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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's online
background clearinghouse employee roster,
personnel record reviews, and interview, the
facility failed to update the employment status for
2 of 5 sampied staff (administrator and nurse D)
within 10 business days of a change.
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Findings:
The administrator was hired on
Nurse D was hired on

Review of the facility's online background
clearinghouse employee roster on at
10:45 a.m. revealed neither of them were listed,
as required.

At 11:35 a.m. the business office manager
confirmed the findings.

Photographic evidence obtained.

Unclassified

Initial Comments

A biennial re-ticensure survey and Complaint
Investigation (2019013535) was conducted at
West on and .
Deficiencies were identified at the time of the

survey.

420.26( ) FS; 58A-5.0181(2) FAC Admissions -
Health Assessment

429.26
{4) If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facifity. The signed and completed medical
ination report shall be itted to the
owner or administrator of the facility who shalt
use the information contained therein to assistin
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the ination of the appropri; of the
resident’s admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfils the i for a medical inati
under this subsection and s. 429.07(3)(b)6.
{8} Except as provided in s. 429.07, if a medical
examination has not been completed within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
exarmination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to

ine the i of the i
The medical examination form shalt become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request,
{6) Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall have been examined by
medical personnel within 30 days before
placement in the facility. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
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Families must provide documentation that the

ivi has been by a psychiatris
¢clinical psychologist, clinical social worker, or
L. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaiuation completed upon discharge from a
state mental hospital meets the requirements of
this ion retated to appropri for
placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shait
provide to the facility administrator any
information about the resident that would help the

ini meet his or herr ibifiti

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
operator whom to calf should problems arise. The
applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of .

o require such assistance,

58A-5.0181

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
~to- medical examination completed by a

health care provider as specified in either

paragraph (a) or (b} of this subsection,

{a) A medical examination completed within 60

calendar days before the individual's admission to

a facility pursuant to section 429.26(4), F.S. The

examination must address the following:

1. The physical and mental status of the resident,
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including the identification of any health-related
problers and functional limitations,

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,

3. Any nursing or . . services required by the
individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of .

., , or any other
communicable , which are likely to be
fransmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 458 or 464, F.S.

{b) A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Faciiities, . which is
incorporated by reference and avaifable online at:
hitp/iwww.firules.ol asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
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may be obtained by the facility either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of compieting the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823,
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

{d) Medical examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with
either department must be conducted within 30
days before placement in the facllity and recorded
on AHCA Form 1823 described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rute.

{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the heaith
assessment. A health care provider may attach a
DH Form 1896, Florida
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Form, for residents who do not wish

s . to be administered
in the case of or ., . .
{0) 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.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order o accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule Is not met as evidenced by:
Based on record reviews and interview, the
facitity failed to ensure the 1823 health
assessment form was complete for 1 of 7
sampled residents (#12).

Findings:

Resident #12's record revealed a facility
admission date of . Her current 1823,
dated . was missing the examiner's
address and telephone number.

The record did not contain documentation to
indicate the facility contacted the provider to
obtain the omitted information.

On at 12 p.m. the health and weiiness
director confirmed the findings.

Photographic evidence obtained.
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Class Ili

429.26(7) FS; 58A-5.0182(1) FAC Resident Care
- Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with rule 58A-5.020,
F.AC.

{b} Datly observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case

A008
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manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to notify a health care provider
and/or family when 2 of 7 sampted residents (#6
and #14) experienced a . and when 1 of 7
sampled residents (#6) was sent to the hospital
and failed to notify a health care provider when 1
of 7 sampled residents (#12) experienced a
change in condition.

Findings:

1. Resident #6 was admitted to the facility on
and, ,on

His record revealed that on he was found

sitting upright on the fioor beside his bed. He said

he was trying to get from his wheelchair to his

bedand . . He sustained a on his left

outer

There was no documentation to indicate his
family was notified of the with injury.

On at 7:16 am. he was observed on the
floor then assisted to bed. He became
unresponsive, was started, 811 was called
at 5:55 a.m., and he was transported to the
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hospital at 6:23 a.m. "All pertinent parties
notified.”

There was no documentation to indicate that
specifically a health care provider and his family
were notified of the events.

On at 12:45 p.m. the health and weliness
director said his daughter was notified but
confirmed there was no documentation beyond
“aif pertinent parties notified."

On at 1:15 p.m. the health and weliness

director confirmed there was no documentation of

health care provider and family notification of his
on

2. Resident #12's record revealed a facifity
admission date of . Her current 1823
health assessment form, dated , indicated
that her diagnoses included -

Afacility notes, dated at2:10 p.m.
indicated that she continued to have a moist

. and lower extremity . She
was out of her apartment only to the dining room
for lunch then retumed to her apartment to rest.
She said she gets tired very fast. She will be seen
by a nurse practitioner on Monday to follow-up on
her condition.

There was no documentation to indicate a health
care provider was notified when she was
experiencing fatigue, moist . and

A health care provider's progress note, dated
, indicated that she had severe
fower extremity and Acute on
. The medication ,a , was
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prescribed.

On at 1:15 p.m. the health and weliness
director confirmed the findings and could not
provide additional documentation or explanation.

Photographic evidence obtained.

3. Review of the electronic facility notes for
resident #14 that was dated at 12:36 PM
revealed the nurse was called to the dining room
to care for resident #14, she was observed on the
fioor, lying on her left side, her towards the
kitchen door. Staff reported resident was trying to
pivot and sit on a chair for lunch and she lost her
balance and landed on the floor. She said her
was forright , , ,therewasa

to her right . Resident was sent to the
hospital and her family member was called.
There was no documentation to confirm that the
resident's health care provider was contacted as
required when the resident was transported fo a
higher tevel of care.

On at 1 PM, the director of nursing
confirmed the findings.

Class i

58A-5.0185(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and

A025
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preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

. The ication i and dos
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facitity's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, F.A.C.
{c} Centrally stored medications must b:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i

requiring refri fon must be kept
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Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as approptiate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication." Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. I, after notification and waiting
at least 16 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
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witness.

(g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to rule 64B16-28.870, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facitity failed to store medications for reuse for 1
of 7 sampled residents (#12) whose medication
was destroyed,

Findings:

Resident #12's record revealed a facility
admission date of . Her current 1823
heaith assessment form, dated . indicated
that she requires assistance with
self-administration of medications.

A’destruction of discontinued medications"
facifity form indicated that on one tube of
her Baza protection cream was destroyed
because it was discontinued.

On eleven of her
capsules were destroyed because it was
discontinued.

The forms nor her record contained

fon to indicate the i
expired or were offered to be returned to the
resident's representative.

On at 11:58 a.m. the health and weliness
director confirmed the findings, said the resident's
family instructed her to destroy the medications,
and said there was no decumentation to support
that.
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Photographic evidence obtained.

Class Il

58A-5.0185(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pill
organizers as ibed in on (2), no
individual other than a pharmacist may fransfer
medications from one storage container fo
another.
{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be
for example, “as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
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obtained from the pharmacist.
(d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record, The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
(f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication inistration are filled
or refilled in a timely manner.
{g) Pursuant to section 465.0276(5), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary
p iption drugs that are di: by a heaith
care provider, must be kept in their original
manufacturer's packaging, which must include
the practitioner's name, the resident’s name for
whom they were dispensed, and the date they
were dispensed. If the sample or complimentary
p iption drugs are not di inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
1. Practitioner's name,
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2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

(h) Pursuant to section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on record reviews,electronic medication
observations record (MOR) review and interview,
the facility failed to make every reasonable effort
to ensure a prescription was filled in a timely
manner for 1 of 7 sampled residents (#11) who
received assistance with medications.

Findings:

Record review for resident #11 revealed a
resident health assessment form 1823 that was
dated the health care provider noted the
resident required assistance with the self
administration of his medications.

On at 10 AM, resident #11 said he did not
receive his for a couple of
days and was

Review of the electronic medication records for
revealed it noted Proair HFAAER
administer 2 puff by twice a day, the
spaces at 8 PMon tand and at 8 AM
on were all left blank.
Further record review revealed there was no
explanation as to why the spaces on the MOR
were left blank and there was no way o
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determine whether or not the resident received
his ication. There was no ion to
confirm that reasonable efforts were made to
ensure that the resident's Proair was refilled
timely.

The Director of Nursing was asked if the facility
had evidence that the facility had been making
reasonable efforts to have the resident’s Proair
refilled timely on at 1 PM. Instead of
providing documentation that reasonable efforts
were made by the facility staff to refill the
medication in a timely manner, the Director of
Nursing provided a telephone order request dated
to the health care provider to "hold the
Proair until available from pharmacy.”
On at 11 AM, the Director of Nursing said
the medication refill was requested before the
pharmacy cut off date on . She said the
facility normally requested the medication 7 days
pefore they run out. She had no explanation as to
why the medication was not refilled timely to
prevent the resident from having to miss his

Class Il
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