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Initial Comments.

A revisit to a biennial survey and complaint
2021004025 and an additional complaint
investigation 2021004323 was conducted at
Palmetto Landing Assisted Living Facility on

. Deficiencies remained uncorrected at
the time of the survey.

59A-36.011(10) FAC Training - ADRD
{10) 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 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC.,
Florida Buitding Code Adopted, must ensure that
facliity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who 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 | and |
shail satisfy this requirement. Facitity staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training.”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of

3. Communicating with residents with
4. Family issues;

5. Resident environment; and,

A 000}

{A 086}
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Continued From page 1

6. Ethical issues.
(b} Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facitity and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il 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

I} Training 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
“Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incarporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
{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
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Continued From page 2

required by section 429.52, F.S., and subsection
(1) of this rule, o 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

or related ,or
2. Three years of practical experience in a
program providing care fo persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimurn of two years of practical experience in a
program providing care to persons with

or related
(h) With 1o requi in
{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:

{A 086}
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Continued From page 3

DEFICIENY REMAINED UNCORRECTED

Based on personnel record review and interview,
the facifity failed to ensure 2 of 3 direct care
sampled staff (B and C) who provided care for
persons with s and Related

(ADRD) in & secured memory care
unit, received 4 hours of ADRD continuing
education annually.

Findings:

On at 11 AM, the administrator said
both staff B and staff C worked the facility's
secured memory care unit.

Personnel record review for staff B a caregiver
hired revealed the last ADRD training
certificate available for review was dated

(due )and StaffC a
caregiver hired revealed the last ADRD
training certificate available for review was dated

(due ) and they both
provided care to the residents in the secured
memory care unit.

There was no evidence to confirm they had
received 4 hours of continuing education
annually.

On at 11 AM, the administrator said the
staff did not have the annual training as required .

Class Il

429.24(3)(a) FS; 429.27(7), FS Resident Refund
Policy

429.24

{A 086}

{A168}
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Continued From page 4

{3)a}. . . The refund policy shall provide that the
resident or responsible party is entitied to a
prorated refund based on the dally rate for any
unused portion of payment beyond the
termination date after all charges, including the
cost of damages to the residential unit resulting
from circumstances other than normal use, have
been paid to the licensee. For the purpose of this
paragraph, the termination date shall be the date
the unit is vacated by the resident and cleared of
all personal belongings. If the amount of
belongings does not preclude renting the unit, the
facitity may clear the unit and charge the resident
or his or her estate for moving and storing the
items at a rate equal to the actual cost to the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days' advance
written notification is given. If the resident's
possessions are not claimed within 45 days after
nofification, the facility may dispose of them. The
contract shall also specify any other conditions
under which claims will be made against the
refund due the resident. Except in the case of

or a discharge due to medical reasons, the
refunds shall be computed in accordance with the
notice of relocation requirements specified in the
contract. However, a resident may not be
required to provide the licensee with more than
30 days' notice of termination. If after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
notify the resident or responsible party in writing
of the claim and shalf provide said party with a
reasonable time period of no less than 14
calendar days to respond. The facility shall
provide a refund fo the resident or responsible
party within 45 days after the transfer, discharge,
or of the resident. The agency shall impose
a fine upon a facility that fails to comply with the

{A168)
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residents. -

agency.

{7} In the event of the
ficensee shall return all refunds, funds, and
property held in trust to the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident's spouse or adult next of kin
named in a beneficiary designation form provided
by the facility to the resident. if the resident has
no spouse or aduit next of kin or such person
cannot be located, funds due the resident shalt
be placed in an interest-bearing account, and all
property held in trust by the facility shail be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shali be kept separate
from the funds and property of the facility and
other residents of the facility. If the funds of the
resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident's . the funds shalf be deposited in
the Health Care Trust Fund administered by the

refund provisions of the paragraph, which fine
shail be equal to three times the amount due to
the resident. One-haif of the fine shall be remitted
fo the resident or his or her estate, and the other
haif to the Health Care Trust Fund to be used for
the purpose specified in 5. 429,18,

429.27, FS Property and personat affairs of

of a resident, a

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on record review, contract review and
interview, the facility failed to provide a refund to
1 of 3 sampled resident's (3} within 45 days after
discharge and did not notify the residents or
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Continued From page 6

responsible party of 2 of 3 sampled residents (#2
and #3) in writing o the claim made against the
refunds.

Findings:

Record review for resident #2 revealed a contract
dated , for resident #3 his contract was

Further review of their contracts revealed the
refund policy noted:

“We will send an itemized list of any costs
actually incurred and/or damages fo the premises
or suite, as well as any refunds due after
deductions for such cost or damages, within
forty-five (days) to your last known address. You
will respond within fourteen (14) calendar days of
notification, to contest any of the damages
included by us on the itemized list. Refunds will
be prorated (using 30.5 days to the
Daily rate) from the later of the termination date
or the date by which you have vacated, and alf of
your belongings are removed from the
community.”

1. Record review for resident #3 revealed he had
a discharge date of . Review of the
resident ledger that included payments made by
the resident revealed it also included the
deductions from the refund and a copy of a check
sent to resident's representative revealed it was
dated and the check clear date was

. There were deductions made from the
check and the refund date more than the required
45 days.

2. Further record review for resident2 revealed
the resident was discharged on . Review
of the resident ledger that included payments

{A168)
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made by the resident revealed it also included the
deductions from the refund and a copy of a check
that was dated and the check clear
date was and deductions were made
from the check.
There was no documentation to confirm that the
responsible parties of residents #2 and #3 and
were notified in writing of the claims made against
the resident’s refund and that they were provided
a reasonable time period of no less than 14
calendar days to respond as required.
On at 2 PM, the administrator
confirmed the findings.
Class i
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