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Initiat Coraments

A complaint investigation {complaint number:
2025010764} and a generator monitoring visit
were conducted at The Colonnade at Northdale
on . Deficiencies were identified at the
time of survey.

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

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from 2 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 8 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility 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
provider 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. 1 any staff member has, or is suspected of
having, a cc i , such individual
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 transmitting a communicable
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{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and expert
Staff providing services requiring ficensing 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
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
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.
{e) For facilities 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 all 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.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that employees had a free from
communicable statement within thirty
days of employment for one employee {Staff B) of
two sampled employees.
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Findings included:
Arecord review for Staff B, conducted on
, revealed that Staff B's employee
record did not contain a free from communicable
statement by a health care provider. Staff
B was hired on B
During an interview on at 1:.00 pm the
Administrator agreed Staff B's employee record
did not contain a free from communicable
statement.
Class #Hl
A0BY 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081

88=D ! - Staff In-Service

429.52

{1)(a) Each new assisted living facility empioyee
who has not previously completed core training
must aftend 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 completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the fraining required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
requirements under s, 430.5025(4)(d).

{c) If an assisted living facility employee
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completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice crientation required under paragraph

{a).

{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
living facifity employees who have not previously
completed core training as detailed in subsection
1)

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

{c) Once complete, the employee and the facility
administrater 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:

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
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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
29 CFR 1810.1030, 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, shall
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 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 rute 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
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following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

{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 elopement
response policies and procedures within thirty
{30} days of employment.

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

2. Al facility staff shall demonstrate an
understanding and competency in the

i ion of the
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide direct care staff with the required
in-service trainings, which included activities of
datly living and behavioral needs, incident
reporting, adverse incident reporting, emergency
procedures, and resident rights and recognizing
and reporting .neglect, and |

trainings within thirty days of hire for three
employees {Administrator, Staff A, and Staff B} of
three sampled employees.

Findings included:
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Arecord review for the Administrator, conducted
on . revealed that the Administrator's
employee record did not contain evidence that the
employee had training regarding resident rights
and recognizing and reporting . neglect,

and within thirty days of hire. The
Admmlstramr was hired on

Arecord review for Staff A, conducted on

, revealed that Staff A's employee
record did not contain evidence that the employee
had activities of daily living and behavioral needs,
incident reporting, adverse incident reporting, and
resident rights within thirty days of hire. Staff A
was hired on

Arecord review for Staff B, conducted on
, revealed that Staff B's employee
record did not contain evidence that the employee
had activities of daily living and behavioral needs,
incident reporting, adverse incident reporting,
emergency procedures, and resident rights and
recognizing and reporting . neglect, and
within thirty days of employment.
Staff B was hired on

During an interview on at 1:00 pm the
Administrator agreed Staff A, Staff B and the
Administrator's records did not have evidence of
alf the required trainings.

Class Hll
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408.809(2) 435.05(2) 53A-35.090(20-3b)

-Col

408.809 Background screening; prohibited
offenses.-
{2) Every 8 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement fo forward the person's | |
o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolled in the Federal
Bureau of investigation's national retained print
nofification program. lfthe | of

such a person are not retained by the
Department of Law Enforcement under s.
943.,05(2)(g) and (h}, the person must submit

- electronically to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The | shall be retained by the
Department of Law Enforcement under s.
943.,05(2)(g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borme by
the licensee or the person |, | .The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or

22816
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professional licensure requirements of the
Department of Financlal Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 851,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435,04 and this section;

{b) The person subject to screening has not had
a break in service from a position that requires
level 2 screening for more than 80 days; and

{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

(2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
() Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, | . herein incorporated by

, must be by the indivi
and retained by the provider upon hire to attest
that they mest the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
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offense. The ion of
Compliance is avaitable at
hitps://www.firules.org/Gateway/freference.asp?N
o=Ref-17724, and available from the Agency for
Health Care Administration's website at:
hitps://ahca.myflorida.com/health-care-policy-and
_oversi 1 i

-5C
{e) An administrator or chief financial officer must
be screened and qualified priorto | to
the position.

{3) Results of Screening and Notification.

{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{b) if 2 Level 2 criminal history is incomplete,
correspondence will be sent to the individual
being screened requesting the report and
court disposition information. Pursuant to Section
435.05(1)(d), F.S., the missing information must
be filed with the Agency within 30 days of the
Agency's request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that employees signed an
attestation of compliance in connection with their
background screening employee roster for two
employees (Staff A and B} of two sampled
employees.

Findings included:
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An employee record review for Staff Aand B,
conducted on , revealed that Staff A
and B's employee records did not contain a
signed attestation of compliance. Staff Awas
hired on . Staff B was hired on

During an intetview on at 1:00 pm the
Administrator agreed that Staff Aand B's
employee records did not contain a signed
attestation of compliance with their eligible
background screenings.

Unclassified

27875 430.5025(4& ) / B
$8=D | Training

{4} Employees of covered providers must

complete the following training for ‘s
and related forms of :

{a) Upon fighatt each

must receive basic written information about

interacting with persons who have 's

or related forms of
{b) Within 30 days after beginning empleymenl
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
commumcanng and interacting w;\h persons with

's ot related forms of

27875
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. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of compietion,

2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.

3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.

{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homernaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}, The
additional training must include, but is not limited
to, behavior management, promoting the person *
s independence in activities of daily living, and
skills in working with families and caregivers,

{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult famity-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
1o the training required in paragraphs (a) and {b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.

(e} For an assisted living facility, adult family-care
home, or adult day care center that advertises
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and provides, or is designated to provide,
specialized care for persons with 's
or related forms of , in addition
to the training specified in paragraphs (a) and {b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants rmust complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of
-specific training. Such training must
include, but is not limited to, understanding
and related forms of
. the stages of 's s
icati ies, medical i fon,

and stress management.

3. Thereafter, each employee who provides
personal care must participate in af least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic leaming .- Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or ~on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
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administrator or his or her designee or by an
electronic learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d},
or paragraph () that is applicable fo the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.

{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the lotal
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the totat
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before |, | R
must complete the training required in this sectior
before . Proof of completion of
equivalent training completed before |, | f
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | , may corplete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
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department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure that within thirty days of
employment employees completed a one-hour
online training with the department regarding

and related forms of

for two employees (Staff A
and B). Furthermore, the facitity failed to ensure
that within seven months after beginning

an
three hours of training regarding 's
and related forms of

for ftwo employees (Staff A and B) of three
sampled employees.

Findings included:

An employee record review for Staff Aand B,
conducted on , revealed that Staff A
and B's employee records did not contain
evidence that the employees completed a
one-hours online trainings with the department

regarding s and refated forms
of or an additional three
hours of training regarding 's

and related forms of . StaffA
was hired on . Staff B was hired on
During an interview on at 1:00 pm

with the Administrator, conducted , the

Administrator agreed that Staff A and B's records

did not contain evidence the employees

completed a one or three hours training regarding
and related forms of
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