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Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upon beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
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
communicatlng and interacting wnh 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 empioyee 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 homemaker service provider, each
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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
10, 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 horne, 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 fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis 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 adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot 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 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
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 .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- 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 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 &
minimum of one quarter-hour increments through
orn-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 (¢), 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
training and i ion 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.
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{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 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 total
hours of continuing education required by that
practitioner's ficensing board.

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

, or referred to provide services on or
after | | , may complete training using
approved curricutum 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 facitity
failed to ensure employees completed a one-hour
training video from the Department of Elder
Affairs (DOEA} within 30 days of hire, and
additional three (3) hours of training withing seven
months of hire for 3 of 3 employees reviewed. (A,
B, Administrator)

Findings:

1. Areview of the Administrators personnel
record revealed he was hired on . His
record did not contain documentation of
completion of the 1-hour DOEA video training or
the required additional s and
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related training.

2. Areview of Caregiver A's personnel record
revealed she was hired on - Her record did
niot contain documentation of completion of the
1-hour DOEA video training or the required
additiona! and

related training.

3. Areview of Caregiver B's personnel record
revealed she was hired on . Her record did
not contain documentation of completion of the
1-hour DOEA video training.

Oon at 12:30 PM, the Administrator
confirmed the findings.

Class 1l
A000! Initial Comments A 000

A re-licensure survey, Limited Mental Health
{LMH) monitoring, and a generator monitoring
were conducted on . There were
deficiencies identified at the time of the survey.

A081] 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 employee
who has not previously compieted 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
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must sign a statement that the employee

the required preservi i on.
The facitity must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
complete the training 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
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph

{a).

(7) Facility staff shalt 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
1).

{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
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employee completed the preservice orientation
which must be kept in the employee’s personnel.
record.
{d) In addition to fopics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's ficense 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
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-8.0085, 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 fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating 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, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
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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 1o residents,

other than nurses, CNAs, or home health aides

trained in accordance with rute 59A-8.0085,

F.AC., must receive 3 hours of in-service training

within 30 days of employment that covers the

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 rinimum 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. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

poficies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure employees attended a preservice
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Assis Self-Admin Meds & Med Mgmt

B9A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the

If- ini ion of ications as i in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria;
{a) Training must cover state law and rule
requirements with respect io the supervision,

i inistration, and of

medications in assisted living facifities;
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orientation provided by the facility before
interacting with residents. The facility failed to
ensure all employees received in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment for 1 of 3 employees
reviewed. (B).
Findings:
A review of Caregiver B's record revealed she
was hired on . Her record did not contain
documentation of participation in Preservice
training or Elopernent training.
On at 12:30 PM, the Administrator
confirmed the findings.
Class #l
A084, 59A-36.011(6) FAC 429.52(6), FS Training - A084
88=D
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procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications fo the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear 1o be
experiencing side effects and adverse regctions;
documentation and record keeping; and
medication storage and disposal. Training shal
include i of proper

including technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription fabel;

2. Provide assistance with self-administration in
accordance with section 428.256, .S, and rule
59A-36.008, F.A.C,, including:
a. Assist with oral dosage forms,
forms, and | ,
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
“as needed” prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's heaith care provider or facility
employer of inability fo assist in the administration
of such orders;

e. Complete a medication observation record;

dosage

s and
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{. Retrieve and store medication;
¢ Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and R that are prefilled by the

er by taking the i ,inits
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
joUsea, to perform
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the fitration of the
ievels;
{. Apply and remove
hosiery;
m. Placement and removal of
excluding the removal of the L or
manipulation of the site; and,
n. Measurement of . f
temperature, and , rate.
{c) Undicensed persons, as defined in section
429.266(1){b}, F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with seif-administered medications
and safe medication practices in an assisted
living facifity. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have
successfully completed 4 hours of assistance

stockings and

. bags,

rate,
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with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

428.52

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to ensure employees
who assist with self-administration of medication
receive a 2-hour update training annuatly for 1 of
3 employees reviewed, (A}

Findings:

On at Caregiver A was observed
assisting Resident # with self-administration of
medication.

Areview of Caregiver A's personnel record
revealed d ion of & 6-hour ass
with self-administration of medication training
dated . Her record did not contain
docurmentation of participation in a 2-hour
medication assistance update annually.

On at 11:40 AM, the Administrator
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(1)

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 facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all direct care employees
received at feast one hour of training in the
facifity's policies and procedures regarding

for 1 of 3 employees
reviewed.

Findings:

Areview of Caregiver B's record revealed she

was hired on . Her record did not contain
documentation of participation in training on the
facility policy and
procedures.
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On at 11:40 AM, the Administrator
confirmed the finding.

Class il

ALZ41 429.075(  ); 59A-36.020(2) FAC LMH - Records
88=D
428.075
{3) A facility that has a limited mental health
license must:
{a) Have a copy of each mental heaith resident's
community fiving support plan and the

agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support pian and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission,
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community iving support plan.

A0S0

AlL241
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{4) A facility that has a limited mental health
ficense may enter into a , agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

59A-36.020

{2) RECORDS,

{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental heaith
residents. The admission and discharge log
required in rule 59A-36.015, F A.C., satisfies this
condition provided that all mental health residents
are clearly identified,

{b) Staff records must contain documentation that
designated staff have completed limited mental
health fraining as required by rule 59A-36.011,
FALC.

{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission 1o the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security . or supplemental security
income and as
follows:

a. An affrmative statement on the Alternate Care
Certification for |

{ ) form, CF-ES 10086, , which is
hereby incorporated by reference and avaitable
for review at:

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-03888, that the resident is receiving SSi.or
$SDI due fo a mental K

b. Written verification provided by the Sociat
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Security Administration that the resident is
receiving $81 or S8DI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from me resident permitting the Social Secunty
A ion to provide such ir , of
c. A written statement from the resident's case
manager or other mental health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:
(1) The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or
{I1) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessmem
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{1} C Aliernate Care Certif ion for

{ ) form,

CF-E£8 Form 10086,

{I1) Discharge Statement from a state mental
hospital completed no more than 80 days before
admission to the assisted living facility provided it
contains a statement that the individual is
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appropriate fo live in an assisted living facility, or
{liry Other signed staterent that the resident has
been assessed and found appropriate for
residency in an assisted living facility.
b, A mental health resident returning 1o a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require & new assessment. However, a
break in a resident's residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.
3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident’'s admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:
a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b, includes the clinical mental health services to
be provided by the mentat health care provider to
help meet the resident's needs, and the
frequency and duration of such services,
¢. Includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental health case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,
d. includes the - of the facility to
facilitate and assist the resident in attending
and arranging transportation to

. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
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provider or case manager,
e. Includes a description of other services to be
provided or arranged by the facility,
f. includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms
., to the resident that indicate the
immediate need for professional menial health
services,
¢. Is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. i the resident refuses to sign
the plan, the resident's mental heaith case
manager must add a statement that the resident
was asked but refused to sign the plan,
h. is updated at least annually or if there is 8
significant change in the resident's behavioral
health,
i, include the . Agreement
described in subparagraph (2)(c)4. If included,
the mental heaith care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority 1o review the document.
4. ., Agreement. The mental heaith
care provider for each mentai health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facllity with the
provider's 24-hour emergency crisis telephone
number;
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b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 408.912, F.8;

c. , cover alt mental health residents of the
facility who are clients of the same provider; and,
d., beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation wilt 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 appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
adraission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person fo whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
faled to ensure resident #4 had a Community
Living Support Plan within 30 days after
admission and updated at least annually or
following a significant change.

Findings:

Areview of Resident #4's record revealed he was
admitted on . His record contained a
Resident Health Assessment {1823) dated

His diagnoses included and

Further review of Resident #4"s record did not
find a Community Living Support Plan.
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Training

428.075

{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part |l of chapter
408. Notification of approval or denial of such
request shail be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 420.075, F.S_, the
administrator, managers and staff, who have
direct contact with mental health residents ina
ficensed limited mental health facility, must
receive the following training:

1. A minimum of 6 hours of specialized training in
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On at 1 PM, the Administrator confirmed
resident #4 was under Limited Mental Health and
he confirmed he could not provide a Community
Living Support Plan,
Class il
AL243 429.075(1) FS; 56A-36.011(9) FAC LMH - AL243
88=D
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working with individuals with mental health
diagnoses.

a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility’s
receiving a limited mental health license or within
6 months of employment in a limited mentat
health facility.

b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to section 429.52(5), F.8.,
and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

{1} Mental health needs, services, behaviors and
appropriate interventions;

{1} Resident progress in achieving treatment
goals;

{1ty How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,

{ )Crisis services and the

procedures.

3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(5), F.S., and subsection (1) of
this rule.

4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 8 months after the effective date of this rule to
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meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel fites. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

{8)2. of this ion, are
retained in their personnel files.

This Statute or Rute is not met as evidenced by:
Based on record review and interview the facility
failed to ensure all direct care employees had the
required Limited Mental Health (L. MH) fraining
within 6 months of employment and a minimum of
3 hours of continued education biennially for 1 of
3 employees sampled (A)

Findings:

Areview of Caregiver A's record revealed she
was hired on . 8he had documentation of
participation in LMH training on . Her
record did not contain any documentation of
participation in biannual LMH training.

On at 11:45 AM, the Administrator
confirmed the finding.
Class il
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