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Initial Comments

A Standard Biennial Survey was conducted on

. 2012. Calvinelle Adult Home Assisted
Living Facility with Limited Mental Health (LMH)
component had deficiencies found at the time of
the visit.

58A-5.0191(2) FAC Training - Staff in-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training fo
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0005, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures before providing

care to resi ion of
compliance with the staff tralmng 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 major incidents.
2. Reporting adverse incidents.
3. 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, shall
receive a minimum of 1 hour in-service fraining
within 30 days of employment that covers the
following subjects:

1. Resident rights in an assisted living facifity.
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2. Recognizing and repomng resident y
neglect, and -
{d) Staff who provide dlrect care to residents,
other than nurses, CNAs, or home health aides
frained in accordance with Rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
living.
{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 employment in safe food
handling practices.
(f) Al facifity staff shall receive in-service training
regarding the facility ' s resident elopement

p policies and p within thirty
{30) days of employment.
1. All 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
i ion of the
policies and procedures,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 out of 4 sampled employees
receive all required in-services.

Findings Include:

Record review revealed staff #3 (caretaker hire
date .2012) did not have any
documentation of receiving training in providing

assistance with daily living.
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Interview with staff #4 administrator on .
2012 at 11:53 am confirmed the staff member
was not adequately trained in providing
assistance with daily fiving.

Class it

SAS 0% 58A-5.0191(4) FAC Training - First Aid and
{(4) FIRST AID AND
( ). Astaff 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.
() Documentation of attendance at First Aid or

course offered by an accredited college,
university or vocational school; a licensed
hospital; the American Red Cross, American

‘Association, or National Safety Council; or
a provider approved by the Department of Health,
shall safisfy this requirement.
(b) Anurse shall be considered as having met the
training requirement for First Aid, An emergency
medical technician or i Iy
certified under Part Ilt of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and .

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 out of 4 (SE#3) sampled

ployee had valid d ion that showed
course completion in First Aid and

Findings include:
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Record review revealed that SE#3's (hire date

, care taker). A review of SE#3 ' s file
revealed a copy of a First Aid card with
an expiration date of . Further review of
the First Aid card revealed that it did
not contain the name of the certified individual.

Interview with administrator on , 2012 at
| 11:63 AM revealeed he acknowledged the finding
and told they surveyor that SE#3 had taken the
First Aid course. SE#4 reviewed the First Aid

card that was in SE#3 ' s file and

acknowledged that it did not contain the name of
SE#3 nor did it contain any other name for it was
left blank.
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FLORDASGENCY FOR HEALTH CARE ADMINTRATION
ELIZABETH DUDEK
Réc(ﬁggg; Better Health Care for all Floridians SECRETARY

2012

Administrator

Calvinelle Adult Home, Alf
1627 Nw 62 Terrace
Miami, FL. 33140

Dear Administrator:

This letter reports the findings of a state Heensure survey that was conducted on 5, 2012 by
representative(s) of this office.

dontified

Attached is the provider’s copy of the State (3020) Form, which indi the deficiencies that were i
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

Staff from this office will conduct a review after 1o verify that the necessary corrections are in
place to correct the deficlencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtml as  first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
FuodlDranien
—ﬁ(,z Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG99

e,
Miami Fieid Office
8333 N.W. 53rd Street, Suite 300
Miamni, FL 33166
Phone (305) 593-3100; Fax (305} 583-3121

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
http:ifahcamyflorida.com




