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Initial Comments

An unannounced relicensure, extended
congregate congregate care, emergency power
plan monitoring, health facility reporting system,
visitation form, and compflaint survey for
complaint #20240150511 was conducted on

at The Springs at Shell Point Retirement
Community, an assisted living facility in Fort
Myers, Florida.

Complaint #20240150511 was substantiated
without citation.

The following is description of the deficiencies:
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/;EZ}DO 59A-36.011(8) FAC ECC - Training AE210
(8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.
{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior to the facility
receiving its ECC license or within 3 months of
beginning employment in a currently licensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
living facility core training shalt be a prerequisite
for this training. ECC supervisors who attended
the assisted living facility core training prior to

. ) , shall not be required to take the
assisted living facility core training compeiency
test.
{b) The administrator and the ECC supervisor, if
different from the administrator, must complete a
minimum of 4 hours of continuing education
every two years in topics relating to the physical,

, or social needs of frail elderly and
persons, or persons with
or related .

{c) Al direct care staff providing care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address ECC concepts and
requirements, including statutory and rule
requirements, and the delivery of personal care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 (RN Manager) of 2 staff
reviewed had the required 4-hour continuing
education for an Extended Congregate Care
{ECC) licensed.facility every 2 years.
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The findings included:

During an interview on at 9:54 am., the
Executive Director stated that the RN Manager
was the designated ECC Supervisor.

Review of the RN Manager's employee file on
showed a hire date of 1120. Review of
the file showed that she had documentation of
completion of 4 hours of initial ECC training on
, there was no further documentation of
continuing education was within her employee file
every 2 years as required.

During an interview on at2:27 p.m., the
Executive Director confirmed the RN Manager did
not have documentation of the required
continuing education as the ECC supervisor.
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