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A00C Initial Comments AQ0O

: conducted Assisted Living Facility biennial
re-licensure survey with Limited Nursing
Services.

Emeritus at Tuskawilla had deficiencies found at
the time of the visit.

AO76 58A5.0186 FAC_ . ... . . : no7e
‘

(1) POLICIES AND PROCEDURES.
{a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state laws and rules
relative to . The policies and procedures
shall not condition treatment or admission upon
whether or not the individual has executed or
waived a ____. The ALF must provide the
following to each resident, or resident’ s
representative, at the time of admission:
1. Acopy of Form SCHS-4-2008, " Health Care
Advance Directives - The Patient " s Right to
Decide, " 120086, or with a copy of some
other substantially similar document whlch
incorp information
directives included in Chapter 785, F.S. Form
SCHS-4-2006 is available from the Agency for
Health Care Administration, 2727 Mahan Drive,
Mail Stop 34, Tallahassee, FL 32308, or the
agency 's Web site at:
hitpi//ahca. myﬂonda com/MCHQ/Health_Facility_
HC_Advance_Directives/docs/adv_dir
.pdf; and
2. Written information concerning the ALF's
policies regarding
3. Information about how to obtam DH Form
1896, Florida Form,
| incorporated by reference in Rule 64J-2.018,
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(b) There must be documentation in the resident '
s record indicating whether or not he or she has
executed a fa_ .. _ hasbeen
executed, a copy of that document must be made
a part of the resident ' s record, If the ALF does
not receive a copy of a resident ' s executed

the ALF must document in the resident ' s
record that it has requested a copy.
(2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, F.S., i, as a condition of

or ission, it requires an individ
to execute or waive a
{3) i PROCEDURES. Pursuant to Section
429255, F.8., an ALF must honor a properly
executed as follows:
{a) In the event a resident experiences
staff trained in
| ora

licensed health care provider present in the
facility, may withhold

(b) In the event a resident is receiving hospice
services and experiences

facility staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
facility.
(4) LIABILITY. Pursuant to Section 429.255, F 8.,
ALF providers shall not be subject to criminal
prosecution or cm |Iab| ity, nor be considered to
have it or ional
conduct, for fol|owmg the procedures set forth in
subsection (3) of this rule, which involves
withholding or withdrawing
e pursuantto a

and rules adopted by the department.
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Continued From page 2

This Statute or Rule is not met as evidenced by
Based on record review and interview the facility
failed to ensure a statement of the facility's policy
concerning pursuant
to Section 429.255, F.8. and Rule 58A-5.0186,
F.A.C. was included in their policy and failed to
provide a copy of Form SCHS-4-2006, "Health
Care Advance Directives - The Patient's Right to
Decide,” 12006, or with a copy of some other
substantlal y srm:lar document whlch

directives included in Chap(er 765 F.S to20f4
sampled residents (#1 & 2).

Findings:

Review of the facility's Policy and Procedure
revealed the policy did not include the required
documentation to resident's #1 and #2 or their
representatives at the time of admission. The
policy and procedure did not include the following:

In the event a resident is receiving hosplce
services and experiences

facility staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
facility.

Interview with the administrator on

approxamately 2:30 PM who stated she needed to
revise the policy.

Class

58A-5.0191(9) FAC Training - ADRD
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@ — - .S _AND RELATED

H{ . ADRD " ) TRAINING
REQUIREMENTS. Faciliies which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adcpted in Rule SN-1.001, F.

Florida Building Code Adopted, must ensure that
facility staff receive the following training.

(a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall
obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between 1998and 2003
shall satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under paragraph (g) of this subsection
will be considered as having met this
requirement. " Staff who have regular contact
means staff who interact on a daily basis with
residents but do not provide direct care to
residents. Initial fraining, entitied *

Related Level | Training, "
must address the following subject areas:
1. Understanding and

refated
2. Characteristics of . .
3. Communicating with residents with
s ;
4, Family issues;
5. Resident environment; and
6. Ethical issues.
(b) Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 429.917, and
400.6045(1), F.S., shall be considered to have
met the initial assisted living facility. _

: and Related Level | Training.
(c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4

AHCA Form 3020-0001
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hours of training, enfitled :
‘ and Related Level Il Training, " within
9 months of employment. Fagility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection will be
considered as having met this requirement.

N and Related ;
Level Il Training must address the following
subject areas as they apply to these
1. Behavior management;

2. Assistance with ADLS;
3. Activities for residents;
4. Stress management for the care giver; and
5. Medical information.
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (@) and (b)
of this subsection can be found in the document
* Training Guidelines for the Special Care of
Persons with . -and Related

" dated 1998, incorporated by
X le from the Dep of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
(e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 429,178, F.S. Continuing education
| received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.8., and subsection
(1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
Section 428.178, F.S., within three (3) months of
employment, " Incidental contact" means all
staff who neither provide direct care nor are in
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i regular contact with such residents.

(g) Persons who seek to provide ADRD training in
| accordance with this subsection must provide the
| dep: or its desi with i
| that they hold a Bachelor ' s degree from an
| accredited college or university or hold a license
| as a registered nurse, and:
| 1. Have 1 year teaching experience as an
| educator of caregivers for persons with.

s - or related ;or

1 2. Three years of practical experience in &
1 program providing care to persons with
‘s or related ,or

3. Completed a specialized training program in
| the subject matter of this program and have a
| minimum of two years of practical experience in a
. program providing care to persons with
s -or related
| (h) With to requi in paragy
| (9), a Master ' s degree from an accredited

college or university in a subject related to the

content of this training program can substitute for
| the teaching experience. Years of teaching
| experience related to the subject matter of this
| training program may substitute on a year-by-year
basis for the required Bachelor * s degree
| referenced in paragraph (9).

| This Statute or Rule is not met as evidenced by:
| Based on record review and interview the facility
failed to ensure 1 of 3 sampled direct staff (Staff
C) had 4 hours of education/annual training in

. and Related _ .

i

|

| {ADRD).
| Findings:
| 1. Review of personnel files revealed staff C who

| was hired on _ and had direct contact and
provided direct care to resident with ADRD had 4

S ——
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| hours of ADRD training on The staff
| member needed 4 hours of annual training in
. 201

 Interview with the administrator on ... . &t
| approximately 2:30 PM who stated they were not

| aware the staff member did not have the required
! 4 hour training.

! Class ifl
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2012
Administrator

Emeritus At Tuskawilla
1016 Willa Springs Drive
Winter Springs, FL 32708

Dear Administrator:
Re: Biennial relicensure w/LNS

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

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
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 2012, to verify that the necessary corrections are in place to correct
the deficiencies 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.shtm] as a first step in providing a web-based interactive
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 Lorraine
Henry at

Sincerely,

THeresa DeCanio, RN
Field Office Manager

LH/be
Enclosure
XG%0

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:#/ahca myflorida.com

Orlando Field Office

400 W. Robinson St Suite 5-308

Orlando, FL. 32801

Phone (407) 420-2502; Fax (407) 245-0998




