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Initiat Coraments

An unannounced Relicensure, Complaint
{#2024007087 & #2024010378), and Generator
Monitoring survey were conducted on at
Caring Assisted Living LLC. The facility had

iencies related to the Rel and
Complaint #2024010378 identified at the time of
the visit.

429.26( )FS,; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form oron a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission 1o, continued
residency in, or the defivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility, The medicat
examination form, reflecting the resident's
condition on the date the examination is
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performed, becomes a permanent part of the
facility's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
428.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnet within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or

administrator. Additionally, in the case of a mentat

heaith resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical sociat waorker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documenttation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this fon related to i for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission 1o the facility. The Depariment of
Children and Families shall provide to the facility
administrator any information about the resident
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which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
.. require such

assistance.

59A-36.008

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medicat examination completed by a

health care practitioner as specified in either

paragraph (&) or (b) of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of s

., services required by the

or any other

corvllm’unicable . which are likely to be
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transmitted to other residents or staff,

7. Astatement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , which is
incorporated by reference and available onfine at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-13531, Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. i the health care practitioner’s form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted iterns may be obtained by
the administrator or designee either oraily or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident’s record within 30
days after the resident’s admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11969412 B.WING 01/06/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
2588 SW GROTTO CIRCLE
CARING ASSISTED LIVING LLC
PORT SAINT LUGIE, FL 34953
(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)
A008! Continued From page 3 A008

AHCA Form 3020-0001

STATE FORM

HNTOT

i coninuastion sheet 4 of 23




PRINTED: 01/22/2025

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
AL11969412 B WING 01/06/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2588 SW GROTTO CIRCLE
CARING ASSISTED LIVING LLC
PORT SAINT LUCIE, FL 34853
(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)
A008! Continued From page 4 A008

days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.

{e) Any orders issued by the health care

iti ing the medical i
for medications, nursing services, treatments,

. .. or therapeutic diets, may be attached to
the health assessment. A health care practitioner
may attach a DH Form 1896, Florida

Form, for residents who do not
wish N . to be
administered in the case of or .

{f) 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.8., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facifity's admission and discharge log and
counted in the facility census. A facility may not
exceed its ficensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident acoepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure the health assessments
{AHCA Form 1823) were completed for 2 out of 2
sampled residents (Residents #2 & #3).

The findings included:
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1.0n , the health assessment on file for

Resident #2 was reviewed and had no date of
exam documented on it. Resident #2 was
admitted to the facility on

2.0n , the health assessment on file for
Resident #2 was reviewed and had no date of
exam documented on it. Resident #3 was
admitted to the facllity on

The heaith assessments must be completed
within 60 days prior to admissiong or within 30
days after admission. AHCA Form 1823
information was not complete on the forms for
these residents. The omitted information may be
obtained orally from the health care provider and
documented on the assessment by facility staff,
with the name of the provider, name of facility
staff recording the information, and the date the
information was provided. The Administrator was
notified of these findings on at 11:00
AM. The facility provided no additional
information for review at this time.

Class il

A 054 59A-36.008(5) FAC Medication - Records AG54

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the pr ipti

number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.

AHCA Form 3020-0001
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{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with seff-administration of

ications or ication inistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. . theresident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as i or ication errors.
{¢) For medications that serve as chemical

, the facility must, pursuant to Section

428.41, F 8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rute is not met as evidenced by:
Based on record review and an inferview, it was
determined the facility failed o ensure the
Medication Observation Record {MOR) was
updated immediately when residents were
observed taking medication for 3 out of 3
sampled residents (Residents #1, #2 & #3) who
required i with the self- in ion of
medication.

The findings included:

During review of the . MOR's on
at 9:45 AM, the following omissions

were identified:

1) Resident #1
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a. 8:00 AM and 8:00 PM doses of medication
were not initialed as given on

2) Resident #2
a. 8:00 AM and 8:00 PM doses of medication
were not initialed as given on

3) Resident #3

a. 8:00 AM and 8:00 PM doses of medication
were not initialed as given on

b. 8:00 PM doses of R and

were not initialed as given on

The Administrator was notified of these findings
on at 11:00 AM. The Administrator
intialed the blanks at this time. The facility
provided no additional information for review,

Class il

A 078 59A-36.010(2) FAC Staffing Standards - Staff A078

{2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.

1. Evidence of a negative

examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care

AHCA Form 3020-0001
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provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's staternent that the
individuat does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not

ftute a risk of itting & i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident’s
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FA.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
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position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 420.174, F.S.

This Statute or Rute is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure 1 out of 2 sampled
employees {Staff A} had submitied a written
statement from a health care provider
documenting that the employee does not have
any signs or symptoms of communicable

The findings included:

During review of the personnel fite for StaffA, a
signed statement by a health care provider
verifying this employee was free from all
communicable Lincluding |, was not
located. The examination performed by the
health care provider must have been conducted
no earlier than 6 months before submission of the
statement, and within 30 days of hire. Staff Awas
hired on

The Administrator was notified of these findings
on at 11:00 AM. The facility provided no
additional information for review at this time.

Class Hil

A08B0| 429.52( ) FS; 59A-36,011(1) FAC Training - A080
Core & Competency Test
429.52

AHCA Form 3020-0001
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{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shall develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
{p) Resident rights and identifying and reporting

. neglect, and | .
{c) Special needs of elderly persons, persons with
mental ifiness, and persons with .

and how to meet those needs.

{d) Nutrition and food service, including
acceptable sanitation practices for prepating,
storing, and serving food.
{e) icati ing, and
proper techniques for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with
related

s and

59A-36.011

{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
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requirements established by the department
pursuant to section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. ini who
have attended core training prior to

and managers who attended the core training
program prior to | . , shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
partli, F.S., are exempt from this requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related fo assisted living every 2 years.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirernents, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted fo the entity
administering the test. A new fee is due each time
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the test is faken.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, it was
determined that the facility's Administrator had not
completed the minimum CORE training
requirements for successful passage of the core
competency test within 3 months of beginning
employment as the Administrator.

The findings included:

On , the personnel file for the
Administrator was reviewed. There was no
documentation of the passage of the CORE
exam available for review. The CORE training
certificate showing completion of the classes
dated was posted on the bulletin board
at the facility. During interview with the
Administrator on at 11:00 AM, she
acknowledged that she had not yet received a
passing score on the CORE exam for completion
of the minimum requirements for administrators,
The Administrator's date of hire on the employee
roster on the Clearinghouse Background
Sereening website was listed as

Class Hl

A0B1] 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
- Staff in-Service

429.52

{1)a) Each new assisted living facility empioyee
who has not previously completed core training
must aftend a preservice orientation provided by
the facility before interacting with residents. The
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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 training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mentat heaith facility
under s. 429.075 is exernpt 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 before interacting with residents, such
training may count toward the 2 hours of
preservice crientation 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 least 2 hours to all new assisted
living facifity employees who have not previously
completed core training as detailed in subsection
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().
{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 fopics 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.
{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 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 1810.1030, 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
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emergency evacuation.

{¢) 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 empioyment that covers the

foliowing 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 fraining.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

frained in accordance with rule 59A-8.0095,

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

living.

{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.

{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. Al facility staff shall demonstrate an

understanding and competency in the

i ion of the

policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure 1 out of 1 sampled staff
{Staff A) had completed 2 hours of Preservice
Orientation prior to interacting with residents; and,
failed to ensure 1 out of 2 sampled staff (Staff A}
who provides direct care to residents had
received mandatory in-service training within 30
days of employment.

The findings included:

A. During review of the personnel file for Staff A
on , no certificate of a 2 hour Preservice
Orientation showing completion prior to
interacting with residents couid be found. StaffA
was hired on

B. Review of the personnel file for Staff A, who
provides direct care to residents, revealed there
was no documentation of the following required
in-service training dated within 30 days of
employment,

1. Facility's Emergency Procedures and Incident
Reporting (1 hour required}
2. Residents’ Rights and

. {1 hour}
3. Activities of Daily Living (3 hours)
4. Safe Food Handling (1 hour)
5. Facility's Elopement Policy and Procedure

, Neglect and

The Administrator was notified of these findings
at 11:00 AM on . The facility provided no
additional documentation for review at this time.

Class il
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[ ). 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 an interview, the
facility failed to ensure that 1 out of 2 sampled
staff (Staff A) had completed training in i
within 30 days of employment.

The findings included:

The personnel file for Staff A was reviewed on

for documentation of training in

I dated within 30 days of employment.

There was no documentation of this training
available for review. Staff Awas hired on

- The Administrator was notified of these
findings at 11:00 AM on . The facility
provided no additionat documentation for review
at this time.

Class il

A 084 59A-36.011(8) FAC 420.52(6), FS Training - A084
Assis Self-Admin Meds & Med Mgmt

59A-36.011
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{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Untficensed
persons who will be providing assistance with the
self-administration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.62(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,

i i ion, and of
medications in assisted living facifities;
procedures and technigues for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include fons of proper i X
including technigues for control, and
ensure unlicensed staff have adeguately
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 fabel;

2. Provide assistance with seff-administration in
accordance with section 429.256, F.S., and rule
B9A-36.008, F.AC., including:
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a. Assist with oral dosage forms, |,
forms, and | , s and
dosage forms;

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

c. Recognize the need to obtain clarification of an
“"as needed" prescription order;

d. Recognize a medication order which requires
Jjudgment or discretion, and fo 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;

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

h. Assist residents with syringes that are
prefilied with the proper dosage by a pharmacist
and that are prefilled by the
manufacturer by taking the medication, in its
praviously dispensed, properly labeled container,
from where it is stored, and bringing it fo the
resident for self-injection;

i. Assist with N

j.Usea to perform

testing;

k. Assist residents with

and continuous positive alrway pressure (CPAP)
devices, excluding the titration of the

levels;

{. Apply and remove

hosiery;

m. Placement and removal of
excluding the removal ofthe  , or
manipulation of the site; and,
n. Measurement of
temperature, and

dosage

stockings and

. bags,

rate,

, rate.
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{c) Unlicensed persons, as defined in section
429.256(1)(b}, F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 8 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education fraining on providing
assistance with self-administered medications
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 fo the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of assi
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 (8)(b)2.h.-n.

42852

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additionat hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minirum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure that 1 out of 1 sampled

i staff {Staff i ),
who provided assistance with self-administered
medications, had successfully completed a
minimum of 8 hours initial training on providing
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and safe medication practices in an ALF
{Assisted Living Facility) with a certificate on file
showing completion.

The findings included:

The personnel file for Staff B was reviewed on

for documentation of a minimum of 6
hours of initial training on providing assistance
with seff-administered medications and safe
medication practices in an ALF. The last
documented training was a 2 hour course
completed on

The Administrator was notified of this finding on

at 11:00 AM. The facility provided no
additional documentation for review at the time of
the survey.

Class il

A090, 50A-36.011(11) FAC Training - A090

{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 facility 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
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included in rule 59A-36,009, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed 1o ensure that 1 out of 2 sampled
staff {Staff A) had completed training in policies
and procedures regarding

within 30 days of employment.

The findings included:

The personnel file for Staff A was reviewed on

for documentation of training in policies
and procedures regarding

dated within 30 days of employment.

There was no documentation of this training
available for review. Staff A was hired on

- The Administrator was notified of these
findings at 11:00 AM on . The facility
provided no additional documentation for review
at this time.

Class #Hl
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