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Initial Comments.

A blennial re-licensure survey was conducted at
Highland Place Assisted Living Facility in
Inverness, FL, on . through .

. Deficient practice was identified at the tims
of the survey.

429.275(2) F'S; 58A-5.024(2) FAC Records - Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ticensure or ceriification is required under this
part or rule.

58A-5.024
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by
Rule 58A-5.0191, FA.C;
2. Copies of all licenses or certifications for alt
staff providing services that require licensing or
certification;
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in Section
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429.174, F.S., and Rule 58A-5.019, FAC,;
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rute
58A-5.018, FAC,;
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
rust maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in Rule 58A-5.019, F.A.C.
(c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule 58A-5.019,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain training documentation for 3 of
3 staff members sampled (Staff A, B, and C).

Findings:

Record review of personnel records reveated no
documentation of training on Activities of Daily
Living and Behavioral Needs for Staff A,
Medication Technician (date of hire: %
Staff B, Medication Technician (date of hire:

) and Staff C, Medication Technician
( )

On at 11:25 AM, during an interview,
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Continued From page 2

the Administrator confirmed that Staff A, Staff B
and Staff C did not have any certificates in their
personnel records, showing they have received
Activities of Daily Living and Behavioral Needs

Training .

Class Ili

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
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management plans prepared by assisted fiving

facilities.

{e) Any plan approved by the local emergency

management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Comprehensive Emergency
Management Plan (CEMP) had been approved
by the local emergency management office on an
annual basis,

Findings:

Record review revealed a letter dated |
indicating approval of the CEMP by Cmus
County Sheriff's Office, Division of Emergency
Management, reading: “Your next disaster plan
review will be due in ". No
documentation of an approvat for 2019 was
available for review at the time of the survey.

On at 10:30 AM, during an interview,
the Administrator stated she had not yet
submitted the CEMP o Division of Emergency
Management for annual review for 2019,
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