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408.809(1)( ), 435.02(2); 435.06 FS
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

{a) The licensee, if an individual.

{b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.

{c) The financial officer or similarly titted individual
who Is responsible for the financial operation of
the licensee or provider.

{d) Any person who is a controlling interest.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her fo, provide
personal care or services directly o clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, _ With a ficensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly fo clients, or . with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

3yAL rmust be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s, 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
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qualifying or disqualifying status of the person
nared in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4} In addition to the offenses listed in 5. 435.04,
ail persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardless of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c) Section 408.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, refating to domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
listed in this subsection.

{g) Section 784.03, relating to battery, if the victim
isa adult as defined in . 415.102 cora
patient or resident of a facility licensed under
chapter 385, chapter 400, or chapter 429.

{h) Section 817.034, refating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

(1) Section 817.234, refating to false and
fraudulent insurance claims.

{j) Section 817.481, refating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k) Section 817.50, relating to fraudulently
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obtaining goods or services from a heatth care
provider.

{1) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal ideniification information.

{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{0) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

{p) Section 831.01, relating to forgery.

{g) Section 831.02, relating to uttering forged
instruments.

{r) Section 831,07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s) Section 831.09, relating to uttering forged
bank bilts, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating o the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.

{v) Section 895.03, relating to racketeering and
collection of untawful debls.

{w) Section 896.101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or with a licensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties unti the
ficensing agency renders a decision on the
application for exemption if the person is eligible
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o apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

(8} The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agenoy for screening pursuant to s. 943.063(3).
The agency shalt establish a schedule of fees to
cover the costs of screening.

{6)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professionat license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseff if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
poard within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

{7) The agency and the Department of Health
may adopt rutes pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
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relating to retaining
943.05(2).

pursuantto s.

{8) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-
{1) If an employer or agency has reasonable
cause 1o believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employes in writing, stating the speaific
record that indicates noncompliance with the
standards in this chapter, it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise ailow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
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exemption for the disqualification by the agency
as provided under s. 435.07.

{b) if an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
i a way that the employer determines that the
employee is stilt efigible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
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terminates the person against whom the report
was issued or who was , regardless of
whether or not that person has fited for an
exemption pursuant fo this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
jaw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure employees had
proof of an eligible L.evel 2 background screening
for an employee responsible for providing
personat care and services directly to residents,
for one (Staff A) of five sampled employses.

Findings included:

An observation conducted on at 9:.00
a.m. revealed Staff A was working in the kitchen.

An attempted record review for Staff A revealed
there was no employee file available.

An onfine record review, conducted on

, at the agency background screening
website revealed Staff A's level Il background
screening showed an eligibility determination of "a
new screening is required” and fisted " |, |
expired on . (Photographic evidence
obtained.}

During an interview on at 11:32 am.
Staff A said she had volunteered in the facility a
fittle over a year and cooked the food.
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During an interview on at 12:04 pam.

Resident #1 said Staff A gave themn medications
that morning.

Duting an interview conducted on at
12:55p.m. Resident #9 said Staff A gave them
medications that morning.

During an interview on at 12:36 pm.
the Administrator said Staff A was a friend who
volunteered and there was no employee file.

Unclassified

AQ00; Initial Comments A 000

A complaint investigation (#2026011112) was
conducted at Sunrise Gardens of Dunedin on

. The facility had deficiencies at the
time of the investigation.

A052 428.256( ); 59A-36.008(3) Medication - A052
$8=G | Assistance with Self-Admin

429.256
(3) Assistance with seif-administration of
medication includes: {a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefitied by the manufacturer are considered

icath in previ i properly
{abeled containers.
{b) In the presence of the resident, confirming
that the medication is infended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
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removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
or her

(d) Applying medications.
{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of & . including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing. . converting, or
.. medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any i

route.

{c) Administration of medications by way of a tube
inserted ina , of the body.

{d) Administration of | preparations.

{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
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{f) Assisting with y Lor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
uritess the order is written with specific
that preclude i judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{f) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) Assistance with the self-administration of

ication by an unli person as '
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seif-administration of medication must be
. .. orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C,, and
must be available to assist residents with

ini ications i with
procedures described in Section 429.256, F.S.
and this rule.
{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, crally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.
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{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident o take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. Medicaticns may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S,, the
terms "judgment" and “discretion” mean
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vital signs and ing or
assessing a resident's condition.
{h) Al trained staff must adhers to the facility’s
contro} policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide proper assistance with
self-administration of medication for three
{Resident #1, Resident #9 and Resident #14) of
three sampled residents which placed residents
at risk for harm.

Findings included:

An observation of the medication cart on

at 11:49 a.m. revealed there were
clear med cups labeled with residents’ first names
in the top drawer of the medication cart near the
dining room. The Medication Observation Record
{MOR} binder with all MORs was in the office at
the front of the facility.

During an interview on at10:32 a.m.
Staff B said he wouid come on duty at 4:00 p.m.
and the residents’ medications were already in
cups for him to give out. Staff B said it was
probably the Owner that prepared the medication
cups for him but was not sure. Staff B said the
medication cups were labeled with the residents’
names.

During an additional interview on at
11:49 a.m. Staff B said that the cups were used to
"serve” the medications. Furthermore, Staff B
said he had just given medications to Resident
#14, Resident #9 and Resident #1. When asked
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how Staff B gave medications without the MORs
that was located in the office with the Surveyor,
Staff B said he would look at the binder of the
medication pill packet book and find the resident
name, and then pop out the day of the week it
said.

During an interview on at%13am.
Resident #11 said medications were already in
medicine cups when she received them and that
staff did not pop them the medications out in front
of her.

During an interview on at 12:04 p.m.
Resident #1 seid Staff A gave her medications
that morning in a cup.

During an additional interview on at
1:31 p.m. Resident #1 said Staff B did not know
what he was doing with medications and that
Residertt #1 had to show him.

During an interview on at 12:55p.m.
Resident #9 said Staff A gave him pre-pulled
medications that morning in a cup.

During an interview on at 12:04 p.m.
Resident #12 said Staff A gave her pre-pulled
medications that morning.in a cup.

During an interview on at 12:36 p.m.
the Administrator said the medications should be
popped in front of the residents with the MOR and
typically Staff A or Staff B did not pass
icat it} , the in

said

the facility would be working on staffing.

Class #t
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{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

ications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. theresident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

42941, F 8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to maintain daily Medication Observation
Records (MOR) were immediately updated each
time a medication was offered to all 15 of 15
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residents that required assistance with
self-administration of medication.
Findings included:
Arecord review of the facility’s MORs,
conducted on , revealed blanks on
and for alt 15 residents in
the MOR binder.
During an interview on at 12:08 p.m.
Staff B was unable to say why the MORs were
not signed for moming medications that day.
During an interview on at 12:36 p.m.
the Administrator said the staff should sign off on
the MOR when medications were given.
Photographic evidence obtained.
Class HHl
AO79 59A-36.010(3) FAC Staffing Standards - Levels AQ72
88=1
{3) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities must maintain the following minimum
staff hours per week:
Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168
212
16-25 253
26-35 294
36-45 335
46-85 375
56-65 416
66-75 457

AHCA Form 3020-0001

STATE FORM

OVES

I contingation sheat 15 of 38



Agency for Healih Care Administration

PRINTED: 07/01/2028
FORM APPROVED

76-85
86-95

498
539

For every 20 total combined residents, day care
participants, and respite care residents over 85
add 42 staff hours per week.
2. independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted fiving facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be feft
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. 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
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F 8., §
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
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administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atjeast |, . musthe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively buiiding or
grounds maintenance, clerical, or food
preparation do not count towards mesting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted,
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
faciliies, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident coniracts, and resident
care standards as described in rule 59A-36.007,

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facitity
must make the daily work schedules of direct
care staff available o residents or their
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representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency ines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents”
contracts. The agency wili consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rute chapter
B9A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved fo meet
resident service needs. The plan wilt be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facifity will no
fonger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
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hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services ficense must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed fo provide sufficient
staffing to ensure adequate supervision so needs
of the residents could be met in a safe manner for
15 of 15 residents that resided in the facility. The
failure to provide adequate staffing placed all
residents at risk for harm or exacerbation of
current medicat conditions.

Findings included:

During an interview on at 9:41 am.
Resident #4 said she & couple of nights prior
and there was no staff there upon return from the
hospital.

During an interview on at1:57pm. a
Local Agency Representative (LAR) said
Resident #4 had on at dinner
time and was sent to the hospital. The LAR said
paramedics brought Resident #4 from the
hospital a few hours later on and
there were no staff in the facility for over two
hours.

During an interview on at913am.
Resident #11 said there was not always staff
present and there were no staff in the building on
Tuesdays and Thursdays nights from 6:00 p.m.
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until 7:00 a.m. Resident #11 stated having no
staff Tuesdays and Thursdays nights had been
going on for a long time. Additionally, Resident
#11 said the residents were alone the week prior
when Staff B got sick and had to leave. Resident
#11 said Staff A had to come in from a nearby city
and the residents were alone for an hour.

During an interview on at 928 am.
Resident #12 said someone was in the facility at
night "once in a while."

During an interview on at 933 am.
Resident #9 said there was no staff in the facility
at night after 8:00 p.m. Resident #9 reported a

in the past 6 months where Resident #9 laid on
the floor for 3 long time and did not have a phone
near them to call anyone.

During an interview on at 9:47 am.
Resident #1 said there was no staff in the building
at imes and no staff in the facility after 6:00 p.m.
Resident #1 said she could lay on the floor for
hours and no one would know.

During an interview on at 10:32 a.m.
Staff B reported teaving the facility when Staff A
was 10 minutes away on . Staff B was
asked what would happen if Staff A never arrived
at the facility, Staff B reptied residents had his
phone number and would calf and ask him to
come if no one was there. Staff B was
unable to answer what would happen with an
emergency and no staff in the building. Staff B
said he just found out staff had to be in the facility
at all times, after the incident with Resident #4.

Avrecord review of a report of concemns discussed
during a visit from a local agency representative
with the Administrator's backup dated
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at 1:00 p.m. revealed the following:
- "Residents reported there were no staff present
at night and the facility did not meet staffing
expectations.
-~ According to the investigation conducted, StaffA
appeared to be responsible for most of the facility
daily operations.”

Arecord review of an un-dated statement
regarding an incident with Resident #4 on

written by the Administrator's backup,
revealed that she was called at approximately
midnight by a law enforcement officer who said
officers had arrived at the facility to return
Resident #4 and found not staff present. The
office said residents allowed the officers into the
building and they waited with Resident #4 for
approximately 2 hours without any staff present.
At approximately 11:35 p.m. Staff B returned to
the community after being away and she

the lack of staff p

unacceptable.

was

During an interview on at 10:07 a.m.
the -up Administrator said she was contacted
by the Administrator who was called by Staff A
when Surveyor arrived. The -up
Administrator said the Administrator and Owner
were out of town on an emergency and she would
have to adjust the schedule to arrange for
coverage unti) both employees returned.
Furthermore, the -up Administrator
acknowledged the facility's staffing shortage and
said she had stressed the importance of
appropriate staffing to the Owner.

During a phone inferview on at 12:36
p.m. the Owner said she would be looking into
everything and understood the severity of the
situation. The Chief Qperating Officer said she
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was not happy with reports of staffing issues.The
Adrministrator said he knew the facility needed to
work on staffing and organization, and had made
a big mistake by not having more staff.
Class it
AOB1] 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A0B1
88=D | - taff In-Service

429.52

{1)(a) Each new assisted living facility employee
who has not previously complsted core training
must attend 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
must sign a statement that the employee
completed the required preservice orientation.
The facility 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 facifity
under s. 428.075 is exempt from the training
requirements under s. 430.50256{4)(d).

{c) If an assisted living facility employee
completes the 1-hour training reguired under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(&)

{7) Facility staff shall participate in inservice
training relevant o their job duties as specified by
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agency rule. Topics covered during the preservice
orientation are not required fo 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
orfentation of at least 2 hours to all new assisted
living 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
employee completed the preservice crientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shalt 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-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
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sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
., . . maybe used to meet this
requiremnent.
{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, shalf
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
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 fraining.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 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
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
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handling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident sfopement
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

i ion of the
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to provide nutritionat and
safe food handiing training for one (Staff A) of
three sampled employees that prepared the
resident meals.

Findings included:
During an interview on at 11:32 am.
Staff A said she had volunteered in the facility for

over a year and cooked the food.

An observation on at 11:16 a.m. Staff
Awas preparing lunch in the kitchen.

An attempted employee record review for Staff A

{dietary staff), conducted on . revealed
Staff A had no training on file.
During an interview on at 10:07 a.m.

the -up Administrator said Staff A was not
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trained and was a volunteer in kitchen.

During an interview on at 12:36 p.m.
the Administrator said Staff A was a friend who
volunteered and there was no employee file.

Class #Hl

A084 59A-36.011(8) FAC 420.52(6), FS Training - Ao84
88=D| Assis Self-Admin Meds & Med Mgmt

59A-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 ibed in
rule 59A-36.008, F A.C., must mest the training
requirements pursuant o 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 to the supervision,

i ini ion, and of
medications in assisted living facilities;
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 icati asp ibed; r ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include { of proper i
including techniques for control, and
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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 label;
2. Provide assistance with self-administration in
accordance with section 429.256, F.8., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms, | dosage
forms, and , s 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 health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
1. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
. Assist residents with syringes that are
prefiied with the proper dosage by a pharmacist
and N that are prefilled by the

fact by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;
i. Assist with ;
j.Usea to perform
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testing;

k. Assist residents with

and continuous positive airway pressure (CPAP)
devices, excluding the titration of the

levels;

1. Apply and remove stockings and
hosiery;

m. Placement and removal of . bags,
excluding the removal of the L or
manipulation of the site; and,

n. Measurement of . s rate,
temperature, and . , rate.

{c) Unlicensed persons, as defined in section
429.256(1)(b}, F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must oblain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with seif-administered medications
and safe medication practices in an assisted
fiving facility. 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

4 hours of assistance
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.

42952

{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 licensed
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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 interview and record review, the facility
failed to ensure staff completed the required
training prior to assisting with self-administration
of medication for one {Staff A) of five sampled
employees who assisted with self-administration
of medication.

Findings included:

During an interview on at 12:04 pam.
Resident #1 said Staff A gave her medications
that morning.

Duting an interview on at 12:55 pan.
Resident #9 said Staff A gave him medications
that morning.

An attempted record review of the employee files
for Staff A (unlicensed staff with unknown date of
hire) revealed no evidence of any training in

i with self inistration of icati

During an interview on at 12:36 p.m.
the Administrator said typically Staff A does not
give medications.

Class il

A093 B9A-36.012(2) FAC Food Service - Dietary
88=F | Standards

{2) DIETARY STANDARDS,

A084

A0S3
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{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp: firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:
od.nih. t WDietary

Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutrifional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident cheoses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
Dby the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regt: dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among

AHCA Form 3020-0001

STATE FORM

SYEGH

I contingation sheet 30 of 38



Agency for Healih Care Administration

PRINTED: 07/01/2028
FORM APPROVED

three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regutar and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regutar and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food itemns that enable
residents 1o comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
1o comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals befween meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
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residents without access to kitchen facitities,
snacks must be offered at teast once per day.
Snacks are not considered to be meals for the
purposes of .. the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for alf residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure resident
nutritional needs were met by not following the
approved menu and offering a variety of food
choices for all 15 of 15 residents residing in the
facifity.

Findings included:

An observation on at 11:48 a.m.
revealed the facility's menu, signed by the
Registered Dietician, was posted outside the
kitchen. The post menu listed assorted hot and
cereals, 2 eggs any style, sausage, and two
stices of toast for breakfast that day. Dinner listed
sloppy joe on a . side salad and pudding.
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During a record review of the facility's menu,
approved by the Registered Dietician, showed
breakfast choices included french toast,
pancakes, sausage, hot cereal, fresh fruit and hot
muffins in addition to eggs and toast. Dinner
included sloppy joes, hot dogs, baked beans,
tuna salad, chicken salad, pasta salad, jello, pis,
pudding and cake in addition to soup and
sandwiches. Additionally, no donuts were listed
on the menu.

During an interview on at 933 am.
Resident #9 said he received a sandwich and
soup every night and it was not nutritional.
Additionally, Resident #8 said he got eggs, toast
or bagel every day, and always got donuts for
dessert even for residents.

During an interview on at 9:47 am.
Resident #1 said she only got eggs every day
either scrambled or hard boiled with half a bagel,
but never got any bacon or sausage. Additionally,
Resident #1 said the facility had never followed
the mem.

During an interview on at 10:32 a.m.
Staff B said he did not follow a menu and would
give a different type of sandwich and soup for
every dinner.

An observation on at 11:48 am.
revealed there were approximately 14 containers
of assorted donuts in the refrigerated area,
sandwich meat in the refrigerator and cans of
soup on the shelf.

During an interview on at 11:32a.m.
Staff A said she made sandwiches for dinner and
either scrambled or boiled eggs and toast for
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breakfast every day.
Photographic evidence obtained.
Class HHl
A 152 50A-36.014(3) FAC Physical Plant - Safe Living A152
$8=F | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and. 72 inches long, with

the top surface of the mattress at a comfortable
. foensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facifity must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside
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commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
falled to ensure a safe and clean kitchen
environment where food was safely prepared,
stored and served, and dining utensils were
cleaned and stored, for meal service to ali 15 of
15 residents in the facility.

Findings included:

An observation of the facility's kitchen, conducted
on at 11:49 am., revealed a
combination plunger and toilet scrubber on the
floor at the bottom of the hot water tank near the
sink. There were boxes of juice and food on
shelves against the walls. Silverware was in an
open container in the sink next to a bleach bottle
and small sanitizer and other cleaning
sprays. There were other unknown cleaning
products and a bottle of bieach on the bottom of a
three-tier silver rolling cart in the comer of the
kitchen, with coffee mugs on the top tier of the
cart. Garlic cloves were stored in an open basket
by cardboard boxes in the kitchen by the sink,

During an interview on at 11:00 a.m.
Staff B said the oven did not work. Staff Aalso
present agreed with Staff B the stove did not
work. Staff A said she would cook in the oven or
air fryer at the owner's house across the parking
{ot and watk the food over to the facility, because
the gas oven was not yet connected in the facility.
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Staff A said she prepared the fish for lunch at the
owner's house and brought it to the facility that
day.

During an interview on at 1:31 p.m.
Resident #1 said Resident #14 handed out the
silverware for every meal with bare and did
not practice control.

During a phone interview on at 12:36
p.m. the Owner said she would be looking into
everything. The Administrator said he knew the
facility needed to work on staffing and
organization and had made a mistake not having
more staff. Additionally, the Administrator said he
would have the oven hooked up by the weekend.

Photographic evidence obtained.

Class il

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

428.275
{2) The administrator or owner of a facility shalf
maintain personnet records for each staff
member which contain, at a minimum,
de fon of background ing, if

i ion of i with all
training requirements of this part or applicable
rule, and a copy of all licenses or certification held.
by each staff who performs services for which
ficensure or certification is required under this
part or rule,

B59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member

A182

A6t
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must contain, at a minimum, a copy of the
ication, with
fumished, and documentation verifying freedom
from signs or symptoms of communicable
« In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,,
5. Documentation verifying direct care staff and
ini participation in resident
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity
.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
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review the facility failed to have employee training
records avallable for one {Staff A) of 5 sampled
staff.

Findings included:

An observation conducted on at 9:00
a.m. revealed Staff A was working in the kitchen.

An attempted employee record review revealed
no employee file was available for Staff A.

During an interview on at 11:32a.m.
Staff A said she had volunteered in the facility for
over a year and cooked the food.

During an interview on at 12:36 p.m.
the Administrator said Staff Awas a friend who
volunteered and there was no employee file for
Staff A

Class il
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