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22000, Initial Comments 2z000

An unannounced relicensure survey was
conducted at Trinity Community Living LLC an
Assisted Living Facility in Madison, FL, on

. A generator assessment and review of
the limited mental health services was also
performed during this visit. A revisit to a previous
survey was performed concurrent to this visit, The
provider had deficiencies at the time of the visit.

27875 430.5025(4 & ) / N 27875
$S=E ! Training

{4) Employees of covered providers must
complete the following training for ‘s

and related forms of :
{a) Upon inni each
must receive basic written information about
interacting with persons who have

or related forms of .
{b) Within 30 days after beginning employment,
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 depariment.
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
communicating and interacting with persons with

's of 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 compiletion.
2. A covered provider must maintain a record of
the employee's completion of the training
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program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the fraining
required in this subsection is not required to
repeat the program upon changing employment
1o a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
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
to, 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 home, an assisted living 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
1o the training required in paragraphs {a) and {(b}.
The additional training must include, but is 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 advertises
and provides, or is designated to provide,
specialized care for persons with

or 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 erployment,
each employee who provides personal care to or
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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 s
I fcath ies, medical ir
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, 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 personal 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 fraining
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-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.
{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the

22875
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training required in paragraph (¢), paragraph (d),
or paragraph () that is applicable fo the covered
provider and the position in which the employee
wilt be working. The documentation venfy!ng the
training and inui of
the employee, if applicabte, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
mairtain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.
{7) For a certified nursing assistant as defined in
$. 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 foward the total
hours of continuing education required by that
practitioner’s licensing board.
{9} Each person employed, ,or
referred to provide services before
must complete the training required in this secnon
before |, | . Proof of completion of
equivalent fraining completed before |, | ,
shall substitute for the fraining 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 interview, the facifity
faited to provide proof of tramung for2of2
sampled staff for or related
forms of . (StaffA and Staff B)

AHCA Form 3020-0001

STATE FORM

KWartt

i coninuastion sheet 4 of 13



Agency for Healih Care Administration

PRINTED: 03/13/2028
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11670230

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

10/08/2025

458 N'W M,

TRINITY COMMUNITY LIVING LLC
MADISON,

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ARION T
FL 32340

(X431 SUMMARY STATEMENT OF DEFICIEENCIES
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

] (x5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

22875 Continued From page 4

The findings include:

Areview of personnel files was conducted. Staff
A, caregiver and Staff B, caregiver did not have
any proof of training pertinent fo 's

or related forms of on file.

On , at approximately 2:30 PM, an
interview was conducted with the Administrator to
request proof of this training. She stated she did
not have the requested documentation available
because the documents were on her office
computer, which was not operational.

Class il
A 000 Initial Comments

An unannounced relicensure survey was
conducted at Trinity Community Living LLC an
Assisted Living Facility in Madison, FL, on

. A generator assessment and review of
the limited mental health services was also
performed during this visit. A revisit to a previous
survey was performed concurrent to this visit. The
provider had deficiencies at the time of the visit.

A 026 59A-36.007(2) FAC Resident Care - Social &
$8=0D ! Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.

i shalt be 1o particij in
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.

22875

A0GO

A026
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{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose 1o attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to provide an ongoing activities program,
potentially affecting.all 5 residents.

The findings include:

During observations made on . there was
no evidence of any activities being offered to the
residents. In addition, there were no scheduled
activities displayed,
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On at 12:11 PM, an inferview was

conducted with Staff A, Caregiver. She stated that
the facility did not offer activities. She further
stated residents were aliowed to leave and have
activities on their own if they wished.

On at 12:14 PM, an interview was
conducted with Administrator. She was asked
about activities being offered at the facility, She
stated residents could go out wherever they liked.
She further stated the residents did not like
games or anything, they usually just walk around.

On at 1:25 PM, an interview was
conducted with Staff 8, Caregiver. She was
asked what kind of activities were offered to the
residents. She stated residents were just not
interested in activities. She further stated that the
residents were "old and slept all day”. She was
asked if the facility kept a calendar with
scheduled activities and she stated the facility did
not.

Class 1l

A083] 59A-36.011(5) FAC Training - First Aid and A083
88=D
{B) 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

AHCA Form 3020-0001
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provide training by the American Red Cross,
the American Association, the National
Safety Coungcil, or an organization whose training
is ited by the Cc ission on A itati

for Pre-Hospital 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 lit, F.S,, shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a staff present at the facility had a
current valid card in . .

{ ) for 1 of 3 staff sampled.
(StaffA)

The findings include:

On . during the initial tour at 10:30 AM,
there was one staff present at the facility (Staff A,
Caregiver}. There were 5 residents present. A
second staff member did not arrive until 12:30
PM.

A review of the personnel file for Staff A was
conducted. Staff A's most recent certification
was dated and was only valid for 2 years,
which made it no lenger valid as of

On at 6:45 PM, an interview was
conducted with the Administrator. She reviewed
Staff A's personnel file. She stated she was
aware that Staff A's ceriification was
expired. She further stated Staff A was scheduled
to attend & course on
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A 085 59A-36.011(7) FAC Training - Nutrition & Food A08B5
$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,
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 Rute is not met as evidenced by:
Based on observations, personnel record review,
and interview, the facility failed to provide proof of
pertinent training related to nutrition and food
service for 1 of 3 sampled staff. (Staff A)

The findings include:

During observations conducted on . Staff
A, Caregiver, was observed handling food and
cooking lunch and dinner.

On at approximately 11:156 AM, an
interview was conducted with Staff A, StaffA
worked at the facility Monday through Friday and
she was in charge of cooking the meals during
the week.
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Areview of personnel files was conducted. Staff A
did not have any proof of training pertinent to
nutrition and food service on file.
On , at approximately 2:30 PM, an
interview was conducted with the Administrator.
She stated that she did not have proof of food
service fraining available because the documents
were on her office computer, which was not
operational.
Class #ll
A 093 59A-36.012(2) FAC Food Service - Distary A093

$8=D| Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2028, which are incorporated by reference
and available for review at:

http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:
hitps:/fods.od.nih.gov/HealthInformation/Dietary_
Reference_Intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For faciliies with a
ficensed capacity of 16 or fewer residents,
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standardized recipes are not required, Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.

{c) Al regular and therapeutic menus to be used
by the facility must be reviewed annuaily by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary o accommodate resident needs
and preferences.

2. Menu iterns may be substituted with itemns of
comparable nutritional vaiue based on the
seasonat availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily avaitable
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
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provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal,
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of _ the time between meais.
{g} Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The guantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
aiso be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.
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This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to post the planned menus conspicucusly,
or easily available to residents.

The findings include:

On , during the initiat four of the facility,
there were no posted menus observed anywhere
in the building.

On at 12:26 PM, an interview was
conducted with Resident #5. During the interview,
she was asked what she was going to have for
lunch, and she stated she did not know. She was
asked if she was made aware of the menus prior
to the meals. She stated, "No, but | wish | knew."

On at 3:32 PM, an interview was
conducted with Staff A, Caregiver. She confirmed
that facitity did not post menus.
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