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An Extended Congregate Care relicensure survey
was conducted at Alliance Community for i
Retirement Assisted Living Facility on .
2013, !
Deficiencies were identified.

58A-5.0181(7) FAC ECC - Training AE210
Staff Training Requirements and Competency
est.

(7) EXTENDED CONGREGATE CARE
TRAINING. ]
(&) The administrator and extended congregate
care supervisor, if different from the i
administrator, must complete core fraining and 4
hours of initial training in extended congregate |
care prior to the facility ' s receiving its extended
congregate care license or within 3 months of
beginning employment in the facility as an
administrator or ECC supervisor. Successful
completion of the assisted living facility core
training shall be a prerequisite for this training.
ECC supervisors who attended the assisted living |
facility core training prior to 1998, shall
not be required to take the assisted living facility
core training competency test

{b) The administrator and the extended i
congregate care supervisor, if different from the
administrator, must complete a minimum of 4
hours of continuing education every two years in
topics relating to the physical, R or
social needs of frail elderly and persons,
of persons with e ew o OF related

(c) All direct care staff providing care to residents ;
in an extended congregate care program must
complete at least 2 hours of in-service training, {
provided by the facility administrator or ECC
supervisor, within 8 months of beginning
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employment in the facility. The training must
address extended congregate care concepts and
requirements, including statutory and rule
requirements, and delivery of personal care and
supportive services in an extended congregate
care facility.

This Statute or Rule is not met as evidenced by:
Based on a review of employee records, and
interview with staff, the facility failed to ensure 4
hours of initial training in extended congregate
care (ECC) was provided to the ECC supervisor
(Employee #1)within three months of
employment,

The findings include:

Areview of the employes record for Employee #1
found she was hired on .

Administrator's Delegation of Authonty letter
dated , and signed by the Administrator,
stated Employee #1 was the Nurse Manager for
the Community Assisted Living, and was
responsible for oversight of the daily operations of
the facility.

Further review of the employee record found
missing docurnentation of the required 4 hours of
initial training in extended congregate care for
Employee #1.

Employee #1 was interviewed at 10:30 am on

She acknowlegded the missing
documentation and stated she had never
received the 4 hours of extended congregate care
training.
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PLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT
GOVERNOR Better Health Care for all Floridians EL‘@%EE}ADQYD EK

.2013

Administrator

Alliance Community for Retirement, I
600 South Florida Avenue

DeLand, FL 32720

Dear Administrator:

This letter reports the findings of a state re-licensure Extended Congregate Care survey that was conducted on
2013 by a 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 after 2013 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

http://ahca myflorida.com/Publications/Forms,shtm] 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 Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at

Sincerely,
o T e
Keisha Woods, MPH
Health Facility Evaluator Supervisor

Division of Health Quality Assurance

LL/KW/sm
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:#/ahca myflorida com

Jacksonvitie Field Office

921 N. Davis St Bidg. A, Suite 115
Jacksonvitle, FL. 32209

Phone (904) 798-4201; Fax (904) 359-6054




