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Administrator

Emeritus at Barrington Place

2341 West Norvell Bryant Highway
Lecanto, FI. 34461

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2012bya
representative of this office.

Enclosed 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 Jetter 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://ahcamyflorida.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 Tink 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. Should you have any questions please call this office at
(386) 462-6201.

Sincerely,

o P, S
Kriste J. Mennella

Field Office Manager

KIM/amw

Enclosure: State Form 3020

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
hitp:/fahca.myflorida.com

Alachua Field Office

14101 N W Hwy 441, Suite 800

Alachua, FL 32615.5669

Phone (386) 462-6201; Fax (386) 418-5300
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Initial Comments i A000

On ! an unannounced standard
biennial licensure survey was conducted at
Emeritus at Barrington Place. Deficiencies were
identified as a result of this survey. The facility
was not in compliance with Chapters 429, Part | &
408, Part Il Florida Statutes and 58A-5, Florida
Administrative Code.

58A-5.0191(9) FAC Training - ADRD A086

(9) (AND RELATED
(" ADRD "} TRAINING
REQUIREMENTS. Facilities 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 Fiorida Building
Code, as adopied in Ruie 9N-1.001, FA.C
Florida Building Code Adopted, must ensure that
facllity 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 . 1998 and 2003
shall satisfy this requurement 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 training, entitled " s
and Related iLevel | Tranmng
must address the following sub}ect areas:
1. Understanding and
related
2. Character!stlcs of
3. Communicating with re5|dents with
s
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4. Family issues;
5. Resident environment; and
6. Ethical issues.
(b} 8taff 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.8., 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
hours of training, entitled " e
and Related Level 1§ Training, " within
9 months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g} of this subsection will be
considered as having met this requirement.
: and Related
Level It Training must address the following
subject areas as they apply to these disorders:
. 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 (a) and (b)
of this subsection can be found in the document
" Training Guidelines for the Special Care of
Persons with Aizhei: .. Related
Disorders, " March incorporated by
reference, available from the Department 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
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required by Section 429.52, F.S., and subsection
(1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care requ!red }
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 429.178, F.S., within three (3) months of
employment. * incidental contact * means all
staff who neither provide direct care nor are in
regular contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
depariment or its designee with documentation
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

2. Three years of practical experience in a
program providing care to persons with

sor 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 reference to requirements in paragraph
{g), 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 {(g).

i

This Statute or Rule is not met as evidenced by:

i
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Based on record review the facility did not have
+and Related

(ADRD) Level {l training for 1 or 3 staff members,

staff member #3.

Findings:

On a record review was conducted

on. Staff member #3 works in the memory care |
unit of the facility with residents, she l
has done this for the past 2 years. During a

record review of staff #2 training records the
facility falled to provide documentation for staff |
member 3 showing she had completed ADRD i
fevel |l training. !

During the exit conference with the Administrator !
on ..........at12:00 PM, the Administrator
failed to provide any evidence that staff member
#3 had ADRD training.

Class 1l
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