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Initiat Coraments

A re-licensure survey was conducted at the
Amelia Springs Assisted Living on 2/24/26.
Deficiencies were identified at the time of survey.

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for slopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 58A-36.006(2)
{a), F.AC,, this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S,, is exernpt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facllity's name,
address, and telephone number. Staff trained
pursuant fo paragraph 59A-36.011(10)(a) or (¢),
F.AC, must be generally aware of the location of
all residents assessed.at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
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identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsibie for
implementing each part of the elopement
response policies and procedures, including
specific dufies and responsibilities,

3. The identification of staff responsibie for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement,

{c) Facility Resident Elopement Drills. The facility
must conduct and docurment resident elopement
drills pursuant to Section 429.41(1)}(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct elopement drills in a manner that
would include all staff member participation at
least twice in a calendar year, for 1 staff member
of 3 {Staff C), whose records were reviewed.

Findings included:

Areview of the facility's elopement drills logs on
2/24/26 revealed 2 elopement drills were
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conducted since the year 2024. Staff C's name
was not recorded on either elopement drill fog as
having participated in one of the 2025/2026 drills.
The elopement dritf logs also revealed that the
facility had gone for a long period of time, about 1
year, without having any documented elopement
drills.

A review of Staff C's employment record was
conducted on 2/24/26. The record revealed that
She had been working in the facility since
2/21/25, just over one year.

In an interview with the Administrator at 3:30pm
on 2/24/26, she said she realized they had gone a
long time without having any elopement drills.

Class il

A D92 5YA-36.012(1) FAC Food Service - General A092
Responsibilities

{1) GENERAL RESPONSIBILITIES, When food
service Is provided by the facility, the

ini or, or an individual desi in
writing by the administrator, must be responsible
for total food services and the day-fo-day
supervision of food services staff. In addition, the
following requirements apply:
{a) If the designee is an individual who has not
completed an approved assisted living facility
core training course, such individual must
complete the food and nutrition services module
of the core training course before assuming
responsibility for the facility's food service. The
designee is not subject to the 1 hour in-service
training in safe food handling practices.
{b) If the designee is a certified food manager,
cerlified dietary manager, registered or ficensed
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dietitian, dietetic registered technician, or heaith
depariment sanitarian, the designee is exempt
from the requirement fo complete the food and
nutrition services module of the core training
course before assuming responsibility for the
faciity's food service as required in paragraph (1)
{a) of this rule.

{c) An administrator or designee must perform his
or her duties in a safe and sanitary manner.

{d) An administrator or designee must provide
regular meals that meet the nutritional needs of
residents, and therapeutic diets as ordered by the
resident's health care provider for residents who
require special diets.

{e) An administrator or designee must comply
with the food service continuing education
requirements specified in rule 59A-36.011, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
fited to maintain a 3-day emergency food supply
that could be safety stored without refrigeration.

Findings included:

On 2/24/26 at 10:50am, an observation of the
facifity's emergency food closet was conducted. it
was noted that the entire emergency supply of
food consisted of 2 cases of cereal, 5 large
containers of peanut butter, § boxes of tea bags,
a carton of individual punch drinks, a case of
saltine crackers, and a case of Jelfo mix.

In an interview with the Administrator, at 10:50am
on 2/24/26, she stated that she needed to get
more emergency food because what they had on
hand was not adequate. She then referred to their
emergency food list that had been prepared by
the licensed dietician, and it was avident that
most of the food on the list was not in the
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emergency food closet.

Class il

27875, 430.5026(4 & 7-9) Alzheimer disease/dementia; 77875
Training

{4) Employees of covered providers must
complete the following training for Aizheimer's
disease and related forms of dementia:

{a) Upon inni each

must receive basic written information about
interacting with persons who have Alzheimer's
disease or related forms of dementia.

{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 depariment.

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 dementia, how to identify the
signs and symptoms of dementia, and skills for
communicating and interacting with persons with
Alzheimer ' s disease or related forms of
dementia. A record 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 employes'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
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required in this subsection is not required fo
repeat the program upen changing employment
to a different covered provider.

{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker 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 fiving 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
to 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
and provides, or is designated to provide,
specialized care for persons with Alzheimer's
disease or related forms of dementia, in addition
1o 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 must 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
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complete an additional 4 hours of
dementia-specific training. Such training must
include, but is not limited to, understanding
Alzheimer's disease and refated forms of
dementia, the stages of Alzheimer's disease,
communication strategies, medical information,
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 technology. For this
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 personal care with
guidance, support, or hands-on experience o
help develop and refine the employee's skills for
caring for a person with Aizheimer's disease or a
related form of dementia. The continuing
education must cover at least one of the topics
included in the dementia-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
administrator or his or her designee or by an
electronic learning technology chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{fi1. 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
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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 total
hours of training required to maintain certification
as a hursing 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 total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, confracted, or
referred to provide services before July 1, 2023,
must complete the training required in this section
before July 1, 2026. Proof of completion of
equivalent training completed before July 1, 2023,
shall substitute for the training required in
subsection {4). Each person employed,
confracted, or referred to provide services on or
after July 1, 2023, may compiete fraining 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
that advertised they offered specialized
Alzheimer's Disease and Related Dementia
{ADRD) care, failed to ensure that alf staff
members providing care for residents living in the
facility had the appropriate ADRD fraining, for 1
staff member (Staff B) of 3, whose records were
reviewed.
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Findings included:

A review of Staff B's record on 2/24/26 revealed
that she was employed by the facility on 2/8/25
and was on the schedule for the week including
2/24{26. Her record revealed no evidence of
having received written information regarding
ADRD upon hire and, no 1 hour ADRD training,
within 30 days of her hire date. There was no
ADRD training in her record.

In an interview with the Administrator at 3:30pm
on 224126, she acknowledged that Staff B had
no yet had any ADRD training.

Class Hll
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