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Initiat Coraments

Are-licensure survey and Generator monitoring
were conducted on . The facility had
deficiencies at the time of survey.

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

(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 facifity is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annuat
basis. Documentation provided by the Florida
Department of Health or a licensed health care
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 statement that the
individual does not constitute a risk of

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

ftute a risk of itting & i

{h) Staff must be qualified to perform their

AQ00

AO78

assigned duties consistent with their level of
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training, p and
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
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
the facility to provide services fo residents,
pursuant to sections 408.809 and 429.174, F.8.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assure the freedom from

statement for one out of four sample staff were
conducted by a Florida Department of Health or a
ficensed health care provider (Administrator).

Findings as follow:
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Review of the Administrator's record showed the
freedom from statement avaifable
did not show the credentials of the health care
provider that signed the document.
On at 1110 PM the Assistant
Administrator stated he had not realized the
Administrator's freedom from
statement did not have heaithcare provider
credentials on it.
Class #ll
A081 429.52(1 & 7) FS; 69A-36.011( ) FAC Training A081
$8=D | - Staff In-Service

42952

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at Jeast 2 hours in
duration and cover topics that help the employee
provide responsible care and respond fo the
needs of facility residents. Upon completion, the
employee and the administrator of the facifity
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 mental health facility
under s. 429.075 is exempt 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
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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
agenoy 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 facility employees who have not previously
completed core training as detailed in subsection
().

{h) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facllity
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 ficense type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail provide or
arrange for the following in-service fraining to
facility staff:
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{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
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 1910.1030, 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
emergency evacuation.
{c) Staff who provide direct care to 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 '

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 heaith aides
trained in accordance with rule 59A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:

1. Resident behavior and needs.
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2. Providing assistance with the activities of daily
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.

{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 observation, record review and
interview the facility failed.to assure one out of
four sample staff (Staff C) that they received the
required in-service training relevant to the job
duties.

Findings as follow:

On at 8:30 AM Staff C was observed
assisting residents with the activities of daily
fiving.

Review of Staff C's record (hired on )
showed there were not the following trainings

provided: control, residents’ rights and
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reporting , emergency procedures and

reporting major incidents, residents' behavior and
needs and providing assistance with the activities
of daily living and resident slopement trainings.
The diplomas on Staff C's record did not show
the name and credentials of the trainer.

On at 1:10 PM the Assistant
Administrator acknowledged the training
certificates did not show who gave the in-service
training to Staff C.

Class 1l

A 083 50A-36.011(5) FAC Training - First Aid and A083
8§8=D
{5) FIRST AID AND

( ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
1o perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is ited by the C ission on itati
for Pre-Hospitat Continuing Education satisfies
this requirement.

{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part I}, F.8., shall be
considered as having met the training
requirements for both First Aid and C.P.R.
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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have two out of four
sample staff (Staff C and the Assistant
Administrator} trained in First Aid and
Findings as follow:
On at 9:00 AM Staff C and the
Assistant Administrator were observed in facility.
Review of Staff C and the Assistant
Administrator's records showed they do not have
valid and First AID training. The Diploma
they have in their records did not show the
credentials of the trainer.
On at 1110 AM the Assistant
Administrator acknowledged the trainer
credentials were not in bis and Staff C's
Diplomas.
Class il
A 085 59A-36.011(7) FAC Training - Nutrition & Food A 085
$8=D! Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1){b). A certified food manager,
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Continued From page 8

ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have the Administrator trained annually in
two hours continuing education in topics related
to nutrition and food service.

Findings as follow:

Review of the Administrator’s record showed the
{ast Nutrition training available was dated

On at 1:00 PM the Assistant
Administrator stated he believed the
Administrator's Nutrition training was up to date.

Class il

59A-36.011(11) FAC Training -

1

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 adminisirators, 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.

A08S

A0S0
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{c) Training shall consist of the information
included in rule 53A-36.009, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure one out of
four sample staff (Staff C) received the
training and did not know the
facility's policies and procedures regarding
{Staff C).

Findings as follows:

On at 8:30 AM Staff C was observed
in facility assisting residents with the activities of
daily living.

Review of Staff C's record showed the
training diploma in records did
not have the name of the trainer.

On at 1:10 PM the Assistant
Administrator stated he would make Staff C to
receive the fraining.

Class Hl

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
88=D | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilittes must:

1. Provide a safe living environment pursuant to
section 429.28(1){a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
working order,

AHCA Form 3020-0001
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{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. foensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atabie or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to provide a well maintained and an a safe
and clean living environment.

Findings as follow:
On at 8:10 AM observed the door of

the bathroom next to # had two holes and
the hottom part was broken, the frame on the

right side had peeling paint, on the left corner of
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the door on the floor observed a black substance.
The door of the closet next to # had the
bottom part broken and peeled paint. Outside, in
the facility patio observed a toilet, brick and metal
windows piled, wood sticks, a shopping cart, a
carton box, a commode and several dry
coconuts. There were observed the tiled area of
the floor had missing tiles.
On at 1:05 PM the Assistant
Administrator stated he was going to replace the
broken doors in the facility, adding he would
throw all the items observed in the patio although
the residents do not go much there.
Class #l
A 162 59A-36.015(3) FAC Records - Resident A162

88=D
(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

. Race,
4. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

{

1

2.
3
5
6.
7.
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practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, ol
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their |, recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

{g) For faciiities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36,008, F.A.C.

(i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C.

{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorey in
fact for a resident, a copy of the monthly written
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statement of any fransaction made on behalf of
the resident as required in Section 428.27, F.S,
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
10 or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
{1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |

B { ), CF-ES 1008,

. which is hereby incorporated by reference

and available for review at:
hitpr/Avww firules. .asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facllity can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the | | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attormey,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 58A-36.006,
FAC.

{0} The resident's

Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be

, DH
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retained for 5 years, all resident records must be
retained. for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records req for
facilities holding a fimited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-38.022, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to have a completed record signed by 8 out
of 9 residents showing the |

.. was dishursed to them every
month (Residents #1,2,5,6,7,8,9, 9,9, 10, 11).

Findings as follows:

On at 9:00 AM the Assistant
Administrator stated Residents #1,2, 5,6,7.8, 9,
10 and 11 were recipients,

Raview of the records of Residents #1,2, 5,8, 7,
8, 9, 10, 11 showed they have a copy of the
approvat form from the Department of Children
and Families.

Review of facility records showed they had a log
showing the disbursement made to each
resident until signed by the
residents when they received the money
benefit. The log did not show residents had
received the monthly benefitin

On Residents #2, 7, 8 and 11
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(1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mentat
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
10 less than 6 hours refated to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part |l of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.
() Pursuant to section 429.075, F 8., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
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interviewed stated they did receive the
benefit every month.
On at 1:05 PM when asked.the
Assistant Administrator why the log was not
signed on . . he stated he forgot to
request residents their signature adding "but they
receive the money"
Class Hl
AL243, 429.075(1) FS; 59A-36.011(9) FAC LMH - AL243
88D Training
426.075
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receive the following training:
1. Aminimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The fraining must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a iimited mental health license or within
6 months of employment in a fimited mental
heaith facility.
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for inis and
managers pursuant to section 429.52(5), F.8.,
and subsection (1) of this rule.
2. A minimum of 3 heurs of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, bienmially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1) Mental health needs, services, behaviors and
appropriate interventions;
{11y Resident progress in achieving treatment
goals;
{11t} How to recognize changes in the resident's
status or condition that may affect other services
received or may requite intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(5), F.8., and subsection {1} of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
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requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have fo repeat the Initial fraining should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

ubg {a)2. of this ion, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have two out of four sample staff trained
in a minimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses. Provided or approved by the
Department of Children and Families within 6
months of employment (Administrator and Staff
B) and it failed to have two out of four sample
staff frained in 3 hours Limited mental Health
continuing education (Staff C and Assistant
Administrator) by an authorized trainer.

Findings as follow:

Review of the Administrator’s records showed the
initiat Limited Mental Health training did not show
the number of hours the training was covering.
Review of Staff B's record showed the initial
Limited Mental Health training was not provided
or approved by the Department of Children and
Families. Further review showed Staff C and the
Assistant Administrator did receive the Limited
Mental Heaith 3-hour continuing education
training from a non-authorized trainer. Staff C
received the initial 8-hour training on
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and the Assistant Administrator on 11/20/2023.
Review of the Facility's Roster the Administrator

was hired on and Staff B was hired on

On at 1:00 PM the Assistant
Administrator he stated believed the Limited
Mental Heaith trainings staff received were alt ok.

Class il
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