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43050254 & ) / :
Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upon 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
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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 personnel record reviews and inferview,
the facility failed to ensure 1 of 2 sampled
caregivers completed a 1-hour training program
on and Related

{ADRD) within 30 days after beginning
employment (A).

Findings:

Review of Caregiver A's personnel record
revealed a hire date on . The records did
not contain documentation fo indicate the
caregiver completed a 1-hour training program on
ADRD provided by the Department of Elder

Affairs.
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On at 11:45 AM, the Administrator
confirmed Caregiver A did not have the training.

Class #ll

A000; Initial Comments

Are-licensure survey and generator monitoring
was conducted at Eden Manor Assisted Living on

. The facility had deficiencies at the
time of the visit.

AQ08 428.26( ) FS; 59A-36.006(2) FAC Admissions -
$8=0 ! Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form oron a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
o or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission o, continued
residency in, or the defivery of services at the

AGO0

A8

facifity and must be used only as an informative
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ool to assist in the determination of the
appropriateness of the resident's admission fo or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facifity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)5.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnet within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted o the facility owner or
adrninistrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical sociat worker, or
L, nurse, or an individual who is
supervised by one of these professicnals, and
determined to be appropriate to reside in an
assisted fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitied fo the facility.
An evaluation completed upon discharge from a
state mentai hospital meets the requirements of
this ion related to i for
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placement as a mental health resident provided
that it was completed within 90 days prior fo
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
~to- medical examination compileted by a

health care practitioner as specified in either

paragraph (&} or (b) of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

individual,

4, Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

., services required by the
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with the administration of medication,
6. Whether the individual has signs or symptoms
of s

. B or any other
communicable , which are likely to be
transmitted to other residents or staff,
7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,
8. The date of the examination, and the name,
signature, address, telephone number, and
license number of the examining health care
practitioner.
{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, | , which is.
incorporated by reference and available onfine at:
http/ww firules. .asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.
1.  the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident’s record within 30
days after the resident's admission to the facifity.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
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provided.,
{¢) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph {b).
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
{e) Any orders issued by the health care

iti o ing the medical i
for medications, nursing services, treatments,

. ,» or therapeutic diets, may be attached to
the health A health care practiti
may attach a DH Form 1898, Florida

Form, for residents who do not

tobe
or

wish s .
administered in the case of N .
{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1081, F.S.,, is exempt from the examination
requirements of this subsection for up fo 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regutar
admission,

This Statute or Rule is not met as evidenced by:

Based on record reviews and interview, the
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facility failled 1o ensure a health assessment form
{1823} was complete for 2 of 2 sampled residents

(#1, #3).
Findings:

Review of resident #1's revealed it was
missing nursingftreatment/ ., service

requirements.

On at 12:26 PM, the Administrator stated
after review of the 1823. "it's none for the nursing
service. She's not receiving anything." Further
stating, oh they should have put none.

Review of resident #3's revealed it was
missing the medical examiner's telephone
number and address.

There was no documentation to indicate the
facility contacted a health care provider to obtain
the missing information.

On at 1:00 PM, the Administrator
confirmed the findings.

{photographic evidence obtained)

Class 1l

A052 429.256( ) 59A-36.008(3) Medication - A052
§8=0 | Assistance with Self-Admin

429.256

{3) Assistance with seif-administration of
medication includes: (&) 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,

AHCA Form 3020-0001
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an syringe that is prefilled with the proper
dosage by a pharmacist and an thatis
pref itted by the manufac&urer are considered
inp i properly
labeted 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 to 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
helping the resident by lifting the container to his
or her
{d) Applymg 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
dose of icati
the dlspensmg cup of the
{4) Assistance with sel i-admlmstration of
medication does not include:
{@) Mixing. .. converting, or
. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or

into
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crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
ini ion of icati by any inj

route.
{c) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
() Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unfess the order is written with specific

that preclude i 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.
{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.
(5) Assi with the self-administration of
medication by an unticensed person as described
in this section shalt 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 self-administration of medication must be

. or older, trained to assist with seif
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available 1o assist residents with
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self-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication inciudes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
1o 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 reporied to the resident's
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 to take medication as
prescribed:

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,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11966197 B.WING 04/15/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
5047 CLARCONA OCOEE ROAD
EDEN MANOR
ORLANDO, FL, 32610
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
A082] Continued From page 12 A0S2

AHCA Form 3020-0001
STATE FORM

Ll 5CL511

1 contingation sheet 13 of 17




Agency for Healih Care Administration

PRINTED: 04/21/2028
FORM APPROVED

or

4. icati may be and

dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with seif-administration of

medication does not include the activities detailed

in Section 429.256(4), F.S.

(9) As used in Section 429 256(4)(h), F.S., the

terms "judgment” and "discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

{n) All trained staff must adhere to the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record reviews, and
interview the Administrator failed to follow proper
procedure for assistance with seif-administration
during medications passes for 2 of 2 sampled
residents (#1, #3).

Findings:

On at 9:20 AM, observation revealed the
Administrator did not perform proper

hygiene before or after the med pass for resident
#1.

The Administrator retrieved the medication from
the med cart located in her office in the of
the facility. She returned to the dining room,
placing the tray on the table. At approximately
9:22 AM, resident #1 arrived at the table. The
Administrator did not perform hygiene
before preparing for the med pass. She
acknowledged the resident by name, stated the

name, dose of the medications and pre-popped
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into the medicine cup. The resident administered
the medications without any assistance. The
Administrator updated the medication observation
record {MORS) and returned the medication to

the med.cart. There was no hygiene

performed after the med pass.

Review of resident #1's 1823 health
indicated needs assi: with

self-administration of medications.

On at 12:48 PM, observation revealed the
Administrator did not perform proper

hygiene before, during, or after the medication
pass for resident #1 and #3.

The medications were retrieved from the
medication cart located in the Administrator's
office. The Administrator returned to the dining
room table stating resident #1 and #3 has one
medication each at noon, The Administrator did
not perform hygiene before stating the
name, dose of the medication and pre-popped
into the medicine cup for resident #1. There was
no hygiene performed before moving to the
other side of the table where resident #3 was
sitting to prepare his medication pass. She stated
the name and dose of his medication and
pre-popped into his medicine cup. The residents
adrinistered their medications without any

i 3 3 ini or updated
the MORs for both residents and returned the
medications to the medication cart in her office.
She did not perform hygiene after
completing the med pass.

Review of resident #2's
indicated needs
self-administration of medications.

1823 health
i with
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On at 12:52 PM, the Administrator stated

she received training on assisting with
self-administration of medications. Adding, she
was never told she needed to perform
hygiene during the medication pass. The
Administrator was made aware there was no
observation of her sanitizing her before or
after the medication pass at 9:20 AM or 12:48
PM. The Administrator stated she washed her
before starting each medication pass and
was unaware that it needed to be observed.
Further stating, she did not know she needed to
sanitize in between the medication passes of
resident #1 and #3.

On at 1:00 PM, the Administrator
confirmed the findings.

Class il

A082 59A-36.011(4) FAC Training -/ A082
$8=D

“)

[ ). Pursuant to section
381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection {12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to obtain a one-time training in
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.. 7 Yfor tof
2 sampled staff (A) within 30 days of employment
as required.

Findings:

Review of Caregiver A's personnel record
revealed a hire date on - There was no
documented evidence thatthe  / training
was completed.

On at 11:19 AM, the Administrator stated
she's pretty sure Caregiver A had the training.

On at 11:21 AM, Caregiver A stated she
completed the training and provided
documentation to the Administrator.

On at 11:45 AM, the Administrator stated
she was unable 1o provide the documentation of
the fraining for Caregiver A.

On at 1:00 PM, the Administrator
confirmed the findings.

Class il
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