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Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upen beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost, The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}). The
additional training must include, but is not limited
0, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11963806 B.WING 09/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
101 CLYDE MORRIS BLVD
ORMOND IN THE PINES
ORMOND BEAGH, Fl. 32174
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
€2Z875| Continued From page 1 CZ875

AHCA Form 3020-0001

STATE FORM

236611

i continuation shoet 2of 8




Agency for Healih Care Administration

PRINTED: 11/06/2024

FORM APPROVED

and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to demonstrate that all staff persons, who
provided personal care to residents of the
assisted living facility, completed 3 hours of
additional fraining on 's and Related
{ADRD), within 7 months of hire, in
addition to the 1 hour training required within the
first 30 days, for 2 of 4 staff persons whose
records were reviewed (Staff A and Staff C).

Findings included:

Areview of Staff A's personnel record revealed a
date of hire of as a direct care employee.

The record contained a 1 hour course certificate
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for training in ADRD, but there was no additionat
3 hour fraining certificate in her record.

Areview of Staff C's personnet record reveated a
date of hire of as a direct care employee,
The record contained a 1 hour course certificate
for training in ADRD, but there was no additionat
3 hour fraining certificate in her record.

In an interview with the Business Office Manager
at 3:15pm on . she stated that she looked
for all the missing fraining records for Staff A and
Staff C, and she could not find them. She felt
certain they had the training, but the facility's
previous management company took alf of the
staff records when they were recently replaced by
the new management company. She said they
would retrain the staff so that they would have
new training certificates.

Class HHl

Initial Comments

A reti and a complaint
#2023007836) survey was conducted on
Deficiencies were identified at the time of the
survey.

428.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
(2) The administrator or owner of a facility shalt
maintain personnel records for each staff
member which contain, at a minimum,
fon of background ing, if
fon of g with aft

Cz875
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training requirements of this part or appficable
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rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure 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
ication, 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 all staff
training and continuing education required by
Rule 59A-36.011, FAC,,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-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
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required fo 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 facility. However, the facility
must maintain a copy of the contract between the
facifity and the staffing agency or contractor as
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described in Rule 50A-36.010, FAC.

{¢) 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, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to maintain training records for 3 of 4
sampled staff who provide personal care to
residents (Staff A, Staff B and Staff C).

Findings included:

Areview of Staff A's personnel record revealed a
date of hire of as a direct care worker.
The record was missing in-service training
certificates for a 2 hour pre-service fraining, 1
hour of elopement response training, 1 hour of
food setvice safety training, 1 hour of human

-deficiency and auto-

{ ! ) training, 1 hour of

training, and 1 hour of resident

rights and prevention of and neglect
training. Staff A, who also assisted residents with
self-medication, was also missing her 6 hour
Medication Technician initial training certificate
and her latest 2 hour annual Medication
Technician updated training.

A review of Staff B's personnel record reveated a
date of hire of . The record was missing
evidence a 1 hour of elopement response fraining
was completed.

Areview of Staff C's personnet record on
revealed a date of hire of as a direct care
worker. The record was missing evidence of a 2

hour pre-service training, 1 hour in elopement
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response training, 1 hour in food service safety
training, 1 hour of

training, and 1 hour of resident rights and
prevention of and negtect training.

In an interview with the Business Office Manager
at 3:18pmon . she stated that she looked
for ail the missing fraining records for the
employees, whose records were reviewed and
she could not find them. She felt certain they had
the fraining, but the facility's previous
management company took all of the staff
records when they were recently replaced by the
new management company.

Class #ll

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11963806 B.WING 09/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
101 CLYDE MORRIS BLVD
ORMOND IN THE PINES
ORMOND BEAGH, Fl. 32174
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A 181} Continued From page 7 A181

AHCA Form 3020-0001

STATE FORM

236611

1 continuation shoet 8 of 8



