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Initial Comments.

On | | a Change of Ownership
survey, in conjunction with an initial Extended
Congregate Care monitoring and complaint
survey (complaint investigation #2019012856)
was conducted at The Cove at Marsh Landing.
Deficient practice was identified at the time of the
survey.

58A-5.0191(12) FAC Training - Documentation &
Meonitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.
{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility’s
personnel files. The documentation must include
the following:
1. The title of the training program,
2. The subject matter of the training program,
3. The training program agenda,
4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
focation of the training program,
8. The training provider's name, dated signature
and credentials, and professional license number,
if applicable.
{b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini: fon with training fon and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor alf facility in-service training,
which Is intended to meet regulatory
requirements.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on review of records and interviews the
facitity failed to ensure that 3 of 3 sampled
employees files contained the required
documentation of completed mandatory trainings
(Staff AB, and C).

Findings include:

A review of employment records revealed that
Staff A was employed . StaffA's
employment record revealed no documentation
that Staff A completed mandatory training in

facility p 3
activities of daily living and behavioral needs and
incident reporting.

A review of employment records revealed that
Staff B was employed . Staff B's
employment record revealed no documentation
that Staff B completed mandatory training in
activities of daily living and behavioral needs and
incident report writing.

A review of employment records revealed that
Staff C was employed . Areview of
Staff C's employment record revealed no

ion that Staff C
training in elopement, facility emergency
procedures, activities of daily living and
behavioral needs and confrol and
resident rights,  , and
training.

On at 4:30pm, the Administrator
stated that during the change of ownership, the
staff training files had been misplaced.
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