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Initial Comments.

A blennial survey with a generator monitoring
survey was conducted at Savannah Court Of
Lakeland on . The facility had
deficiencies at the time of survey.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
(a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
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Continued From page 1

assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
(d) An assisted living facility Lto
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
() For faciiities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for alf staff.
{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that staff had a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable and an annual
statement form a health care provider stating
freedom of for 4 (Administrator, Staff
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Continued From page 2

A, Staff C and Staff D) out of 4 sampled.
Findings include:

A review of employee record conducted on

revealed the Administrator was hired on
{DOH) , Staff ADOH on
Staff C DOH on and Staff D DOH on

and there was no statement from a
heaith care provider indicating the Administrator,
Staff A, Staff C and Staff D were free from
communicable and no annual statement
form a health care provider stating freedom of
in their files.

An interview was conducted with the Business
Office Manager (BOM) at 2:25 PM on

the BOM agreed that the Administrator, Staff A
Staff C and Staff D were missing a written
statement from a health care provider stating they
are free from communicable and an
annual statement from a health care provider
stating freedom of was not there.

Class i

429.52(1 & 7) FS; 58A-36.011(. ) FAC Training
- Staff In-Service

429.52(1)

{1} Each new assisted living facility employee
who has net previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
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must sign a statement that the employee

the required preservi i i
The facility must keep the signed statement in the
employee’s personnel record.

(7} Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

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

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, 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 facifity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
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{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
58A-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
effering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training 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.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shalt
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
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 53A-8.0098,
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.
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2. Providing assistance with the activities of daily
tiving.

{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.

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

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that all required in-service
trainings required with in thirty days from date of
hire were in employee personnel files for two
employees (Staff A and Staff C) of three sampled
employees.

Findings included:

Arecord review for Staff A, conducted on

with a date of hire (DOH) of
revealed that Staff A did not have documentation
of completing control, elopement
response and reporting major incidents.

Arecord review for Staff C, conducted on
with a date of hire (DOH) of
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Continued From page 6

revealed that Staff C did not have documentation
of completing elopement response and reporting
major incidents.

An interview was conducted with the Business
Office Manager (BOM) on at 2:25pm,
when asked about providing proof that Staff A had
completed completing control,
elopement response and reporting major
incidents and that Staff C had completed
elopement response and reporting major
incidents trainings the BOM stated she was
unable to provide proof that Staff A and Staff C
had completed the trainings.

Class Ili
59A-36.011(4) FAC Training - 7

4)

{ ). Pursuant to section

381.0035,F 8., a!l facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documen(auon of compliance must be

in with fon (12}, of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof that 2 (Staff A and Staff C)
of 4 employees completed a one-time education
course on .

and (acquired S )
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Continued From page 7

within 30 days of employment.
Findings included:

Arecord review for Staff A, conducted on

with a date of hire (DOH) of
revealed that Staff A did not have documentation
of completing / training.

Arecord review for Staff C, conducted on

with a date of hire (DOH) of
revealed that Staff C did not have documentation
of completing 1 training.

An interview was conducted with the Business
Office Manager (BOM) on at 2:25pm,
when asked about providing proof that Staff A and
Staff C had completed ! training, the
BOM stated she was unable to provide proof that
Staff A and Staff C had completed the training.

Class Ill

59A-36.011(11) FAC Training -

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facifity's policy and procedures
regarding within 30 days after
employment.
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Continued From page 8

{c} Training shall consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to provide proof that 2 (Staff A and Staff C)

of 4 employees completed the facilities policy and
procedures regarding

{ ) within 30 days of employment.

Findings included:

Arecord review for Staff A, conducted on

with a date of hire (DOH) of
revealed that Staff A did not have documentation
of completing training.

Arecord review for Staff C, conducted on

with a date of hire (DOH) of
revealed that Staff C did not have documentation
of completing training.

An interview was conducted with the Business
Office Manager (BOM) on at 2:25pm,
when asked about providing proof that Staff A and
Staff C had completed training, the BOM
stated she was unable to provide proof that Staff
Aand Staff C had compileted the training.

Class Il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
(a) Resident demographic data as follows:

1. Name,

2. .

3. Race,
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4. Date of birth,

5. Place of birth, if known,

6. Soclal security number,

7. Medicaid and/or Medicare number, or name of
other health insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

{b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, F.AC.

{c} Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, o
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(e), FAC.

HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  ,  recorded
semi-annually.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C., if
such consent is not included in the resident's
contract.

(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
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Continued From page 10

administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums o the contract
as described in rule 59A-36.018, FAC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 429.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CE-ES 1008,

. which is hereby incorporated by reference
and avattable for review at:
http:/vww. firules.o asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
(m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC.
(0) The resident's ,DH
Forrn 1886, if applicable.
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Continued From page 11

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents.
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.006, FAC.,

4. The resident’s coniract described in rule
59A-36.018, F.AC.; and,

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
faciiity.

{a) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{ry it resident records i for
facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that changes in condition
requiring additional services of medical
examination by a healthcare provider and that the
results of the examinations were recorded on a
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A162| Continued From page

1 (Resident #3) of two

hospice services.
Findings included:

A record review condu
1823) was updated on

to hospice on
Health Assessment or

On at 11:31

an interdisciplinary pla
Arecord review for Res

Form 1823) or an interdisciplinary plan.

Class Il

12

written health assessment (AHCA form 1823) for

residents sampled.

Additionally, the facility failed to have an
interdisciplinary plan of care for one (Resident #3)
of two residents sampled who were receiving

cted on

and admitted
. There was no updated
interdisciplinary plan in

Resident #3's record when the change in
condition requiring hospice services occurred.

Bam interview with

Resident Care Director, she didn't have form
1823 for Resident #3. On at 3:05pm
Resident Care Director was not able fo provide

n for Resident #3.
sident #3 revealed no

updated Resident Health Assessment (AHCA

{Photographic evidence obtained)

revealed
that Resident #3 was admitted to the facility on
. Health assessment (AHCA form
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