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Initiat Coraments

A Standard Survey with generator monitoring was
conducted at Home Mercedes, Inc on
Deficiencies were identified at the time of the
survey.

429.52(1 & 7) FS; 59A-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 facility residents. Upon completion, 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.

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

{c) i an assisted living facility employee
completes the 1-hour training required under s.
430.5026 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{7) Facility staff shalt participate in inservice

training relevant to their job duties as specified by
agenoy rule. Topics covered during the preservice
orientation are not required to be repeated during

AQ00

A081
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inservice training. A single certificate of
completion that covers all required insetvice
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 all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
(1)

{b) New staff must complete the preservice
orientation prior to 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 fo topics that may be chosen by
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. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility 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 fraining in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
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controf policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . maybe 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, shal
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 facility.
2. Recognizing and reporting resident ,
neglect, and | . The facility must use its

prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home heaith aides
trained in accordance with rute 59A-8.0085,
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 fraining
within 30 days of empioyment in safe food
handling practices.
{f) All facility staff shall recelve in-service training
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regarding the facility's resident elopement
response policies and procedures within thirty
{30} days of employment.

1. Al facility staff shall be provided with a copy of
the facility'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, interview and record
review, the facility failed to ensure one of two
{Staff B) sampled employees completed the
in-service training's for resident rights in an
assisted living facility: recognizing and reporting
resident . neglect, & . | and the
facility's resident elopement response to facility
staff within thirty (30) days of employment.

Findings included:

Record review for Staff B hired showed
there was no documentation of facility's in-service
training for resident rights in an assisted living
facility, recognizing and reporting resident .
neglect, and | and elopement.

On at 1:50 PM, the Administrator
acknowledged stated, ") think she had it, but |
must have removed it and placed it somewhere
else.”
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59A-36.011(4) FAC Training -/
O]

[ ). Pursuant to section
381.0035, F.3., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.8., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.8. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection {(12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to complete the and
and
L, ) training within 30 days of
employment for one out of two {Staff C) sampled
staff.

Findings included:

Record review for Staff C hired showed
there was no documentation of facility's in-service
training for and training.

On at 1:50 PM the Administrator
acknowledged that Staff B did not have the
training.

Class Hll

59A-36.011(5) FAC Training - First Aid and

{5} FIRST AID AND
( ). A staff member who

A0B2

A083
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has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
1o perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is ited by the C ission on itati
for Pre-Hospitat Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.8,, shall be
considered as having met the training
requirements for both First Aid and CP.R,

This Statute or Rule is not met as evidenced by:
Based on observations record review and
interview the facility failed to ensure one out of
two (Staff B) sampled staff completed the First
Aid and { .\ .

training and heid a valid card documenting
completion of such courses had to be in the
facility at all times.

Findings included:

On 124 at ©:00 am Staff B (hired )
was found alone in the facifity with a census of
four residents. She was observed in the assisting
residents with care. On at 9:41 am the
Administrator arrived at the facility.

Review of the employes staffing pattern posted
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59A-36.011
{B) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who w‘li be provldmg assistance with the
as 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
requ;rements WI\h respect to the supervision,

and
medications in assisted living facilities;
procedures and technigues for assisting the
resident with self-administration of medicatien
including how to read a prescription label;
providing the right medications to the right
resident; common medmahons the imponance of
taking icati as ;e of
side effects and adverse reactnons and

of
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did not have Staff B listed. The schedule showed
two employee listed at a live in and the
Administrator to work 7 AM to 7 PM.
Employee record review revealed Staff B had no
do fon that she had and
updated First Aid and course.
.On at 1:20 PM the Administrator
confirmed after review of file that Staff B did not
have an valid and First Aid card.
Class i
A 084 509A-36.011(8) FAC 429.52(6), FS Training - A084
$5=D| Assis Self-Admin Meds & Med Mgmt
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procedures to foliow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include i of proper i

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 a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription iabel;

2. Provide assistance with self-administration in
accordance with section 428.256, F.8,, and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, |
forms, and | . | and
dosage forms;

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

¢. 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 health 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;

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

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and R that are prefilled by the

dosage
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er by faking the Linits

previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;
i, Assist with :
jUsea to perform
testing;
k. Assist residents with |
and continucus positive airway pressure (CPAR)
devices, excluding the titration of the
jevels;
1. Apply and remove
hosiery;
m. Placement and removal of
excluding the removal of the
manipulation of the site; and,
n. Measurement of . '
temperature, and | , rate,
{c) Unlicensed persons, as defined in section
428.256(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
confinuing education training on providing

. with seff-admin .
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have
successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

stockings and

. bags,
or

rate,
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428.52

{6} Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a jicensed
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 Rute is not met as evidenced by:
Based on record review and interview the facility
failed to complete the two hours of continuing
education fraining on providing assistance with
self-administered medications and safe
medication practices in the facility for one out of
two {Staff B ) sampled staff.

Findings included:

Review review of personnel files for Staff B hired
on compieted the six hours medication
training on
and the two hours continuing education on

. The two hours update expired on

On at 2:15 PM the Administrator
acknowledged after review that they could not
find the two hours medication training as
required.

Class il

B59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

A0R4

A152
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{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant fo

section 429.28(1){a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order,

{b) Pursuant to section 429.27, F.8., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided. with privacy during

use.

{e) Facilities must make available linens and

personat laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
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failed to ensure all mechanical, electrical and
structural systems, and appurtenances were
maintained.
Finding included:
On at 9:00 AM tour revealed Bathroom
#1 where all resident relieve themselves had no
toilet seat on the toilet. On 08/3024
In an interview on at 1:15 PM the
Administrator stated, "l have here, we did not
remember to put it on"
Class #l
A 182 59A-36.018(3) FAC Emergency Mgmt - Plan A182
$8=D| |mplementation

(3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
e ible for i ing the
management plan. New staff must be trained on
the plan within 30 days of employment.
{b) If telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

communication

This Statute or Rute is not met as evidenced by:
Based on nbservation and interview, the facility
failed to ensure that one of two (Staff B) sampled
staff was able to exercise her responsibilities to

i the plan.
Staff B was unable to start the alternate power
source {a portable generator) that would be used
1o cool the facility in the event of a loss of primary
power.
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Findings included:
Observation on at 09:20 AM revealed

the facility had a portable generator connected to
fuel ine outside.

On at 9:20 AM Staff B was asked to
start the generator, Staff B stated, " do not
remember how to turn on the generator. | have to
wait untif the owner get here."
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