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Initiat Coraments

An unannounced Relicensure survey, Complaint
survey (#2025000969), and a Generator
Moenitoring survey were conducted on

at Castlewood Assisted Living Residence. The
facility had deficiencies related to the Reli
survey identified at the time of the visit,

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

(a) Residents Assessed at Risk for Elopement.
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
emergenocy 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 elopement 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 location of
all residents assessed-at high risk for elopement
at all tmes.

2. The facility must have a photo identification of
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al risk residents on file that is accessible to all
facility staff and faw enforcement 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
resident's representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding fo a resident elopement. Ata
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 responsible 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.
{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statuie or Rule is not met as evidenced by:
Based on observation, record review and an
interview, the facility failed to ensure 1 out of 1
sampled residents (Resident #5) that was at risk
for elopement had identification on him that was
checked once daily,

The findings included:
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On at 11:00 AM, Resident #5 was

observed at the facility with no identification on
him. The identification that is required to be
applied to residents at risk for elopement includes
the resident's name, and the facility's name,
address and phone number. Additionally, there
was no daily check completed by staff for this
identification.

During review of the resident's record on

, the Client Notes Report showed on

the resident "left the building with no
medical advise nor follow the facility policy...we
were able to find him walking down 21st Street".
On . the resident was documented to
have "tried again to escape”. And, on
the resident "tried to jump over the gate to leave
the building”. During interview with the
Administrator on at 1:00 PM, she
acknowledged these findings. The facitity
provided no additional information for review at
this time.

Class il

A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78

(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
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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
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement, An
individual with a positive test must
submit & health care provider's statement that the
individual 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 unfit a
written statement is submitted from a heaith care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring ficensing or
cerlification must be appropriately ficensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to 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 rute
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide services 1o 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
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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
position and provide a copy of the job description
t0 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 fo provide services to residents,
pursuant to sections 408,809 and 429,174, F.8.

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 3 sampled
employees (Staff A} had submitted a statement
from a health care provider (HCP) documenting
that the employee does not have any signs or
symptoms of communicable dated within
six months prior o hire or an annual negative

( ) statement from a HCP.

The findings included:

During review of the personnel file for Staff Aon
. @ statement documenting freedom from
dated within the previous year by a heaith
care provider could not be found. Staff A was
hired on , and had a statement indicating
she was free from communicable dated
{more than 6 months prior to hire).

The Administrator was notified of these findings
on at 2:00 PM. The facility provided no
additional documentation for review at this time.

Class #Hl

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL1970H3 B.WING 02/12(2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
1914 21ST ST
CASTLEWOOD ASSISTED LIVING RESIDENCE
VERO BEACH, FL. 32960
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T7G CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A078 Continued From page 4 AQ78

AHCA Form 3020-0001

STATE FORM

KIYGIt

i coninuastion sheet 5 of 10



Agency for Healih Care Administration

PRINTED: 02/25/2025
FORM APPROVED

Core & Competency Test

429.52
{2) Administrators and.other assisted living facility
staff must mest 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, fo maintain resident care and facility
standards, and to meet licensure requirements,
{3) The agency, in conjunction with providers,
shall develop core fraining requirements for
administrators consisting of core training leaming
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 foliowing
fopics:
(a) State law and rules relating to assisted living
facilities.
{b) Resident rights and identifying and reporting

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

and how to meet those needs.

{d) Nutrition and food service, including
acceptable sanitation practices for preparing,
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 ‘s
related .

and

59A-36.011
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{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
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 compiletion of the core
fraining requirements includes passing the
competency test. The minimum passing score for
the testis 75%. ini who
have aftended core training priorto | |

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,
part li, F.S., are exempt from this requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to 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
requiremnents, 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 consideted 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.
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{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken,

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure the Administrator
successfully completed the assisted living facility
core training requirements, including passing the
competency test, within 3 months from the date
of becoming the facility's Administrator.

The findings included:

On at 1:00 PM, the Administrator stated
during interview that she had not yet passed the
competency test for the core training
requirements. The Administrator's date of hire
fisted on the employee roster is A
certificate of completion dated

core training class was present in the
Administrator's file. Review of an email exchange
between the Administrator and the testing
coordinator on or about revealed the
testing facility made accomodations for her to
retake the exam on . On , the
website {alfmacdonald-research.com} that lists.
recipients of current core training completion did
not yet show the Administrator as having passed
the exam. The facility provided no additional
information for review at the time of the survey.

of the
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Monitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.

{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility's
personnel files, The documentation must include
the following:

1. The title of the training program,

2. The subject matter of the training program,

3. The training program agenda,

4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
location of the training program,

6. The fraining provider's name, dated signature
and credentials, and professional license number,
if applicable.

{b) Upon successful completion of training
pursuant to this rule, the fraining provider must
issue a certificate to the trainee as specified in
this rule.

{c) The facility must provids the Department of
Elder Affairs and the Agency for Health Care
Admini ion with training dc ion and
training certificates for review, as requested. The
department and agency reserve the right fo
attend and monitor all facility in-service training,
which is intended to meet regulatory
requirements.

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 3 sampled staff
{Staff B) had certificates showing completion of
mandatory in-service training.

The findings included:
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Review of the personnel file on for Staff
B, who provides direct care to residents, reveated
there were no certificates with the trainer's
signature, time spent in training, date of fraining
and subject of training for the following required
in-services. Staff B was hired on 11/01/24.

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

, (1 hour)
3. Safe Food Handling (1 hour}
4. Facility's { 's}
Policy and Procedure
5. Facility's Elopement Policy and Procedure
6. Pre-Service Orientation (2 hours required prior
1o interacting with residents, including the
signature of the employee)

The Administrator was notified of these findings
M on . The factlity provided no
additional documentation for review at this time.

Class
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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

CzZ875
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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
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at jeast 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 an interview, the

facility failed to ensure that 1 of 3 sampled staff

{Staff C) had completed the required training in
and Related

(ADRD).

The findings included:

The personnel file for Staff C was reviewed on

for training in ADRD and did not contain
documentation of an additional 3 hours of training
required within 7 months of hire,

a. Staff C was hired on
2 hours of ADRD training dated

. Completion of
was
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present in the employee's file, satisfying the
requirement for the 1 hour of training within 30
days. An additional 2 hours of training could not
be located.

The Administrator was notified of these findings
at 2:00 PM on . The facility provided no
additional documentation for review at this time.
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