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A000 Initial Comments AQ00
Assisted Living Facility

An initial state ficensure survey was conducted on

Country Oaks Marnor, LLC assisted living facility
had deficiencies found at the time of the visit.

A081 58A-5.0181(2) FAC Training - Staff In-Service A081

{2) STAFF IN-SERVICE TRAINING. Facility
! administrators or managers shall provide or
arrange for the following in-service fraining 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 I
control, including universal precautions, and
facility sanitation p before providi
p! ! care to resi D ion of
compliance with the staff fraining 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
1 the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles refating 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
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following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident .
neglect, and

(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home heaith aides
trained in accordance with Ruie 59A-8.0095,
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.

2. Providing assistance with the activities of daily
living.

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

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

i ion of the elop:

policies and procedures.

; This Statute or Rule is not met as evidenced by:

Based on record review and interview, one of

three staff sampled (A) had not received the

required 1

hour in-service training in control,

| including universal p i ility sanitation
procedures prior to admitting residents.

I
[
|
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A083

| P
{ Interview with Staff A at approximately 11:45 am.
Son confirmed that she had not yet received

Continued From page 2

Findings include:

A personnel record review during the .. . _ survey
revealed that Staff A had no documented
evidence of having received any training
regarding ... . .....1 control, including universal

ions and facility sanitation p 3

this formal training.
Class Il

58A-5.0191(4) FAC Training - First Aid and

{4) FIRST AID AND

. A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
(a) Documentation of attendance at First Aid or

. course offered by an accredited coflege,
university or i school; a i d
hospital; the American Red Cross, American
Association, or National Safety Council; or

a provider approved by the Department of Health,
shall satisfy this requirement.
{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part 11l of Chapter 401, F.8., shall
be considered as having met the training
requirements for both First Aid and

A081

A083
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A083

A 152

| According fo record review and interview with the

! furnishings:

Continued From page 3 A083

This Statute or Rule is not met as evidenced by:
According fo record review and interview, three of
three staff sampled (A-C) either did not hold
current First Aid andfor . certifications.

Findings include:

A personnel file review during the survey
indicated that Staff A had no First Aid card, Staff
B had no certification, and Staff C had no
First Aid ion avaifable for i i

administrator at approximately 10:45 a.m. on

, she planned on scheduling each Staff
person alone in the facility for the day, evening,
and midnight shifts.

Class 1l
Widespread
A 152

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

(a) Al facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and

appurtenances are maintained in good working

order, i

(b} Pursuant to Section 429.27, F.S., residents !

shall be given the option of using their own [
|
|

belongings as space permits. When the facility
supplies the furnishings, each resident
sleeping area must have at least the following

1. Aclean, comfortable bed with a mattress no
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‘ less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable

| height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, chest or other furniture designed for

storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste

basket; and

5. A comfortable chair, if requested.

(c) The facility must maintain master or duplicate

keys to resident to be used in the

event of an emergency.

(d) Residents who use portable bedside

commodes must be provided with privacy during

use.

(e) Facifities must make available linens and

personal faundry services for residents who

require such services. Linens provided by a

facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, resident

: were not completely furnished with
respect to closets or wardrobe space in at Jeast
two (2) of five . ... inspected.

Findings include:

During the facility tour conducted between
approximately 10:50am and 12noon on .
the following was noted:
; a) there was no closet in and;
b) although a closet was in , the door
!leading to this closet could not be opened
completely into this closet opening in that it was

A152
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blocked by the clothes-bar, thus rendering this
space inaccessible.

Class 1t

Pattern
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

R‘G%ilgggg}; Better Health Care for all Floridians ELI@%%TEF:I‘_E;{J\? EK
2012
Administrator
Country Ozaks Manor LLC
2805 Jerry Smith Rd

Dover, FL 33527
Dear Administrator:

This letter reports the findings of an initial state licensure survey that was conducted on 2012, bya
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

‘The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency's website at

hitp://ahca.myflorida.com/Publications/Forms.shtmi as a first step in providing a web-based interactive

consumer satisfaction survey system. You may access the questionnaire through the link under Health

Facilities and Provnders on this page. Your feedback is encouraged and vatued, as our goal is to ensure the
| and lication of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brewn, HFES, at 727-552-2000.

rely,
A{/ Patricia Reid Caufim
Field Office Manager
PRC/kpr

Enclosure: State Form 3020

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitpiffahca myfiorida,com

St. Petersburg Field Office
525 Mirror Lake Dﬂve North, Suite 410 A
$t. Petersburg, FL 33701

Phone (727) 652-2000; Fax {727} §52-1161




