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A 000 Initial Comments A000

. « conducted Assisted Living Facility ECC
and NS monitoring visit.

There were deficiencies found at the time of the
visit.

A078 58A-5.019(2) FAC Staffing Standards - Staff AQT8

(2) STAFF.
(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable
including Freedom from

must be documented on an annual
basis. A person with a positive i test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating ... ..._.... Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable

, he/she shall be removed from duties

until the administrator determines that such
condition no longer exists.
{b} All staff shall be assigned duties consistent
with histher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. Al staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
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(¢) Ali staff must comply with the training
requirements of Rule 58A-5.0191, FAC.

(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.

- () For facilities with a licensed capacity of 17 or

more residents, the facility shall.

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member, and

2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to ensure they had documentation of
testing for 2 of 4 sampled staff

. (Staff Aand C), that was signed by the healthcare

provider and failed to have a job description for 1
of 4 sampled staff (Staff B) .

Findings:

1. Review of personnel files revealed Staff A, had

a .. skin teston that was signed by the

Registered Nurse (RN) and was not signed by

healthcare provider.

Review of personnel files revealed Staff C had a
test that was signed by the RN and was not

signed by healthcare provider.

Interview with the Human Resources Coordinator
on » at approximately 8 PM who stated the
_i skin tests were not signed by the healthcare

provider.
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2. Review of personnel files revealed Staff B,
date of hire . ... ... did not have documentation
to indicate a job description had been completed.

Interview with the Human Resources Coordinator
on s at approximately 6 PM who stated she
was unable to locate the job description.

Class It

58A-5.0191(2) FAC Training - Staff in-Service

‘ (2) 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 fo residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0005, F.A.C., must receive &
minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures before providing
p care to resi Doc ion of
compliance with the staff training requirements of
28 CFR 1910.1030, relating 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 major incidents.

2. Reporting adverse incidents.

3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation,

{¢) 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

AQ78

A081

AHCA Form 3020-0001
STATE FORM

el NURO11

#f continuation sheet 30f &




Agency for Health Care Administration

PRINTED: 04/23/2013
FORM APPROVED

within 30 days of employment that covers the
following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident s
neglect, and

{d) Staff who provide drrect care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 58A-8.0095,
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 minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

© {f) Al facility staff shall receive in-service training

regarding the facility ' s resident elopement
response pelicies 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. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 of 4 sampled staff (Staff B),
who provided direct care, was not a nurse,
certified nursing assistant (CNA) or home health
aide received 3 hours of providing assistance with
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activities of daily iving and resident behavior and
needs, within 30 days of employment.

Findings:

| Review of personnel files revealed Staff B, date
of hire who was not a nurse, certified
nursing assistant or a home health aide, did not
have 3 hours of training in Activities of Daily

| Living (ADLs) and resident needs and behaviors.

Interview with the Human Resources Coordinator
on at approximately 6 PM who stated the
staff was a CNA in another state and did not
receive the training.
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Administrator
Brookshire (the)

85 Bulldog Blvd.
Melbourne, FL. 32901

Dear Administrator:
Re: ECC/LNS monitoring

This letter reports the findings of a state licensure survey that was conducted on 18,2013 by
representative(s) 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 Facilitics
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(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

L,
Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
hitp:/fahca.myflorida.com

Orlando Field Office

400 W. Robinson St., Suite §-309

Orlando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0998




