements of section 429.27(2), F.8.:

{a) For entities that own more than one facility in
the state, one surety bond may be purchased to
cover the needs of af residents served by the
entities.

{b} The following additional bonding requirements
apply to facilities serving residents receiving
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Continued From page 10

1. )f serving as representative payee for a
resident receiving . the minimum bond
proceeds must equal twice the value of the
resident’s monthly aggregate income, which must
include any supplemental security income or
social security , income plus the
payments, including the personal needs
allowance.

2. If holding a power of attorney for a resident
receiving , the minimum bond proceeds
must equal twice the value of the resident's
monthly aggregate income, which must include
any supplemental security income or social
security , income; the payments,
including the personal allowance; plus the vaiue
of any property belonging to a resident held at the
facitity.

(¢} Upon the annual issuance of a new bond or
continuation bond, the facility must file a copy of
the bond with the Agency Central Office.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a surety bond for residents that the
facility serves as representative payee for one out
of six (Resident #6) sampled residents.

Findings included:

Areview of the facility's record revealed the
facitity's surety bond expired on

On at 12:45 PM, the Administrator
stated the facility received the sociat security
benefits of Resident #6 under the facility's name.
He said that they would get the surety bond.

Class Il
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Continued From page 11

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
by each staff who performs services for which
ticensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
pl i with

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

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alt staff
training and continuing education required by
Rule 59A-36.011, FA.C.,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for alf staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 58A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,
5. Documentation verifying direct care staff and
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administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
{b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facifity. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview the facility
failed to maintain documentation of background
screening for one out of three {Staff C) sampled
staff. The facility failed to have an attestation of
compliance with background screening on file for
one out of three {Staff C} sampled staff. The
facitity failed to maintain a copy of an employment
application with references for one out of three
{Staff C) sampled staff.

Findings included:

Areview of the clearinghouse database revealed
that Staff C has an eligible level Il background
screening dated

Areview of Staff C's employee record showed no

ion of an empl ication, no
documentation of an efigible level Il background
screening, and no documentation of a signed
attestation of compliance in the file.
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Continued From page 13

On at 12:40 PM, Staff B
acknowledged that the documents were not in
Staff C's employee file.

Class i

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
1. Name,
2.,
3. Race,
4. Date of birth,
5. Place of birth, if known,
6. Social security number,
7. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident’s health care practioner and case
manager, if applicable.
{b} A copy of the Resident Health Assessment
form, AHCA Form 1823 or the heaith care

i 's medicat ination form
in Rule 59A-36.006, F.A.C.
{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.
{e} The resident care record described in
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paragraph 59A-36.007(1)(f), F. A.C.
(A record thatis initiated on admission
Information may be faken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  ,  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that ., .. not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facitity, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.S.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |

.. ( ), CF-ES 1008,
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Continued From page 16

2005, which is hereby incorporated by reference
and available for review at:

http: w.firules.o asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.

(m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
F.AC.

(0) The resident's

Forrn 1886, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{a) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

3 i resident records for
facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in Rules 59A-36.020,

,DH
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59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview the facility
failed to have an accurate health assessment for
two out of six {(Resident #1 and #6) sampled
residents. The facility failed to maintain
documentation of the | | of a health
care surrogate, health care proxy, guardian, or
the existence of a power of attorney (POA) for
one out of six (Resident #3) sampled residents.
The facility failed to document a at the
time of the admission for one out of six (Resident
#2) sampled residents.

Findings included:

1)
Observation on at 9:30 AM showed
Resident #1, and #3 were lying in bed.

Observation on at 11:45 AM showed
Staff B administered the medication to Resident
#2. She crushed her medication, mixed it with the
food, and fed the resident.

Areview of Resident #1's record revealed she
was admitted on . Areview of the
1823 health assessment completed on
showed the resident was diagnesed with type 2
. ., bedbound,
. . left . - - and dependent on
.. . The resident received hospice care, The
physician indicated the resident needed
assistance with eating and fotal care with
ambulation, bathing, . grooming, toileting,
and transfer. The resident needed assistance
with medications, and a diet/ mechanicat
soft diet.
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A review of Resident #1's hospice care plan dated
showed the resident needed a puree
diet.

A review of Resident #6's record revealed she
was admitted on . The heaith

assessment completed on showed
the resident was diagnosed with .

,gait , smoking, .

. . and poor vision. The physician
indicated the resident was independent with
eating and needed supervision with grooming and
assistance with ambulation, bathing, -
tolleting, and transferring. The resident needed a
regular diet and low

Areview of Resident #6's hospice care plan dated
showed the resident needed a
mechanical soft diet and was bedbound and

On at 12:45 PM, the Administrator
stated they had a new health assessment for
Residents #1 and #6. He did not understand why
they were not at the facility.

2)

A review of Resident #3's record showed a
contract dated signed by her
daughter. There was no documentation that the
residenthadan ., with a health care
surrogate, health care proxy, or guardian, or the
existence of a power of attorney (POA) in file.

On at 12:45 PM, the administrator
stated the facility did not have documentation of
Resident #3's heaith care surrogate, health care
proxy, guardian, or power of attorney.
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Continued From page 18

3)

Acreview of Resident #2's record revealed he was
admitted on . The record did not have
documentation of his |, at the time of
admission.

On at 12:45 PM, the administrator
acknowledged Resident #2's record did not have
documentation of the ., . at the time of the
admission.

Class Ili

428.075(1) FS; 59A-36.011(8) FAC LMH ~
Training

429.075

{1) To obtain a limited mental health license, a
facitity must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
heath license, 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
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part 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

A162
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{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 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

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 to 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:

{1} Mental health needs, services, behaviors and

appropriate interventions;

(1) Resident progress in achieving treatment

goals;

{11y How to recognize changes in the resident's

status or condition that may affect other services

received or may require intervention; and,

{ ) Crisis services and the

procedures.

3. For administrators and managers, the

continuing education requirement under this

subsection wili satisfy 3 of the 12 hours of

AL243
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continui ducation required bi 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 on record review and interview, the facility
failed to ensure the staff who had direct contact
with residents with a mental health condition
received a minimum of six hours of specialized
training in working with individuals with mental
health diagnoses for two of three (A-Administrator
and B) sampled staff.

Findings included:

Areview of the facility's license revealed 3 limited
mental health specialty component.

Areview of Staff A's and B's personnel records
showed no documentation of initial training of six
hours within six months of hire. Staff A was hired
on and Staff B was hired on

On at 12:45 PM, the Administrator
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