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A000; Initial Comments A 000

An iated Reli with
Limited Mental Health (LMH) survey and a
Generator Monitoring survey were conducted on
. at Vitality Resort ALF LLC.
The facility had deficiencies identified related to
the Relicensure survey at the time of the visit,

Note: There were no Limited Nursing Services
{LNS) residents at the time of the survey.

A052 429.256(  ); 59A-36.008(3) Medication - A0S2
Assistance with Self-Admin

429.256
{3) Assistance with seif-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilted by the manufacturer are considered

icati in previ i properly
labeled containers.
{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver o opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
{c) Placing an oral dosage in the resident's
or placing the dosage in another container and
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helping the resident by lifting the container to his
or her .
{d) Applying | medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
P i p dose of icati
the dispensing cup of the
(4) Assistance with self-administration of
medication does not include:
{a) Mixing. . .. Converting, or

.. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
insetted ina . of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with s Jor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preclude & judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.

into
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{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,

i with the seff-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seff-administration of medication must be
. . orolder, trained to assist with self
administered medication pursuant to the training
requiremnents of Rule 59A-36.011, F.AC., and
must be available to assist residents with

- e with
procedures described in Section 429.256, F.S.
and this rule.
{b) In addition to the specifications of Section
429.256(3), F 8., assistance with
setf-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
10 take medications as prescribed.
{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
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health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident 1o take medication as
prascribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detafled
in Section 429.256(4), F.S.
{g) As used in Section 420.256(4)(h), F.S., the
terms “judgment” and "discretion” mean
i ing vital signs and ing or
assessing a resident's condition.
{h) All trained staff must adhere to the facility's
control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to document the
Medication Observation Record {(MOR) at the
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A0S2

AO77,

Continued From page 4

time the resident refused a medication for 1 of 1
sampled residents (Resident #6); and, failed to
observe 1 of 1 sampled residents (Resident #3)
consume a medication before documenting the
provision of it.

The findings included:

A.On at 10:10 AM, the Administrator
was asked if Resident #6 had been given alf of
her morning medication as it was not yet noted in
the resident's MOR. The Administrator inquired
about the medication to StaffA. Staff Awas
observed initialing all of Resident #6's
medications at 10:20 AM, after the Administrator
spoke to the staff member in a different language
than English while supervising her correct the
MOR. The Administrator stated at this time
during interview that the resident refused her
medication at 8:00 AM.

B.On at 10:00 AM, the .
MOR for Resident #3 was reviewed. The MOR
showed | 2 milligram (mg) was initialed
by Staff A as having been given to the resident
already for the 2:00 PM dose. The medication is
a controtled substance and requires another
count sheet to be completed for ensuring
that this medication is given exactly as
prescrived.

The Administrator was notified of these findings
on at 11:15 AM. The facility provided no
additional information for review at this time.

Class #ll

428.176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

A052

AQ77

AHCA Form 3020-0001

STATE FORM

SRT411

i coninuastion sheet 5 of 13




Agency for Healih Care Administration

PRINTED: 03/03/2026
FORM APPROVED

429.176 Notice of change of administrator.-If,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational

i and has the i
core educational requirements under s, 429.52. A
facifity may not be operated for more than 120
I ive days without an ini who
has completed the core educational
requirements.

429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure fo do so is & violation
of this part and subjects the violator to an
administrative fine as prescribed in . 429,19,
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

(5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
i ible for the fon and mai of
the facility including the management of all staff
and the provision of appropriate care to all
residents as required by chapters 408, part i,
429, part {, F.S,, and rule chapter 59A-35, FAC,,
and this rule chapter.

{a) An administrator must:
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1 Beatleast s
2. if employed on or after
have at a minimum, a high school duploma or
GED;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 428.174, F.8,;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
pecoming employed as a facility administrator.
Administrators who attended core training prior to
. , are not required to take the

competency test uniess specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements
pursuam to rule 59A-36.011, FAC.

who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
0 exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC,; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
ccngregate care or limited mental health facility.
{c) Admi IS May supervise a of
either three assisted living facilities or a group of
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facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

inis pervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency fest

i and i f
requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program prior to

. , are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph {1){(c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.S., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, , which
is incorporated by reference and available onfine
at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
provider, who is an administrator for three {3)
assisted living facilities (ALFs) located within 15
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miles from each other, falled to appoint a
qualified manager for this ALF.

The findings included:

Review of the facility record and information
contained on FloridaHealthFinder.gov on

shows the Administrator for this facility
is also the administrator for two other ALFs in
Port $t. Lucie, Florida.

On at 11:00 AM the Administrator
confirmed that Staff C was the manager for this
facility and had not yet passed the CORE training
exam.

Review of the employee roster on the AHCA
Clearinghouse website on shows Staff
C's date of hire as . Review of the
CORE fraining website
{https://alfmacdonald-research.com/) that shows
recipients who have passed the CORE exam
revealed Staff C was not listed as having passed
the exam as of

Class il

A087 58A-5.0194 FAC Training - Prov & A087
Curriculum Appr

{1) The or Related
{"ADRD"} training provider and curriculum must
be approved by the department or its designee
before commencing training activities. The
department or its designee will maintain a list of
approved ADRD training providers and curricula,
which may be obtained from

hitp: s Halt ging/default.as
X
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{a) ADRD Training Providers.
1. Individuals who seek to become an ADRD
training provider must provide the department or
its designee with the documentation of the
following educational, teaching, or practical
experience:
a. A Master's degree from an accredited college
or university in a health care, human service, or
o . related field, or
b. A Bachelor's degree from an accredited
college or university, or licensure as a registered
nurse, and:
{1} Proof of 1 year of teaching experience as an
educator of caregivers for individuals with

or related ,or
{11} Proof of completion of a specialized training
program specifically refating to 's

or related , and a minimum of 2

years of practical experience in a program
providing direct care fo individuals with

or related ,or
{111y Proof of 3 years of practical experience in a
program providing direct care to persons with

or related
¢. Teaching expetience pertaining o 's

or related may substitute on a

year-by-year basis for the required Bachelor's
degres.
2. Applicants seeking approval as ADRD training
providers must complete DOEA form

ALF/ADRD-001, Application for 's
or Related Training Provider
Ceriification, dated , which is

incorporated by reference and available at the
Department of Elder Affairs, 4040 Esplanade
Way, Tallahassee, Florida 32398-7000 and online
at

hitp: firules. .asp?No
=Ref-04000.
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{b) ADRD Training Curricula. Applicants seeking
approvai of ADRD curricuta must complete DOEA
form ALF/ADRD-002, Application for s

or Related Training
Three-Year Curriculum Certification, dated

, which is incorporated by

reference and available at the Department of
Elder Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000 and online at
hitp: w firules. .asp?No
=Ref-04001. Approval of the curriculum will be
granted based on how well the curriculum
addresses the subject areas referenced in
subparagraphs 59A-36.011(4)(a)2, and
59A-36.011{4)(a)5., F.A.C. Curriculum approval
will be granted for 3 years. After 3 years the
curriculum must be resubmitted to the
department or its designee for approval.
{2) Approved ADRD training providers must
maintain records of each course taught for a
period of 3 years following each training
presentation. Course records must include the
title of the approved ADRD training curriculum,
the curriculum approval number, the number of
hours of training, the training provider's name and
approval number, the date and location of the
course, and a roster of trainees.
{3) Upen successful completion of training, the
trainee must be issued a certificate by the
approved training provider. The certificate must
include the trainee's name, the title of the
approved ADRD training, the curriculum approval
number, the number of hours of training received,
the date and location of the course, the training
provider's name and approval number, and dated
signature.
{4) The depariment or its designee reserves the
right to attend and monitor ADRD training
courses, review records and course materials
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approved pursuant to this rule, and revoke
approvai for the following reasons:

no! to approved , Taiting to
maintain required training credentials, or

{ disseminating any false or mi
information.

{8) ADRD training providers satisfying the
requirements of Section 400.1755, F.8., relating
o nursing homes, and Section 400.6045, F.S.,
relating to hospices, will satisfy the Level 1 and
Level 2 training provider requirements of
subparagraph 59A-36.011{4)(a)3, and paragraph
59A-36.011(4)(a), subsection (5), F.A.C. ADRD
training curricula satisfying the requirements of
Section 400.1755, F.S., relating to nursing
homes, and Section 400.6045, F.S., relating to
hospices, will satisfy the Level 1 curriculum
requirements of subparagraph 59A-36.011(4)
(a)3., FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure the 's

and Related (ADRD) mandatory
training was completed by an approved trainer for
1 of 2 sampled staff (Staff A).

The findings included:

On at 10:00 AM, review of the persannet
fite for Staff A revealed a four {(4) hour training
certificate dated inADRD. Staff Awas
hired on . Review of the approved
trainers on the Florida Department of Eider Affairs
website
(nttpsi//elderaffairs.org/resources/
ase-and-related- ~training/) on
showed the trainer noted on the certificate was

-dise
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not listed as approved to provide this training.

The Administrator was notified of these findings

on at 11:30 AM. The facility provided no
additional information for review at the time of
the survey.
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43050254 & ) / :
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

27875
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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 ieast 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 2 sampled direct
care staff {Staff B} had completed the required
trairing in ADRD ( and
Related ).

The findings included:

The personnel file for Staff B was reviewed on

for training in ADRD and did not contain
documentation of any training. Staff B was hired
on . Staff C was required to complete 1
hour of training within 30 days of hire as a direct
care provider.
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The Administrator was notified of these findings
at 11:00 AM on . The facility provided no
additional documentation for review at the time of
the survey.

AHCA Form 3020-0001

STATE FORM

SRT411

1 continuation shoet 5 of §



