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A000; Initial Comments A 000

An unannounced bienniat survey, which included
a review of the I;rmted nursing services license,
the col
plan, and a generator assessment was
conducted at The Waterford At Creekside, an
Assisted Living Facility in Pensacola, FL, on

. A complaint review for
complalnt #2024009393 was completed
concurrent to this survey. At the time of survey,
there were areas of concern identified.

A007, 59A-36.006(1) FAC Admissions - Criteria A0O7
8§8=D
{1) ADMISSION CRITERIA.
{a) An individual must meet the following
minimum criteria in order to be admitted to a
facility holding a standard, limited nursing
services, or limited mentat health license:
1.Beatleast
2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .
(G} may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.
3. Be able to perform the activities of daily living,
with supervision or assistance if necessary.
4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.
5. Be capable of taking medication, by either
self-administration, assistance with
self-administration, or administration of
medication.
a. if the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
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this assistance. If unficensed staff will be
providing assistance with self-administration of
medication, the facifity must obtain written
informed consent from the resident or the
resident's surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this service or
the resident, or the resident’s legal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service o the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a health care practitioner, or a
mental health practitioner licensed under Chapter
490 or 491, F.8,

8. Not require 24-hour licensed professional
mental heaith treatment.

9. Not be bedridden, unless the resident is
recelving licensed hospice services pursuant o
Section 429.26(1)(c), F.S.;

10.Nothaveany , or4, A
resident requiring care ofa

may be admitted provided that:

a. The resident either:

{I) Resides in a standard or limited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{I1) Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
practitioner;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

c. if the resident’s condition fails to improve within
30 days as documented by a health care
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practitioner, the resident must be discharged
from the facifity.

11. Residents admitted to standard, limited
nursing services, or limited mental health
ficensed faciliies may not require any of the
foliowing nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with -

c. Monitoring of gases,

d. Management of post-surgical drainage tubes

and vacuum devices;

e. The administration of products in the
facility; or

f. Treatment of surgical or f
uniless the surgical or and the

underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or limited mental health licenses
may not require any of the following nursing
services:

and

a. . performed

in the facility,

b. . performed in the facility.

13. Not require 24-] hour nursing supervision,

uniess the resident is receiving licensed hospice

services pursuant to Section 429.26(1)(c}), F.8.;

14, Not require skilled rehabilitative services as

described in Rule 59G-4.290, F.AC.

15. Be appropriate for admission to the facility as
by the facility ini . The

must base the ination on;
a. An assessment of the strengths, needs, and
preferences of the individual;
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b. The medical examination report required by
Section 429.26, F.S.;
c. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
unless specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule Chapter 69A-40, F.A.C.
{b) Aresident who otherwise meets the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

.. orassistance with routine . care
of site . Pplacement, may be admitted
10 a facility with a standard license as long as the
facility has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c) Nursing staff may not provide training to
unticensed persons, as defined in Section
429.256(1)(b), F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unficensed persons. This
provision does not restrict a residentor a
resident's representative from Jwitha
licensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with & standard license.
{d} Not withstanding any other provisions of this
rule, an individual enrolled in and receiving
ficensed hospice services may be admitted to an
assisted fiving facility pursuant to Section
429.26(1)(d), F.S
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{e) Resident admission ctiteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure 1 of 15
sampled residents met the minimum criteria of
not requiring 24-hour nursing supervision.
{Resident #7)

The findings include:

On , a record review was conducted of
Resident #7's medical record. The review
revealed a Resident Health Assessment for
Assisted Living Facilities dated that
stated that the resident requires 24-hour nursing
care.

On , & record review was conducted of
Resident #7's Residence and Service Agreement
with @ commencement date of , which
stated that the resident must not require 24-hour
nursing supervision.

On at approximately 3:35 PM, an
interview was conducted with the Weliness
Director. She confirmed the facility nurses only
work 7:00 AM - 7:00 PM and they do not provide
24-hour nursing care. The Weliness Director
stated a nurse is on-call from 7:00 PM - 7:00 AM.
She also confirmed Resident #7 is not under the
care of hospice. The Wellness Director stated the
Resident Health Assessment for Assisted Living
Facilities dated is the most recent and
confirmed it states Resident #7 requires 24-hour
nursing care.
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$8=D | Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES,

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.A.C.

{b) In accordance with Section 429.28, F.S., the
facifity must have a written grievance procedure
for recelving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint,

{¢) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in & common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and precedures that must be
included in the admission package provided
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pursuant to Rule 59A-36,006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibifitie:
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident

. neglect, and

6. Administrative and housekeeping schedules
and requirements;
7. control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and
10, Physical .
{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required fo clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a

i if a resident is by the
facility, the resident must be compensated in
compliance with state and federal wage laws,
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calfs to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
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any civil or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be freated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, $0 as to maintain individuality and
personai dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 3 a.m. and 9 p.m.
at a minimum. Upon request, the facility shalt
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and fo pursue
the highest possible level of independence,

and i ion within the
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in s. 428.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
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several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shal be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

. . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the ity.

{k) At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . . the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
o Program for assi with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to i the resk of an indivi
without notice as provided herein, the facility shall

AHCA Form 3020-0001

STATE FORM

CMVN1T

i coninuastion sheet 9 of 26




PRINTED: 10/09/2024

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11964582 B WING 07/23/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9015 UNIVERSITY PARKWAY
THE WATERFORD AT CREEKSIDE
PENSAGOLA, FL. 32514
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A030! Continued From page 9 AQ30

show good cause in a court of competent
Jurisdiction.
{l) Present grievances and recommend changes
in poficies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and fo associate with advocacy or
special interest groups.
(2) The administrator of a facility shall ensure that
a written notice of the rights, . and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the focal ombudsman
coungil, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a focal
iong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder
Hotline operated by the Department of
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Children and Families, and
Florida.

, Rights

429.27 Property and personal affairs of
residents.-
{1)a) A resident shalf be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

N or , under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibitity for
the personal affairs of the resident, except that
which may bs necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based upon record review and interview, the
facility failed to notify the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and

, Rights Florida of for 1 of 14
residents. {Resident #13)

The findings include:

Arecord review of adverse incident report noted a
report dated which indicated that it was
reported fo the Weliness Director that Employee
R (Medication Technician} abuses residents.
According to the report, Employee R twisted
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Resident #13's and stepped on his

Upon further investigation, it was discovered that
the alleged victim had a to his left arm.
‘When questioned how it occurred, the resident
stated that one of the other residents did it. After
a 2nd interview conducted by the Weliness
Director, the resident stated that Employee R did
it by twisting his arm. Resident #13 stated that he
was not experiencing any | or emotional
distress, but questioned if Employee R would
continue employment. Based on facts and
findings of the internal investigation, it was
determined that the alteged , did actin
a physically manner towards Resident
#13.

Arecord review of a physician visit dated

verified that Resident #13 had a of left
without complication.
On at approximately 2:25 pm, an

interview with the Weliness Director and
Executive Director verified the details of this
report. The Executive Director reported that he
attempted to use the electronic form to report this
on two occasion but was not able to get through.
As of the date of the interview ( ), he had
not reported alleged to the hotline.
The facility could not produce documentation that
it had notified the State Long-Term Care
O Program or local
council, the Eider Hotline operated by the
Department of Children and Families, and
, Rights Florida after the aflegation of
was confirmed.

Class HHl
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A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=0 | Standards

59A-36.007
{7) ELOPEMENT STANDARDS,
{a) Residents Assessed at Risk for Eloperment.
All residents assessed at risk for slopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility, If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2}
{a), F.A.C., this requirement is satisfied. 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.S., is exempt from this requirement
for up to 30 days.
1. As part of its resident efopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or (c),
F.A.C., must be generally aware of the ocation of
all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and faw enforcerment as necessary.
The facility's file must contain the resident’s photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
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resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsibie for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{¢) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to put measures in place upon discovery
and after an elopement for 1 of 14 sampled
resident. (Resident #12)

The findings include:

According to an incident dated at
approximately 11:30am, "{Resident #12] was let
out of the cottage by a dietary staff member and
then the resident off property.
Management, police and family were notified.
Resident was located sent o hospital for
assessment and returned to the facility all within
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an hour of .. off property. Resident was
assessed upon return without injury or emotional
distress."

Amdiacl record review was conducted of
Resident #12. Resident #12 was admitted to
facility on . The record indicated that the
resident was an elopement risk upon admission
and had a history of elopement behaviors, The
maedical history and diagnoses indicated she has

and severe with behavioral
issues.

On at approximately 1:20 pm, an
interview Executive Director and Wellness
Director revealed that on , they
received a call that the care givers and nursing
staff had initiated a search for Resident #12 when
she was not found in her building, and they had
notified 811 emergency services. The Wellness
Director reported that she notified the family and
management staff. The Executive Director
reported that the facility investigated the incident
and activated the protocol, which was finding the
resident, but could not provide documentation for
the investigation. The Wellness Director reported
that she had not reviewed the health assessment
for Resident #12 which indicated that resident
was an elopement risk at time of admission. The
Weliness Director reported that, after the
elopment, the facility did not ensure that Resident
#12 had identification on their person that
included the resident's name, address, and
telephone number.

The facitity's policy on resident
elopement/ . risk, effective

, updated states, "Purpose of policy to
identify behavior of resident's who may beat risk
for elopement. To provide & process of
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undertaking an initial and ongoing assessment for
To identify the i
documentatin, and procedure for
residents at risk for elopement. To identify and
execute a negotiated risk assessment with
resident andfor Power of attorney. To promote the
highest fevel of resident independence and
possible when necessary to terminate a residency
agreement or evict a resident. The policies and
procedures (A) assessment indicated that all
assisted living residents will be assessed for

risk on s ission after
hospitalization, presentation of exit seeking
behavior,”
Class #l
A081 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081

$8=D! - Staff in-Service

42852
{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 crientation must be at least 2 hours in
duration and cover topics that help the employee
provide respensible 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 empl cyee

the required preservi i
The facil |\y must kesp the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
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requirements under s. 430.5025(4)(d).

{c) If 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 shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required fo 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 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 to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's ficense type and services offered
by the facility.
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{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 training in contral,
including universal precautions and faciity
sanitation procedures, before providing personal
care to residents. The facility must use its.
controf 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, shalf
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 health aides
trained in accordance with rule 59A-8.0098,
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F.AC., 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.

{e) Staff who prepare or serve feod, 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. 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 record review and interview, the facitity
failed to ensure that 4 of 5 sampled staff received
at least 2 hours of preorientation, nutritional and
safe food handiing, reporting major incidents,
reporting adverse incidents and emergency
procedures trainings. {Employees A, B, C, and D)

The findings include:

A record review of Employee A {a Medication
Technician Supervisor with a hire date of
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Continued From page 19

), Employee B (a Medication Techniclan
with a hire date of ), Employee C (a
dietary staff with a hire date of yoand
Employee D (a Caregiver with a hire date of

) personnel records revealed that
Employee A had not received preorientation of at
least 2 hours and nutritional and safe food
handling training, Employee B had not received
training in nutritional and safe food handling,
employee C had not received training in reporting
major incidents, reporting adverse incidents and
emergency procedures, and Employee D had not
received fraining preorientation of at least 2 hours
and nutritional and safe food handling training
and in reporting major incidents, reporting
adverse incidents and emergency procedures.

On at approximately 1:00pm, the
Business Office Manager confirmed that she
could not find missing trainings for staff members
A B,CandD.

Class #Hl

59A-36.011(10) FAC Training - ADRD
{10y AND RELATED
{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 61G20-1.001, FAC,,
Florida Building Code Adopted, must ensure that
facility staff receive the following training.

{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4

A081

A08S
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hours of initial training within 3 months of
emptoyment. Completion of the core training
program between | . and
shall satisfy this requirement. Facility staﬁ who
meet the requirements for ADRD training
providers under paragraph (g) of this subsection,
will be considered as having met this
requirement. Initial training, entitied "

and Related Level | Training,”
must address the following subject areas:
1. Ur\derstandmg and retated

2. Characteristics of
3. Communicating with residents with

4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant fo sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facility and Related

Level I Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitied "
and Related Level i Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.

and Related Level

Il Training must address the following subject
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
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4, Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with 's and Related

" dated , Incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.S., and subsection
{1) of this rule, or 3 of the 8 hours of continuing
education for extended congregate care required
by subsection {7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3) months of
employment. "incidental contact” means all staff
who neither provide direct care nor are in reguiar
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or refated or

2. Three years of practical experience ina
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program providing care to persons with

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

or refated
{h) With to i in
{g), & Master's degree from an accredited coliege
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
pasis for the required Bachelor's degree
referenced in paragraph {g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 2 of 5 sampled employees
received Level |} 's training for 4 hours.
{Employees Aand D)

The findings include:

Arecord review was conducted of Employee
A/Medication Technician personne! file, who was
hired on - There was no documentiation of
Level il training for 4 hours,

A record review was conducted of Employee
DiCaregiver personnel file, who was hired on
. There was no documentation of Levet Il
training for 4 hours.

On at approximately 1:00 pm, an
interview with the Business Office Manager
confirmed that she could not find missing
trainings for Employees Aand D.
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A 090 59A-36.011(11) FAC Training - A090
§8=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 faclility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 3 of 5 sampled employees
recelved at least one hour of training in the
facility's policy and procedures regarding

} within 30 days after
employment. (Employses A, B, and D)

The findings include:

Arecord review was conducted of Employee A's
{hire date ), Employee B's {(hire date

), and Employee D's (hire date )
personnel records and found no training
within 30 days after employment,

On at approximately 1:00 pm, an
interview with Business Office Manager
confirmed that she could not find any
trainings for staff members A, B and D.
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(3) RECORDS.

{a) Arecord of all residents receliving limited
nursing services and the type of services
provided must be maintained at the facility.
{b) Nursing progress notes must be maintained
for each resident who receives limited nursing
services from facifity staff.

{c) A nursing assessment conducted at least
monthly must be maintained on each resident
who receives a limited nursing service.

429.07 (3){(¢)2, FS

A facility that is licensed to provide limited nursing
servioes shall maintain a written progress report
on each person who receives such nursing
services from the facility's staff, The report must
describe the type, amount, duration, scope, and
outcome of services that are rendered and the
general status of the resident's health...

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a record of monthly nursing
assessments for 1 of 2 sampled residents
receiving limited nursing services (LNS).
{Resident #7)

The findings include:
On a record review was conducted of the

facility's LNS log, which revealed Resident #7
received LNS, No start date was listed.
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On a record review was conducted of
Resident #7's LNS Monthly Nursing
Assessments, which revealed the following: an
assessment dated on page 1 had only 1 of
2 pages and no nurse's signature; an assessment
dated on page 1 did not have a nurse's
signature or date on page 2; an assessment
dated on page 1 did not have a date on
page 2; an assessment dated on page 1 did
not have a complete date or a date on page 2. No
other LNS Monthly Nursing Assessments were
found for Resident #7.

On at approximately 3:25 PM, an
interview was conducted with the Wellness
Director, who stated Resident #7 began receiving
LNS on . She stated Resident #7 should
have monthly nursing assessments documented
for each month the resident received LNS. She
confirmed the only nursing assessments she had
in the LNS book were dated . ,

.and - The Welliness Director further
confirmed that Resident #7 still receives LNS and
is not under the care of hospice services.
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