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L.odge at Lutheran Haven on

time of the visit.

$8=D| in-Service

(2) STAFF PRESERVICE
ORIENTATION.

with residents,

1. Resident's rights; and,

offered by the facility.

An Extended Congregate Care (ECC)
monitoring visit was conducted at The

. A deficiency was identified at the

A081| 58A-5.0191( ) FAC Training - Staff

(a) Facilities must provide a preservice
orientation of at least 2 hours to all new
assisted living facitity employees who
have not previously completed core
training as detailed in subsection (1).

(b) New staff must complete the
preservice orientation prior o interacting

(c) Once compilete, the employee and
the facility administrator must sign a
statement that the employee completed
the preservice orientation which must be
kept in the employee's personnel record.
(d) In addition to topics that may be
chosen by the facility administrator, the
preservice orientation must cover:

2. The facility's license type and services
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(3) 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-8.0095, F.A.C., must receive a
minimum of 1 hour in-service training in
control, including universal
precautions and facility sanitation
procedures, before providing personal
care to residents. The facility must use
its control policies and
procedures when offering this training.
Documentation of compliance with the
staff training requirements of 290 CFR
1910.1030, relating to borne
X ., Mmay be used to meet this
requirement.
(b) Staff who provide direct care to
residents must receive a minimum of 1
hour in-service fraining within 30 days of
employment that covers the following
subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures
including chain-of-command and staff
roles relating to emergency evacuation.
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(c) Staff who provide direct care to
residents, who have not taken the core
training program, shall receive a
minimum of 1 hour in-setvice 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 ., . The
facility must use its prevention
policies and procedures when offering
this training.

(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., must
receive 3 hours of in-service training
within 30 days of employment that
covers the following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities
of daily living.

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

(f) All facility staff shall receive in-service
training regarding the facility's resident
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elopement response policies and
procedures within thirty {(30) days of
emplioyment.

1. All facility staff shait be provided with a
copy of the facility's resident elopement
response policies and procedures.

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

This Statute or Rule is not metas
evidenced by:

Based on personnel record reviews and
interview, the facility failed to ensure that
3 of 4 sampled staff (A, B, and C)
received the required in-service training
as described in 58A-5.0191( ) FAC.

Findings:

Caregiver A was hired on
Caregiver B was hired on
Caregiver C was hired on

None of their personne! records

contained a statement, signed by the
employee and facility administrator, to
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indicate they each compieted at least 2
hours of preservice orientation prior fo
interacting with residents. In addition,
none of the records contained
documentation to indicate they
completed core training to exempt them
from the requirement.
On at 2:15 p.m. the director of
nursing confirmed the findings.
Class i
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