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Initial Comments

Arelicensure survey was conducted on
18, 2013 Smyrna West Assisted Living Facility
had deficiencies found at the time of the visit.

58A-5.0191(11) FAC Training - Do Not
. Orders

)

TRAINING.

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding - within 80 days
after the effective date of this rule.

(b) Newly hired facifity administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility* s policy and procedures
regarding - within 30 days after
employment.

(c) Training shall consist of the information
included in Rule 58A-5.0186, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to document training in ]

for 3 out of 3 sampled employees
(Employee #1, #2 & #3).

The findings include:

Areview of employee record #1 revealed a hire

date of . 2012, Further record

review found no training documentation on do not
s orders.
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Areview of employee record #2 revealed a hire
date of . 2011, Further record review
found no training documentation on
A review of employee record #3 revealed a hire
date of 2008. Further record review found
no training documentation on Lz
In an interview with the administrator on
15, 2013 at 1:20 PM, she confirmed that the
faclity failed to document training for employees
#1.#2and #3in She
reported that she verbally tells employees when
they are hired and does not keep documentation
or have formal training.
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Administrator

Smyma West Assisted Living Facility
301 Milford Place

New Smyrna Beach, FL 32168

Dear Administrator:

This letter reports the findings of a state licensure abbreviated survey that was conducted on L2013
by a representative 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 408.81 1(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 22013 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.shtml 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. Should you have any questions please call this office at

Sincerely,

Keisha Woods, %

Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KWism
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:ffahca.myforida.com

Jacksonvilie Field Office

921 N. Davis St, Bidg. A, Suite 115
Jacksonville, FL 32209

Phone (904) 798-4201; Fax (904) 359-6054




