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Initial Comments.

An unannounced revisit survey was conducted on
at Tzuriel Assisted Living Facility Inc., an
assisted living facility in Cape Coral, Florida.

This was the second follow-up fo the biennial
survey completed on

The foliowing is description of the deficiencies
found at the time of the visit.

429.176 FS; 420.52(  ),58A-5.019(1) FAC
Staffing Standards - Administrators

429.176
Notice of change of administrator.-If, during the
period for which a license is issued, the owner
changes administrators, the owner must notify
the agency of the change within 10 days and
provide documentation within 80 days that the
new administrator has completed the applicable
core educational requirements under s. 429,52, A
facliity may not be operated for more than 120

ive days without an in who
has completed the core educational
requirernents.

42952( ) FS
{4} A new facility administrator must complete the
required training and education, including the
competency test, within 90 days after date of
employment as an administrator. Faiture to do so
is a viotation of this part and subjects the violator
to an administrative fine as prescribed in s.
429.19.

{B) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years,

58A-5.019
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Staffing Standards.
(1) ADMINISTRATORS, Every facifity must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of all staff
and the provision of appropriate care to alt
residents as required by Part il, Chapter 408,
F.S., Part |, Chapter 428, F.S., Rule Chapter
53A-35, F.A.C., and this rule chapter.
(a} An administrator must:
1. Beatleast | i
2. If employed on or after
have, at a minimum, a high school dlploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to Sections
408.809 and 429.174, F.S.; and
4. Complete the core training and core
competency test requirements pursuant to Rule
58A-5. 0191 F.AC,, nolater than 90 days after
pl as a facility i
who have

these requirements before
are not required to take either the 40 hour core
training or test uniess specified elsewhere in this
rule. Administrators who attended core fraining
priorto .., . , are not required to take the
competency test unless specified elsewhere in
this rule.
5. Satisfy the continuing education requirements.
pursuani to Rule 58A-5.0191, FAC.

who are not in compli; with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the depariment.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise

o7y
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Continued From page 2

has not satisfied the training requirements of
subparagraphs {1){(a)4. of this rule to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0181, FAC; and
2. Complete all additional training requirements if
the facifity maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} ini may supervise a d of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirements of an administrator pursuant to
paragraph (1){a} of this rule. Managers who
attended the core training program priorto .,

. are not required {o take the competency
test unless specified elsewhere in this rule. in
addition, a manager may not serve as a manager
of more than a single facility, except as provided
in paragraph {1){c) of this rufe, and may not

. serve as an administrator of any

other facility,
{e) Pursuant to Section 429.176, F.S, facility
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owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, |, , which is
incorporated by reference and avaitable online at:

=Ref-04002.

hitp:/www firules.o

asp?No

This Statute or Rule is not met as evidenced by:
Based on a review of the personne! files and staff
interview, the facility fatled to ensure it was
managed and operated by a qualified
administrator who met the core educational
requirement, including completion of the
competency examination within 90 days of

evaluation.

time.

Class Ili

The findings included:

as the facility inis or.

Areview of the Administrator's personnet file
failed to reveal documentation of successful
passage of the core education competency

On at 11:30 a.m., during an interview the
Administrator verified she has been operating and
managing the facility for greater than 90 days, but
just completed the competency examination on

. She said the results would not be
available for the next 2 to 3 weeks.
The Administrator said there was no other
qualified employee to operate the facility at this
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Core & Compstency Test

429.52
{1) Administrators and other assisted living faclity
staff must meet minimum training and education
i by the Dep: of
Elderly Affairs by rule. This training and education
is intended fo assist facilities to appropriately
respond to the needs of residents, to maintain
resident care and facility standards, and to meet
ficensure requirements.
{2} The department shall establish a competency
test and a minimum required score to indicate
successful completion of the training and
requi . The test
must be developed by the department in
conjunction with the agency and providers. The
required training and education must cover at
teast the following topics:
{a) State law and rules relating to assisted living
facitities.
{b} Resident rights and identifying and reporting
. neglect, and |
{c} Special needs of elderly persons persons with
mental iliness, and persons with
and how to meet those needs.
(d) Nutrition and food service, including
itation practices for prep: N
storing, and serving food.
(e) Medicati ing, and
proper technigues for assisting residents with
self-administered medication.
{f} Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's
and related

58A-5.0191
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Continued From page 5

Staff Training Requirements and Competency
Test.
{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a} The assisted living facility core training

qui nts i the
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 testis 75%. in who
have attended core training priorto ., |
and managers who attended the core training
program prior to . . shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part if of
Chapter 468, F.S., are exempt from this
requirement.
{c} 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
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core fraining. 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

{A080)

AHCA Form 3
STATE FORM

20-0007

s

YUCW13

If continuation sheet 6 of 10




Agency for Health Care

PRINTED: 08/09/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968837

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
07/23/2018

NAME OF PROVIDER OR SUPPLIER

2710 NW 6TH ST
CAPE CORAL, FL 33993

TZURIEL ASSISTED LIVING FACILITY INC

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

{A 080}

Continued From page 6

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 a review of the personne! files and staff
interview, the facility failed to ensure it was
rmanaged and operated by a qualified
administrator who met the core educationat
requirement, including completion of the
competency examination within 80 days of

as the facility i

The findings included:

A review of the Administrator's personnet file
failed to reveal documentation of successful
passage of the core education competency
evaiuation.

On at 11:30 a.m., during an interview the
Administrator verified she has been operating and
managing the facility for greater than 90 days, but
just the ination on

. She said the results would not be
available for the next 2 to 3 weeks.
The Administrator said there was no other
qualified employee to operate the facility at this
time.
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Continued From page 7

58A-5.0191(5) FAC Training - First Aid and

(5) 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 that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
orovide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is ited by the Commission on itati
for Pre-Hospital Continuing Education satisfies
this requirement.
{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part fll, F.S., shail be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule Is not met as evidenced by:
Based on observation, review of the personnel
files and administrative staff interview, the facility
failed to maintain evidence of a current first aid
training for 1 (Staff B) of 3 direct care staff
reviewed.

The findings included:
Review of the personnel fite for Direct Care Staff
B failed to reveal documentation of first aid

training.

On at 11:45 a.m., the Administrator

{A083}
{A083}
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Continued From page 8

verified Direct Care Staff B works alone when on
duty and provides care to the residents. She
confirmed the lack of documentation indicating
Direct Care Staff B completed a training in first
aid.

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

{A083}
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Continued From page 9

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 staff interview, the
faciiity failed to have documentation of a current
approved comprehensive emergency
management plan (CEMP) to ensure the safety
and welfare of all residents.

The findings included:

Review of the facifity's CEMP revealed a letter
from the emergency management office. The
fetter was dated and informed the
Administrator the CEMP was not approved, as it
did not currently meet the emergency
management criteria requirements set forth by
the Agency for Health Care Administration.

On at 11:50 a.m. the Administrator said
she is working on the corrections requested by
the Emergency Management Coordinator. The
Administrator verified the facility did not have a
current, approved CEMP,

Class Ili
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