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{A D00}, Initial Comments {A 000}

Arevisitto biennial survey and
complaint investigation (complaint number:
2024011557) was conducted at The Inn at
Freedom Village on . Deficiencies
were identified at the time of survey.

{AOB1) 420,52(1 & 7) FS; 59A-36.011( ) FAC Training Aoshy
88=D 1 - Staff In-Service

42852
{1)(a) Each new assisted living facility employee
who has not previously compieted 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

the required preservi ' ion.
The facifity 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.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s, 429.075 is exempt from the fraining
requirements under s. 430.5025(4)(d).
{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 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
agency rule, Topics covered during the preservice
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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
living 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.

{¢) 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 license type and services offered
Dby the facility.

{3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shaif 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 control,
including universal precautions and facifity
sanitation procedures, before providing personal
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care to residents. The facility must use its
control policies and procedures when

offering this fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating 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 o 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 N
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 rute 59A-8.0095,
F.AC., must receive 3 hours of in-service fraining
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs,
2. Providing assistance with the activities of dally
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 training
within 30 days of empioyment in safe food
handling practices.
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{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 facility
failed to have employees sign pre-service
orientation certificates. Furthermore, the facility
failed to include the facility's poficy and
procedures during training regarding emergency
procedures, resident rights, and elopement
response for four employees (Staff A, B, C, and
D) of four sampled employees.

Findings included:

An employee record review for Staff A, B, C, and
D, conducted on , revealed that Staff
A, B, C, and D had not signed the training
certificates that they had training for the two-hour
pre-service orientation, Staff A, B, and C's
employee records did not contain evidence that
the employees had training regarding the facility's
policy and procedures and the chain of command
for the one-hour training regarding emergency
procedures. Staff A, C, and D's employee records
did not include training regarding the facility's
AHCA Form 3020-0001

STATE FORM L] E32412 f continuation shees 4 of 10




PRINTED: 01/07/2025

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
R
AL11953306 e — 12/26/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6410 21ST AVENUE, W,
INN AT FREEDOM VILLAGE (THE]
(THE) BRADENTON, FL 34208
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 081} Continued From page 4 {A081}

policy and procedures with the resident

rights training. Staff A and D's employee records.
did not include evidence that the employees had
training regarding the facility's elopement policy
and procedures with the elopement training. Staff
A was hired as a Resident Care Aide on

. Staff B was hired as a Resident Aide
on . Staff C was hired as a Medication
Technician on . Staff Dwas hired as a
Resident Care Alde ot .

During an interview with the Administrator,
conducted on between 02:48pm
through 03:18pm, the Administrator agreed that
Staff A, B, C, and D bad not signed their
pre-service orientation certificates. The
Administrator agreed that there was no evidence
inStaff A, B, C, and D's employee records that
the facility’s policy and procedures were used for
trainings regarding emergency procedures,
resident rights, and elopement.

Class #Hl

{A 090} 59A-36.011(11) FAC Training - {A 090}
$8=D

(11

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 facllity 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
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employment.
{¢) Training shall consist of the information
included in rule 58A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the employees had training
regarding

within thirty days of employment for two
employees (Staff A and C) of four sampled
employees.

Findings included:

A record review for Staff A and C, conducted on
, revealed that Staff Aand C's
employee records did not contain evidence that
the employees completed training regarding
within thirty days of employment. Staff A
was hired as a Resident Care Aide on
. Staff C was hired as a Medication
Technician on B

During an interview with the Administrator,
conducted on , the Administrator
stated that Staff A and C did not have evidence
that the employses completed training regarding

Class Hl

{A 160} 59A-36.015(1) FAC Records - Facility
88=D
59A-36.016 Records.

The facility must maintain required records ina
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized enfity. If records are maintained.
in an electronic format, facility staff must be

(A0S0}

A160}
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readily avaitable o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, o
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed ina
conspicuous and public place within the facility,
{b) An up-to-date admission and discharge log
fisting the names of alf residents and each
resident's!

1. Date of admission, the facifity or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facitity but
intending to return pursuant fo Rule 58A-36.018,
F.AC. If the resident dies while in the care of the
facility, the tog must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.AC.

{f) For facilities that have a surety bond, a copy of
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the surety bond currently in effect as required by
Rule 50A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h} If the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements as required by Section 429.177,

{i) A grievance procedure for receiving and
responding fo resident complaints and
recommendations as described in Rule
59A-36.007, F.AC,

{j) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate fo operate.

{k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
10 Section 429.435, F.S., and rule Chapter
B9A-40, F.A.C,, issued within the last 2 years,

{1) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.$., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

{n} The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drilfs.

{p) The facility’s policies and procedures pursuant
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1o subsection 59A-36,007(10), FA.C,;
{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility’s policy on physical

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility'’s policy on visitation pursuant to
Section 408.823(2)(a), F.8.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-38.021 and 59A-36.022, FA.C.,
respectively,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain employee records at the
ficensee's physical address.

Findings included:

During an observation of the records room at the
facility's licensed address, conducted on

at 12:00pm, there were no employee
records observed in the records room.

During an interview with the Administrator,
conducted on 12:00pm, the

ini stated that the records
were moved from the independent building with a
different address than the facility's licensed
address during the survey. The
Administrator stated that the human resources
office personnel must have taken the employee
records to another addressed location to update
the records.

During an interview with the Human Resources
Manager, conducted on at 12:40pm,
AHCA Form 3020-0001
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the Human Resources Manager stated that all of
the assisted living facility's employee records
were maintained and stored in the independent
building. The Human Resources Manager agreed
that the independent building did not have the
same address as the licensed assisted living
facifity.

Class Hil
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