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A000, Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Royat Living At Coconut Creek. Deficiencies
related to the Relicensure were identified at the
time of the survey.

A080| 420.52( ) FS; 59A-36.011(1) FAC Training - A080
$8=D | Core & Competency Test

428.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shall develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
{b) Resident rights and identifying and reporting
,neglect, and | .
{c) Special needs of elderly persons, persons with
mental ifiness, and persons with ,
and how to meet those needs.

{d) Nutrition and food service, including

itation practices for preparing,
storing, and serving food.
{e) icati ing, and
proper techniques for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
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evacuation drill procedures and other emergency
procedures.

{g) Care of persons with
related

s and

59A-36.011

{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

(&) The assisted living facility core training
requirements established by the department
pursuant o section 429.52, ¥ 8., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. in; who
have attended core training priorto

and managers who attended the core iraining
program prior fo , shall not be
required to take the competency test,
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part li, F.S,, are exempt from this requirement,
{¢) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
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requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted fo the entity
administering the test. Anew fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to appoint a manager (Staff C) with
CORE ficensure to act in the Administrator's
absence. Additonally, the facility failed to to
ensure that the Administrator had documentation
on file verifying completion of the required 26
hours of CORE licensure fraining.

The findings included:

a) During a tour of the facility conducted on

from 9:15 AM to 9:37 AM, there were
two staff present at the time of survey (Staff B
and Staff D, HHAs). The Administrator was not
observed on site at that time. A posting on the
wall near the kitchen revealed that Staff C was
the facility's manager/designee.

During a telephonic interview with the
Administrator on at 9:45AM, she
stated that her manager/designee in her absence
was Staff C (HHA Lead) and she could oversee
the staff and the facility.

During an interview with Staff C on at
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approximately 10:30AM, she stated that she was
the Manager on duty when the Administrator was
not present. At that time, a request was made for
all staffing files.

A review of the Staff C's file revealed a hire date
of . Further review revealed that Staff
C had job descripten for & Home Health Aide
{HHA) Lead position, in addition to a drafted letter
stating she was the Administrator's designee
dated . There was no documentation
of a CORE ficense on file. Additionally, there were
no CORE continuing education certifcates on file.

During an interview with Staff C on at
4:16 PM, she was notified that she had no
documentation of a CORE license or CORE
examination on file. She stated that she has not
obtained a license yet because she failed the
CORE examination by two point. She was further
informed that she cannot perform managerial
duties in place of the Administrator without
successfully completing a CORE licensure exam
and obtaining a CORE license.

B) A review of the Administrator's file revealed a
hire date of - Further review revealed
documentation of a CORE license issued on

. However, there was no
documentation of the 26-hour CORE training
required prior to examination.

During an interview with Staff C on at
4:25 PM, she was notified that the Administrator
was missing her 26-hour CORE training that
accompanies the CORE licensure.

Class il
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A 162 59A-36.015(3) FAC Records - Resident At162
§8=D

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

1. Name,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
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

i ‘s medical ion form

in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services 1o be provided, supervised, or
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 58A-36.012,
F.A.C., if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

) A record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded

2

3. Race,

4. Date of birth,
5.

6.

7
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semi-annually. This subsection does not apply to
residents who are receiving ficensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.
(g} For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C, if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
adrainister medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendurns to the contract
as described in Rule 59A-36.018, FAC.
{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.8.
(1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3, CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
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made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.

{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident's ,DH
Form 1896, if applicable,

{p) For independent living residents who receive
meals and occupy beds included within the
licensed 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
afrangement.

{q} Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the deparfure 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 facifity.

(1) Additional resident records reguirements for
facilities holding a limited mental health, extended
congregate care, or fimited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a resident record with resident
information on the premises for 1 of 2 sampled
residents (Resident #1).
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The findings included:

During an interview with Staff C (HHA Lead) on

at approximately 11:15 AM, a request
was made for all the residents on hospice.
Documentation was provided.

Areview of Resident #2's record revealed an

admission date of . Further review

revealed a Resident Health Assessment (AHCA

Form 1823) dated with diagnoses of
, Hypertensive

. . - Additionally, she was receiving
hospice services.

Further review of the file revealed that Resident
#2 did not have documentation of a hospice
interdisciplinary plan. Additionally, Resident #2's
contract had conflict dates and fees amounts on
the addendums for rent increase.

During an interview with Staff C on at
4:27 PM, she was notified that Resident #2's file
was missing her hospice interdisciplinary plan
and her contract information was conflicting. She
was unable to produce any additional
documentation at the time of survey.

Class il

A162

AHCA Form 3020-0001
STATE FORM

Ll NVDR11

1 continuation shoet 8 of 8



