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initial Comments

An Biennial Standard survey was conducted on
—. Adult Care of Miami Assisted Living
Facility had deficiencies found at time of survey.

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 to
facility staff:
(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation p re providing

care to resk D ion of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne

. may be used to meet this

requirement.
(b) Staif 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 Y P includi
chain-of-command and staff roles refating 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 training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted fiving facility.
2. Recognizing and reporting resident
neglect, and
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(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained 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 ices.

(f) All facility staff shall receive in-service training
regarding the faciiity ' s resident elopement
respanse policies and procedures 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

impl ion of the el

policies and procedures. i

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of § sampled employees to
have training in the areas of Elopement

policies and p .

Findings includes:

1. Record review revealed employee #4
(caretaker) started on she did not have
her training in the areas for Elopement Response
policies and procedures.
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2. Interviewed administrator on .
10:00am, she stated that employee #4
(caretaker) did not have her training in the areas
for Elopement Response policies and
procedures.

Class Il

58A-5.0181(8) FAC Training - ADRD

@) - .AND RELATED
_ (" ADRD ") TRAINING

REQUIREMENTS. Facllities 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 adopted in Rule 9N-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facility staff receive the following training.
(@) Faciiity staff who have regular contact with or
provide direct care to residents with ADRD, shal
obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between , 1698 and 2003
shall satisfy this requirement. Facility staff who
meet the requirements for ADRD training
p under iph (@) of this
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, entitied

.. and Related Level | Training, "
must address the following subject areas:
1. Understanding E and
related :
2. Characteristics of B
3. Communicating with residents with
s
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4. Family issues;

6. Ethical issues.

and Related

3. Activities for resid

Persons with
" dated

5. Resident environment; and

(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
{c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitied "
Level Hl 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 Il Training must address the following
subject areas as they apply to these :
1. Behavior management;

2. Assistance with ADLs;

ents;

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

1899, incorporated by

~Level| Training:

and Related

Florida 32389-7000.

from the D

Affairs, 4040 Esplanade Way, Tallahassee,
{e) Dlmct care staff shall participate in 4 hours of

of Eider

g as req
Section 429,178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education

under
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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
ion for care requi

by subsection (7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
wntten mformahon provuded by the facility on
with such as ired under
Section 420.178, F.S., within three (3) months of
employment. lnmdental 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
or its desi with d

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 teachlng experience as an
educator of caregivers for persons with -

's : o related or
2. Three years of practical expenence ina
program providing care to persons with -

's ... of related ;or
3. G a jali tralmng gram 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 ref to i
{9), a Master’ s degree from an accrednted
college of university in a subject related to the
content of this ttammg program can substlmte for
the Years of
experience related to the subject matter of this
fraining program may substitute on a year- by-year
basis for the required Bachelor ' s degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
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Based on record review and interview facility
failed to have 1 out of 5 sampled employees to
have fraining in the areas of
... AND RELATED B ADRD.
Findings includes:
1. Record review revealed employee #5
{caretaker) started on , she did not have
her training in the areas for S
AND RELATED _ADRD. .
2. interviewed administrator on . @ 10:00
am, she stated that employee #4 (caretaker) did
not have her training in the areas for
.AND RELATED
ADRD,
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

RICK SCOTT . ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
2012
Administrator

Adult Care Of Miami, Inc
9833 Sw 27 Terrace
Miami, FL 33165

Dear Administrator:

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.

Si ym this of will coi arey r 12/18/2012 to that the nece corrections are in
ur 3

Place o correct the deficiencies identified on yo. 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 a 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,
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XGoo
Headquarters Miami Fieid Office
2727 Mahan Drive 8333 NW. 53rd :t::'engume 300
Tallahassee, FL 32308 Miami, Fl. 33166

hitp://ahca.myflorida.com Phorie (305) 593-3100; Fax (305) 593-3121




