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Initial Comments
Assisted Living Facility

An extended congregate care (ECC)and a
limited nursing services (LNS) monitoring visit
was conducted on 3

The Qakview Terrace, assisted living facility, had
a deficiency found at the time of the visit,

58A-5.0191(4) FAC Training - First Aid and

{4) FIRST AID AND
). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times,
{a) Documentation of attendance at First Aid or
course offered by an accredited college,
university or vocational school; a licensed
hospital; the American Red Cross, American
Association, or National Safety Council; or
a provider approved by the Department of Health,
shall satisfy this requirement.
{b} Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently

A 000

A083

certified under Part il of Chapter 401, F.S., shall

be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by |

Based on record reviews and interview, the
facility failed to ensure that 1 (Staff Ayof4
had of a current

agency approved
{ ) training which placed the residents at nsk
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of inadequate or inappropriate care during a
health emergency.
Findings include:
Employee record review led that Staff A, a
nurse who worked the night shift, had
documentation of current _training; however,
it was completed on line with no on site
compression requirement, therefore it was not an
approved course,
interview with the director of nursing (DON} on

at approximately 1:00 p.m. revealed that
there is always a licensed nurse scheduled on the
night shift and the unlicensed direct care staff are
not required to have training. She
acknowledged that since Staff A is the only nurse
on her shift at night, the residents would be
without a properly frained employee who could
perform
Class 1l

A083
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

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

,2013

Administrator

Oakview Terrace

7220 Baillie Drive

New Port Richey, FL 34653

Dear Administrator:

This letter reports the findings of an extended congregate care (ECC) and limited nursing services (LNS)
monitoring visit that was conducted on +, 2013, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiency that was identified on
the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct this deficiency within thirty
days of the date of this letter unless the Agency has approved another timeframe. Staff from this office will
conduct a review to verify that the necessary corrections are in place to correct the deficiency 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
bttp://ahca.myflorida.com/Publications/Forms.shiml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health
Facllmes and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
pIC 1 and lication of the survey process.

PP

Thank you for the assistance provided to the surveyor. Should you have any questions please call

Paul Brown, HFES, at 727-552-2000.
rely,
o [

Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

525 Mirror Lake Drive Nort, Suite 410 A
Petersburg, FL 33701

Phone (727} 552-: 2000 Fax(727) 552-1161

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
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