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Initial Comments

A Ct Care Survey
on , 2013 at Xiomara Home. The
following deficiency was identified at time of
survey.

88A-5.0191(7) FAC ECC - Training
Staﬁ Training Requirements and Competency
Tes!

[ EXTENDED CONGREGATE CARE
TRAINING.
(a) The and
care supervisor, if different from the
administrator, must complete core training and 4
hours of initial training in extended congregate
care prior to the facility ' s receiving its extended
congregate care license or within 3 months of
beginning employment in the facility as an
administrator or ECC supervisor. Successful
completion of the assisted living facility core
training shall be a prerequisite for this training.
ECC supervisors who attended the assisted living
facility core training prior to , 1998, shall
not be required to take the assisted living facility
core training competency test.
{b) The administrator and the extended
congvega\e care supervisor, lfdlﬁerent from the
. must a of4
hours of eontmumg education every two years in
topics relating to the physical, ,or
social needs of frail elderry and | persons.
or persons with or related

{c) All direct care staff providing care to residents
inan care pi must
complete at least 2 hours of in-service training,
provided by the facility administrator or ECC
supervisor, within 6 months of beginning
employment in the facility. The fraining must
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address care and

requirements, including statutory and rule
requ\rements and deltvery of personat care and

rvices in an greg
ﬁre facnllty,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the

failed to a mini of4
hours of continuing education every two years in
topics relating to the physical, ,or
social needs of frail elderly and persons,
or persons with ; or related
Findings include:

Record review of staff #1 (administrator)'s
personnel file did not have proof of 4 hours of
continuing education every two years in topics

relating to the physical, _ ,orsocial
needs of frail eiderly and | persons, or
persons with or related
. The last update was

Interview with administrator on at 3:30
p.m. stated, "I don't have it, | remember doing it
by ican'tfind it"
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FUORIDA AGENCY FOR HEALTH CARE ADVINISTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Bettor Health Care for all Floridians SECRETARY
,2013
Administrator
Xiomara Home

4321 Sw 1 Street
Miami, FL. 33134

Dear Administrator:

This letter reports the findings of a state Extended Congregate Care (ECC) monitoring survey that was
conducted on , 2013 by representative(s) of this office.

Atiached is the provider's copy of the State (3020) Form, which indi 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 afier o verify that the nece corrections are in
¢ 10 correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has Jong 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,
s
AM(/LJ\ él/
Arlene Mayo-Davis
Field Office Manager
AMBD:sy
Enclosure
X690
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL 32308 Miami, FL 33166
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