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Initial Comments

An unannounced change of ownership, limited

nursing services, emergency power plan, and

health facility reporting system survey was

conducted at Discovery Village Bonita Springs on
through .

Deficiencies were identified at the time of survey.

420.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275

{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if
applicable, documentation of compliance with all
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
licensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
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background screening for all staff subject to
screening requirements as specified in Section
429.174, F 8., and Rule 59A-36.010, FAC.,

4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,,

5. Documentation verifying direct care staff and
administrator participation in resident elopement
dnlls pursuant to paragraph 59A-36.007(8)(c),

(b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, F.A.C.
{c) The facility must maintain the written work
schedules and staff time sheets for the most
current 8 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review, and. interview, the facility
failed to provide documentation of employment
applications for 2 (Executive Director, and Staff
E) out of 3 staff records reviewed.

The findings included:

n , record review of Careg:ver Staff E's
file revealed a hire date of

employment application for Caregwer Staff E was
not documented in the record of Caregiver Staff
E.

On , record review of the Executive
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Director's file revealed & hire date of . An

employment apptlication for the Executive Director
was not documented in the record of the
Executive Director.

On at 11:25 a.m., during an interview, the
Business Office Manager said that she is in
charge of the trainings and the employee records.
The Business Office Manager said that she had
to send in all of the job applications as part of the
change of ownership. She said that she was
going to need to get a lot of the staff to redo the
applications for the new company. She
acknowledged that part of the regulation was that
applications are available in employee files.

Class it

AN277 59A-36.022(2) FAC LNS - Resident Care AN27T
$8=D Standards

(2) RESIDENT CARE STANDARDS.

{a) Aresident receiving limited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in Rule 59A-36.006, F.A.C.

{b} In accordance with Rule 59A-36.010, F.A.C.,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
limited nursing services based on the number of
such residents and the type of nursing service to
be provided.

{c) Limited nursing services may only be provided
as authorized by a health care practitioner's
order, a copy of which must be maintained in the
resident's file.

{d) Facilities licensed to provide limited nursing
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services must employ or contract with a nurse(s)
who must be available to provide such services
as needed by residents. The facility's employed
or nurse must coordinate with third
party nursing services providers to ensure
resident care is provided in a safe and consistent
manner. The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility's
personnel files.

{e) The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.8., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to maintain a nursing
assessment, conducted at least monthly, for each
resident receiving fimited nursing services (LNS)
for 1 (Resident #13) out of 3 residents reviewed
who received LNS at the facility.

The findings included:

Review of the facility policy GP-16 Limited
Nursing Services, Policy date .
Procedure: . . . 8b ii, "A nursing assessment
conducted at least monthly must be maintained
on each resident who receives a limited nursing
service.

Review of the Advanced Practice Registered
Nurse (APRN) order for Resident #13 dated
revealed, "Place resident on LNS for
monitoring of DON/DOFF (applying and
removing) of braces on both lower extremities.

Review of the resident's record revealed LNS
assessments were cormpleted on s
AHCA Form 3020-0001
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B ,and
Monthly assessments were not mcluded
for . , and R

Review of the progress notes submitted by the
facility revealed Resident #13 received LNS for
the following days and should have had a monthly
nursing assessment for | : s y

, ,and

Review of the progress notes submitied by the
facility revealed Resident #13 received LNS for
the following days and should have had a monthly
nursing assessment for : .

. f . , and

Review of the progress notes submitted by the
facility revealed Resident #13 received LNS for
the following days and should have had a monthly
nursing assessment for

, ,and

On at 12:50 p.m., during an interview, the
Health and Weliness Director (HWD) said
Resident #13 was discharged from LNS even
though the 3 ring binder was not updated. She
said he stopped wearing the , braces, She
said the Resident #13 will say he has

and he is not wearing the braces. She said there
should be nursing assessments by the
Registered Nurse conducted each month while
the resident was receiving LNS. She said she
submitted ali the LNS nursing assessments she
had on file and the last one was
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On at 2:00 p.m., during an interview,
Resident #13 said he still uses the braces to his
fower _ during .. sessions as heis
tearning to walk again. He said he does not use
them when he sits in his wheelchair. He said he
stores them in the clothes closet.

On at 2:06 p.m,, the  braces were
observed stored on the floor in the resident's
clothes closet.

** photographic evidence on file**

Class I

ANZTT
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$8=D Training

ZZ875

{4) Employees of covered providers must
compilete the following training for
and refated forms of :
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have
or refated forms of .
{b) Within 30 days after beginning employment,
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 fraining
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
communicating and interacting with persons with
's or related forms of

. 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 completion.
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 compieted the training
required in this subsection is not required to
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 homemaker service provider, each
AHCA Form 3020-0001
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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
1o, 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 family-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
limited 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
and provides, or is designated to provide,
specialized care for persons with
or related forms of , in addition

1o the training specified in paragraphs (a) and (b),
employees must receive the foliowing training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 8 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

communication strategies, medical information,
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and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .. For this
subparagraph, the term "on-the-job training"
means a form of direct coaching in which a facility
inistrator or his or her desi instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee’s skills for
caring for a person with ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific fraining in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfiled and documented ina
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
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.
{fY1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph {(c), paragraph (d),
or paragraph (e) that is applicable to 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. Ahealth 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.
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{7) For a certified nursing assistant as defined in
s. 484.201, training hours completed as required
under this section may count toward the total
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 fotal
hours of continuing education required by that
practitioner's licensing board.

{9) Each person empioyed, ,or
referred to provide services before .

must complete the training required in his section
before . . Proof of completion of
equlva!em training completed before |, | s
shal substitute for the training required in
subsection {4). Each person employed,

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

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to satisfy 430.5205 F. A.C. "

and Related Forms of
Education and Training Act" ensuring all staff
completed the 1-hour training video from the
Department of Elder Affairs (DOEA} within 30
days of hire for 2 (Staff D, Staff £} out of 3
records reviewed,

The findings included:

On , recard review of Medication
Technician Staff D's file revealed a hire date of
. -hour of {ADRD)} fraining

from the Department of Elder Affairs (DOEA) was
ARCA Form 3020-0001
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documented on in the employee record.
Caregiver Staff D did not complete the training
within 30 days of hire.

**Photographic Evidence Obtained **

On , record review of Caregiver Staff E's
file revealed a hire date of . 1-hour of
{ADRD) training from the Department
of Elder Affairs (DOEA) was documented on
in the employee record. Caregiver Staff E
did. not complete the training within 30 days of
hire.

On at 11:25 a.m., during an interview, the
Business Office Manager said that she is in
charge of the trainings and the employee records,
She said that everybody has fo get the DOEA
training completed. The Business Office Manager
said she is unaware of the 30-day deadiine to
complete the training. She acknowledged that not
everyone received the DOEA training prior to
completing 30-days of employment.

Class it
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