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Initial Comments

AStandard Biennial State Licensure Survey was
conducted of your Assisted Living Facility on

- There were deficiencies were found
during the course of the survey.

88A-5.0191(1) FAC Training - Core &
Competency Test

Staff Training Requirements and Competency
Test.

{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

(@) The assisted fiving facility core training
requirements established by the department
pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to . 1997,
and managers who attended the core training
program prior to | , 1998, shall not be
required to take the competency test,
Administrators licensed as nursing home
administrators in accordance with Part Il of
Chapter 468, F.S., are exempt from this
requirement.

{¢) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.S.

(d) A newly hired administrator or manager who
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has successfully compileted the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must

1. Retake the assisted living facility core training;
and

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken

This Statute or Rule is not met as evidenced by’
Based on record review and interview facility
failed have 1 out 7 sampled employees to have in
service training for 12 hours of continued
education in topics related to assisted living.

Findings includes:

1. Record review revealed that employee #1
{administrator) core is dated and he did
not have the 12 hours of continued education in
topics related to assisted living in his file at the
time of the survey.

2. interviewed owneron - @ 1:00 pm,
she confirmed that administrator did not have his
12 hours of continued education in topics related
to assisted living in his file
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(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 health aides trained in accordance with
Rule 59A-8.0085, F.A.C., must recelve a
minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne

;. may be used to meet this
requirement.
{b) Staff 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 emergency procedures including
chain-of-command and staff roles relating 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 living facility.
2. Recognizing and reporting resident \
neglect,and . .07
(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.. mustreceive 3 hours of in-service training
within 30 days of employment that covers the
following subjects
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1. Resident behavior and needs.

2. Providing assistance with the activities of dally
living

{e) Staff who prepare or serve food, who have not
taken the assisted fiving facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

regarding the facility ' s resident elopement
response policies and procedures within thirty
(30) days of employment.

the facility ' s resident elopement response
policies and procedures,

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 7 sampled employees to

Resident's rights& Reporting . Neglect&
fresident's Behavior & Needs and
Activities of Datly Living/Elopement/ Reporting
Major Incidents/Facility Fire & Emergency
Procedures/ Bloodborne
Control/OSHA Personal Care & Hygxene/ !
Safe Food Handling & Sanitation for
Nutrition/Assistance with Self Administration of
Medication.

Findings includes:
1. Record review revealed that employee #6
Caretaker started on i~ -and her training

{f) All facility staff shall receive in-service training

1. All facility staff shall be provided with a copy of |

have the correct hours of training in the areas of. :
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certificates were all dated on The
hours added up totaled 18 hours in one days time
period. Resident's rights& Reporting

Neglect& | fresident's Behavior &
Needs and Activities of Daily Living (4
hours)/Elopement/ Reporting Major
incidents/Facility Fire & Emergency Procedures
(4 hours) Bloodborne

Control/OSHA (1 hour)/Personat Care & Hygiene
(1 houry/ {1 hour)/ Safe Food Handling &
Sanitation for Nutrition (3 hours)/Assistance with
Self Administration of Medication {4 hours)

2. Interviewed owneron i~ - @ 2:00 pm,
she confirmed that employee #86 did have more
hours than required on the same date totally up to
18 hours.

Class

SASUBDS 58A-5.0191(8) FAC Training - ADRD

(9) '8 _..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 Florida Building
Code, as adopted in Rule 9N-1.001, F.A.
Florida Building Code Adopted, must ensure that
facility 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 requirement. Facility staff who
meet the requirements for ADRD training
providers under paragraph (g} of this subsection
will be considered as having met this

A 081
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requirement. " Staff who have regular contact ™
means staff who interact on a daily basis with
residents but do not provide direct care to i

residents. Initial fraining, entitled " s
and Related Level t Training, *

must address the following sub;ect areas:

1. Understandmg and

related

2. Charactenstlcs of
3. Communicating with resadents with
s |
4. Family issues;
5. Resident environment; and
6. Ethical issues.
{b) Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 428.917, and
400.6045(1), F.S,, shall be considered to have
met the initial assisted living facility ‘s

and Related Level | Training
{c}) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled " ‘s
and Related Level || 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 li Trammg must address the following
subject areas as they apply to these
1. 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
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" Training Guidelines for the Special Care of
Persons wnh and Related
ceree.., " dated | 1999, incorporated by

reference, available from the Department of Eider
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{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
required by Section 429.52, F.8._, and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
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
department 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 1 or refated sor
2. Three years of practical experience in a
program providing care to persons with

‘s s or related 5 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

> or related
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{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)

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 3 out 7 sampled employees to have
in 4 hours of initial training in

Findings includes:

1. Record review revealed that employees
#1243 (#1 administrator)/(#2 owner/caretaker)/
(#3 owner/caretaker) all three only had 2 hours of

training in the areas for . Employee #1
{administrator) started on - his certificate
is date - for 2 hours/ employee #2
{owner/caretaker) started on his
certification was Issued on and
employee #3 (owner/caretaker) started on

her certification was dated Lall

of the certifications were only taken for two hours
and not the four hours

2. interviewed owneron - @ 1:00 pm,
she confirmed that all three employees did not
have their required 4 hours of the initial
training in their files.

Class I}
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Resident Contracts.

{1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:

(a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.

(b} The daily, weekly, or monthly rate

(c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be attached to
the contract

{d) A provision giving at least 30 days written
notice prior to any rate increase.

{e} Any rights, duties, or of residents,
other than those specified in Section 429.28, F.S.
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

(g) A refund policy which shall conform to Sechon i
429.24(3), F.S.

(h} Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to @ nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and

xa) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 1x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
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A 167 Continued From page 8 A 167
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the resident does not have a responsible party to
act in the resident ' s behalf,

(i) A provision stating whether the organization is
affiliated with any religious organization, and, if

s0, which organization and its relationship to the
facility.

{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facliity
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for

transfer to a care setting that has services

needed by the resident. In the event the resident
has no person to represent him, the faciiity shall |
refer the resident to the social service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect

{k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant |
to subsection (4} of that rule

{l} The facility* s policies and procedures for
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions |
regarding over-the-counter (OTC) products i
pursuant to subsection (8) of that rule.

{m) The facility ' s policies and procedures related
to a properly executed .

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

A 187 Continued From page 9 A1B7
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failed to 1 out of 6 sampled residents to have
signed a new contract of agreement with the
faclity.

Findings includes:

1. Record review revealed that resident # 1 was
admitted on - . and her contract was dated
. , but the resident's signature was not on
the contract. The area area for the resident or
guardian was blank.

2. Interviewed owneron - @ 2; 00 pm,
she confirmed the findings of the resident #1's
contract was not signed.
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RICK 8COTT ‘o ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

e 2013

Administrator

Sol Assisted Living Facility
2400 Sw 137 Court

Miami, FL 33175

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 5, 2013 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.

Staff from this office will conduct a review after to verify that the necessary corrections are in place
10 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

hitp://ahca.myflorida.com/Publications/Forms html 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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
; )
%*Wﬂ%\ﬂw
ﬁﬂArlene Mayo-Davis
Field Office Manager
AMD:sy

Enclosure
XG99

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/fahca.myfiorida.com

Miarni Field Office

8333 N.W. 53rd Street, Suite 300

Miaroi, FL 33166

Phone (305) 593-3100; Fax (305) 593-3121




