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22814 435.12(2)(b-d), FS Background Screening 27814
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person 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.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before . , initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic | submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews and record
reviews, the facility failed to ensure two out of five
staff sampled (Staff B and Staff C) were
registered with the clearinghouse roster.

Findings included:

On at 6:20 AM observed Staff B
assisted Resident #7 with morning care and at
12:02 PM observed Staff B assisting Resident #4
with eating a pureed meal.

On at 10:30 AM Staff B stated she had
been working at the facility for 15 days.

On at 11:28 AM Staff £ stated she had
been working in the facility for 15 days.

Areview of the background screening database
and clearinghouse facility roster did not have Staff
B and E listed.
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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 soreening 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 titled 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 empioyment with a ficensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any perscn, as required by
authorizing statutes, . with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
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Avreview of the staff schedule showed Staff E
worked on through 126 from 6 AM
to 6 PM.
On at 12:10 PM the Administrator
confirmed Staff B and Staff E were not listed on
roster.
Unclassified
77815 408.809(1)(  ); 435.02(2); 435.06 FS 77815
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directly to 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 ficensee.

3)AL must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect 1o 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
qualifying or disqualifying status of the person
named 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,
all persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awatting final
disposition for, must not have been found guilty
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinguent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

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

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

{c) Section 409.820, relating to Medicaid provider
fraud,

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating fo domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.
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{g) Section 784.03, relating fo battery, if the victim
isa adult as defined ins. 415.102 ora
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.
{h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.
{i) Section 817,234, relating to false and
fraudulent insurance claims.
(}) Section 817.481, relating 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
obtaining goods or services from a health care
provider.
{1) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal identification information.
{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.
{0) Section 817 .61, relating fo fraudulent use of
credit cards, if the offense was a felony.
{p) Section 831.01, relating fo forgery.
{q) Section 831.02, relating to uttering forged
instruments.
{r) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.
{s) Section 831.08, relating fo uttering forged
bank bills, checks, drafts, or promissory notes,
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.
{u) Section 831.31, relating fo the sale,

delivery, or ion with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
{v) Section 885,03, relating o racketeering and
coliection of unlawful debts.
{w} Section 896.101, relating to the Florida Money
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Laundering Act.
If, upon rescreening, a person who is currently
employed or with @ 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, butisa
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 until the
ficensing agency renders a decision on the
application for exemption if the person is eligible
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,

{5) 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
agency for screening pursuant fo s. 943.053(3).
The agency shall 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
license or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseif if there is no board, may
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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
board within that department and that person is
providing a service within the scope of his or her
licensed or certified practice.

{7) The agency and the Department of Health
may adopt rules 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
relating to retaining pursuanttos.
943.06(2).

{8) There is no reemployment assistance or other
maonetary 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.

4385.06 Exclusion from employment.-

{1) If an employer or agency has reasonable
cause to 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 specific
record that indicates noncompliance with the
standards in this chapter. It is the responsibility of
the affected employee to contest his or her

di 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
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otherwise allow 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
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
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnet 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
uniess 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 untif the
screening process is completed and the
employee demonstrates that he or she exhibits
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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,
terminates the person against whom the report
was issued or who was . regardless of
whether or not that person has filed for an
exemption pursuant to this chapter,

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

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

This Statute or Rute is not met as evidenced by:
Based on interviews and record review, the
facility failed to ensure that staff who have access
to residents’ personal property and living areas
had an eligible level 1l background screening for
one out of five sampled staff (Staff £).

Findings included:
On at 11:30 AM Staff B stated, "When
Staff E works, he comes into the facility and takes

abath.”

On at 12:45 PM the Administrator
stated, "Staff E worked to cover when we need
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him."

A review of the background screening

clearinghouse database found no results of a

level I background screening for Staff E hired

date unknown.

Unclassified

ZZ816, 408.809(2) 435.05(2) HGA-35. 090(213 3b) 22816

Screening-C

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
confractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement to forward the person's
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolled in the Federal
Bureau of Investigation's national retained print

notification program. lfthe | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h}, the person must submit

, electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the | fo the Federal Bureau of
Investigation for a national criminal history record
check. The |, | shall be retained by the
Department of Law Enforcement under s.
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943.05(2)(g) and (h) and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
patticipation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the licensee or the person | .The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professionat licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that;

(a) The it tandards and

offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

{b) The person subject to screening has not had
a break in service from a position that requires
{evel 2 screening for more than 90 days; and

{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435,05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.
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59A-35.080 Background Screening.
{d) Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . herein incorporated by

. must be by the indivi
and retained by the provider upon hire fo attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the

employer immediately if for any
disqualifying offense. The ion of
Compliance is available at
hitps:/fwww.firutes.org/ e.asp?N

o=Ref-17724, and available from the Agency for
Health Care Administration’s website at:
¥ myflorida. policy-and
tral i

-oversi eau-of-

{e) An administrator or chief financial officer must
be screened and qualified priorto || o
the position.

{3) Results of Screening and Notification.

{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
licensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b) If a Level 2 criminal history is incomplete,
correspondence will be sent to the individual
being screened requesting the report and
court disposition information. Pursuant to Section
435.05(1)(d), F.S., the missing information must
be filed with the Agency within 30 days of the
Agency's request or the individual is subject to
disqualification in accordance with Section
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435.06(3), F.8,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to have the background attestation file for

three out of five sampled staff (Staff B, C, and E).

Finding included:

Review of 8taff B hire date unknown, Staff C
hired on , and Staff E's hired dated
unknown files revealed they did not have the
background attestation of compliance in her
record.

On at 12:50 PM the Administrator
acknowledged Staff B, C, and E did not have the
attestation of compliance after reviewing her file.

Unclassified
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42923 & ) FS Risk Mgmi & QA

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, “adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1. H

2. or
3. Permanent H
4. or of bones or joints;

8. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by efectronic mail, a

damage;

Ates
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preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
days, through the agency’s online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

8) , neglect, or | must be
reported to the Depariment of Children and
Families as required under chapter 415.

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professionat
who is subject fo disciplinary action, in which
case the provisions of 5. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s, 456,073 apply.

{8) I the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of &
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
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this fact to such regulatory board.

(9) The adverse incident reports and prelfiminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10} The agency may adopt rules necessary fo
administer this section,

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility
failed to ensure that an incident was presented to
the risk management and quality assurance
program for one out of 18 sampled residents (#86).

Findings included:

Areview of Resident # 6's records revealed a
police incident identification card dated

During an interview on at 10:40 AM
the Administrator stated that Resident 6's
designated powsr of attorney (POA) threatened
her and her family with gun. The Administrator
aiso stated that the POA was always complaining
about the treatment of the mother, disputed the
terms of the contract, and never signed it. The
Administrator further stated that she did not
believe that she needed fo file the incident with
the agency because it did not involve Resident #
6.

Class HHl
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$5=H | |mplementation

{3) PLAN IMPLEMENTATION.

{a) Al staff must be trained in their duties and are

I ible for i ing the

management plan. New staff must be trained on

the plan within 30 days of employment.

{b) If telephone service is not available during an

emergency, the facility must request assistance

from local law enforcement or emergency
personnel in maintaini

communication

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that four out of five sampled staff
{The Administrator, Staff B, C, and D) were
properly trained to implement the emergency
management plan.

Findings included:

Observation on at 6:20 AM showed
that Resident# 18 wason
During an interview on at 6:38 AM
Staff C stated that she did not know how to
manually start the generator and stated that it
starts automatically,

Observation on at 6:40 AM Staff B
and C could not manually start the fixed
generator.

Observation on at 7:10 AM Staff B
and C could not test the monoxide
detectors because they did not know where they
were.
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During an interview on at 7:30 AM
Staff E stated that the generator was automatic
and could not be manually started.

During an interview on at 7:33 AM the
Admini: stated that the was
automatically tested and they cannot manually
start it. When asked for the test logs and

i records the ini fon stated

ok."

A review of the equipment maintenance log
showed that the last documented generator start
was

A review of the last equipment maintenance was

Observation on at 8:10 AM the
Administrator was on the phone with the
generator maintenance company and asked them
if they can teach them how to manually test the
generator.

During an intetview on at 11:28 AM
Staff B stated that in the event of an evacuation
she did not know where resident would need to
go but assumed that the hospice resident would
need 1o go to the hospital,

During an interview on at 12:30 PM
The Administrator stated that she contacted
generator maintenance company and was going
1o teach them how to manually test and start the
generator.

According to the National Hurricane Center
hurricane season begins from and
ends on
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A 200 59A-36.025 FAC Emergency Environmental A200
§8=E Control

59A-36.025 Emergency Environmental Control
for Assisted Living Facifiies,
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed pian ("plan”) fo serve as
a to its Ci i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
living facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted fiving facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
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portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rute. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.8. and subsection
59A-36.019(5), F.A.C., are met. The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided, the physical.and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, aiternative power
resources, and resident space available on the
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campus if such resources are sufficient to
support the requirements of each facility’s
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

c. A muitistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a ficod or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fus! at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
aiternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours after the
loss of primary electrical power duting a declared
state of emergency, The plan must include
information regarding fuet source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. A facility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted living facility may utitize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuet source
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and meets the onsite fuel supply requirements
under this rule.
4. if focal ordinances or other regulations limit the
amount of onsite fusl storage for the assisted
fiving facility's location, then the assisted fiving
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
1o ensure the safe and sufficient operation of the
aiternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
monoxide atarm.
(2) SUBMISSION OF THE PLAN.
{a) Each new assisted.living facitity shalf submit
the plan required under this rule prior to obtaining
alicense.
{b) Each existing assisted living facility that
undergoes any additions, modifications,

ions, i or

ion that require ification of its

systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval,
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in @ manner that makes
the plan readily available at the licensee’s
physical.address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, “readily
available" means the ability to immediately
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produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.
{c) The assisted fiving facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approvai and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation,
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. have implemented the plan
required under this rule.
{b) Each new assisted. living facility shall
implement the plan required under this rule prior
{0 obtaining a license.
{c) Existing assisted fiving facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted fiving facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishrent, renovations or
reconstruction.
{5) POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written polictes and procedures to
ensure that the assisted living facility can
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effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

ions in air inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the

of requiring refri ion;
3. Wellness checks by assisted living facility staff
to monitor for signs of . and heat

injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical.address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, “readily avaitable” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request,
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
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law,

{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S., including, but
not limited to, license revocation, license
suspension, and the imposition of administrative
fines.

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its

olyiie] plan.
{8) NOTIFICATION.
{a) Within five {5} business days, each assisted
fiving facility must notify in writing, unless

ission for i ication has
been granted, each resident and the resident's
legal representative:
1. Upon the initial submission of the plan fo the
county emergency management agency that the
pian has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annual submissions and approvals of the plan
do not require notification to residents or their
legal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made fo the plan.
{h) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a}
above in a manner that makes each notification
readily available at the licensee's physicat
address for review by & legally authorized entity. If
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the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability fo immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews, and record
review, the facility failed to maintain and test the
equipment necessary to implement their
emergency environmental control,

Findings included:

Observation on at 6:40 AM Staff B
and C could not manually start the fixed
generator.

Observation on at 7:10 AM Staff B
and C could not test the monoxide

detectors because they did not know where they
were,

During an interview on at 7:25 AM
The Administrator stated that the generator was
automatic and could not be started.

Areview of the equipment maintenance log
showed that the last documented generator start
was

Areview of the last equipment maintenance was
Observation on at 8:10 AM the

Administrator was on the phone with the
generator maintenance company.
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{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
heaith license, the facility administrator and the
staff of the facility who are in direct contact with
mental heaith residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408, Notification of approval or denial of such
request shall be made in accordance with this
part, part 1l of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

B59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 429.075, F.S., the
adrainistrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receive the following training:

1. Aminimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.

a. The fraining must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a iimited mental health license or within
6 months of employment in a fimited mental
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$8=E | Training
429.075
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health facility.

b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to section 429.52(5), F.S.
and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

(1) Mental health needs, services, behaviors and
appropriate interventions;

{11y Resident progress in achieving freatment
goals;

{11} How to recognize changes in the resident's
status or sondition that may affect other services
received or may require intervention; and,

{ ) Crisis services and the

procedures.

3. For administrators and managers, the
confinuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(5), F.S., and subsection {1) of
this rule.

4, Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.

{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel fites. They
must also ensure that copies of the continuing
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education fraining cerlificates, pursuant to
subparagraph (8)2. of this subsection, are
retained in their personnet files.

This Statute or Rule is not met as evidenced by:
Based on interview and records review, the
facility failed to ensure that five out of five
sampled staff (Administrator, Staff B, C, D, and
E) completed their fimited mental health (LMH)
training.

Findings included:

Areview of the facility records showed that it was
ficensed as an LMH facility.

Areview of employee records showed that none
of the employees or administrators had LMH
training.

Review of Resident #1's health assessment
dated showed that he was diagnosed
with . .

N ,and, . The
residents needed supervision with ambulation,
and transferring and was needed total assistance
with bathing, .. eating, self-care
{grooming), tolleting, and with the
self-administration of medication.

During an interview on at 12:30 PM
The Administrator stated that she would make
arrangement for the missing training,

Class il

A 000, Initiat Comments

AL243

A0CO
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A Re-licensure with limited mental heaith,

and
investigations (#2026003533 & 2026008854)
were conducted at San Judas Home Care Corp.
on o . Deficiencies were found
at fime of the survey.

AO10 420.26( ) FS; 59A-36.006(4) FAC Admissions - A010
$8=H | Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
determining the continued appropriateness of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
servioes offered or arranged for by the facility in
accordance with facility policy, and any limitations
i taw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of

g for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
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additional care Is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduted needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided. in paragraph {c), a
facility may not admit or refain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without tota physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physicat .

2. A resident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. i a facility is ficensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) Aresident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
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applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not
have financia! interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (&) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
ission. As part of the i i
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
isi by in (2)(b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
reguirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
recelving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that
1. The resident contracts directly with a licensed
home health agency or a nurse fo provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
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record; and,

3. #f the resident’s condition fails to improve within
30 days, as documented by a heaith care
practitioner, the resident must be discharged
from the facility.

{c)A . i resident who no longer meets
the criteria for continued residency may continue
1o reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
1o continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the i i of
placement of a resident in the facility at all times.

{e) Ahospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facllity's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
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holding an extended congregate care license are
described in Rule 59A-36.021, FAC.

This Statute or Rute is not met as evidenced by:
Based on observation, interview, and review
records, the facility failed to determine the
appropriateness of the continued residency for
two out of 18 sampled residents (#17 and 18).
Resident # 18 was being administered
medications by unficensed staff and could not

If- ini her ications. i #18
could not transfer to a wheelchair without total
physical assistance.

Findings included:

1
Observation on at 6:20 AM showed
that Resident # 18 was in a hospital bed sleeping,
withan ,_  concentrafor.

During an interview on at 6:20 AM
Staff B stated that Resident # 18 was under
hospice care.

A review of the admission and discharge log
showed that she was admitted to the facility on

Areview of Resident # 18 records showed that
she did not have a health assessment, and there
was no plan of care.

During an interview on at 8:30 AM the
Administrator stated that Resident # 18 was
switched from hospice care providers.

Observation on at 11:00 AM The
Hospice Nurse arrived to administer medications
for the hospice residents,
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During an interview on at 11:09 AM
The Hospice Nurse stated that she did not give
Resident # 18 medications because there was no
order for medication administration,

During an interview on at 11:10 AM
Staff C stated that she was crushing Resident
#18 medications and spoon feeding her the
crushed medications with apple puree. She
stated that Resident # 18 had a before
coming to the facility and couid not feed herself or
take the medications on her own. Staff C further
stated that if she did not give the resident her
medications, she would not receive them, and in
good conscience not let that happen.

During an interview on at 11:36 AM
the Administrator stated that the prior hospice for
Resident # 18 did not administer medications and
that was why they switch the hospice providers.
The Administrator stated that they were giving her
the medications, until those arrangements were
finalized.

Observation on at 11:42 AM Staff C
was spoon feeding Resident # 18 her crushed
medications in & puree apple sauce.

During an interview on at 1114
Resident # 18's son stated that he knew that
there was a problem with the hospice nurse not
giving his mother his medications but assumed
that a nurse was giving her medications. The son
further stated that the administrator never
informed him that there was a problem with
hospice.

2)
During an interview on at 6:22 AM
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Staff B stated that Resident # 17 was in the
hospital because of his , . StaffB
stated that he was not in hospice care. Staff B
stated that she did not think that Resident # 17
was coming

A review of Resident # 17 records showed that he
did not have a health assessment.

Areview of the Admission and Discharge log
showed that Resident # 17 was not on the log.

During an interview on at 11:10 AM
Staff C stated that Resident # 17 had s
and he could not stand or transfer on his own
without them supporting his whole

During an interview on at 11:28 AM
Staff B stated that Resident # 17 cannot transfer
on his own. She stated that they needed to
supporthis  when he fransferred.

During an interview on Resident #
17's sister said that he had bad 's and
needs a lot of help. Resident # 17's sister also
stated that she was at a skill nursing facitity
before going to this facility.

Areview of the facility's policy on admission,
retention and discharge showed that . .at all time
{the resident] must qualify as an eligible resident
under ch 429..." the policy also stated that "...the
following prevents resident 1o continue to reside
... more than personal supervision of or
assistance with ambulation, grooming, and
bathing, eating and - licensed
professionat care on 24-hour basis with the
exception of administration of medication... and
confinement to bed for more than seven
consecutive days."
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During an interview on at 12;40 AM
the Administrator stated that she “will fix it."
Class #f
A 031 50A-36.007(6) FAC Resident Care - Third Party A031

$8=0 Services

{6) THIRD PARTY SERVICES,

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident’s representative
from independently arranging, and
paying for services provided by a third party of the
resident's choice, including a ficensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy relating to the delivery of
servioes in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
commuinications about the resident's condition
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and response fo treatment or services ordered by
the physician which may impact the resident's
approprk for i i inthe
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. if physician ordered treatments or services
oceur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.

{d) if residents accept assistance from the facility
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guarantee that third party services wilt be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessiul or declined by residents, the facility
must include documentation in he residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to have care plan by hospice agency for
service provided available for one out of six
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sampled residents (Resident #18),
Findings included:

Areview of Resident #18's heaith assessments
was found blank. There was no evidence that
Resident #18 had an Initial Care Plan provided by
hospice agency.

On at 12:56 PM the Administrator
acknowledged the hospice care plan was not in
the resident records.

Class il

A033 50A-36.007(8) PHYSICAL A033

88=D

{8) PHYSICAL . Residents for

whorm a physician has presctibed a physicat
must have a written care plan for the use

of the physical . The care plan must be

deveioped within 14 days of the device being

prescribed, and prior to use on the resident,

(&) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

1o have the applied each day; and,

3. in what manner and frequency staff wilt

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | . or decline in mobility or

function related to the use of the prescribed

{b) Facifity staff must ensure that the device is
applied appropriately and safely.

{c) The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
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record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and alf
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review, the
facility failed to have a complete physical

care plan for one out of six sample residents
{Resident #18).

Findings included:

On at 6:16 AM Resident #18 was
observed in bed with full bedrails upright.

On at 11:20 AM Staff C stated,
"Resident #18 is and has had a she
dict not get out of bed."

Areview of Resident #18's record showed that
the resident had a physician's order for fuif bed
ralls.

Areview of Resident #18's "Care Plan for Physical

's dated showed that it did not
indicate the maximum amount of time the
resident was to have the applied each
day and in what manner and frequency staff
would monitor, cbserve, and report signs of
distress to the physician.

On at 12:42 PM, the Administrator
acknowledged that the care plan did not include
the required information.

Class Hll
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A036, 50A-36.007(10) CONTROL AQ36
$8=0 ' PROCEDURES
{10) CONTROL PROCEDURES.

Facilities must provide services in a manner that
reduces the risk of tansmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure o
materials or . . hygiene may
include the use of -based rubs,
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an . exposure o transmissible

agents in N . ,

, nonintact skin, and mucuous

during the provision of personal

services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and.after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to reduce the risk of the
transmission of for one out of
six sampled residents {Resident #18).

Findings included:

On at 11:31 AM Staff C assisted with
medications Resident #18 and punched the
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medication tablet directly into her gloved

Then crushed the medication tablets info the
mortar bow! and the medication tablet directly into
smalf cup. Mix it with applesauce and spoon feed
it to the Resident #18.

On at 1:46 PM the Administrator
confirmed that Staff C should not have fouched
the medication tablets.

A review of employee file revealed that Staff C
had the control training on

Areview of the policies and procedures for
control revealed stated that all
employees having direct contact with residents
and or material that can directly affect the life or
safety of residents will observe universal
precautions to minimize or prevent exposures of
health care workers and residents fo bioodborne

A review of the personnet files showed Staff C
completed the conirol fraining on

Class il

A D53 59A-36.008(4) FAC Medication - Administration
88=G
{4) MEDICATION ADMINISTRATION,

{a) For facilities that provide medication
administration, a staff member licensed to
administer medications must be available o
administer medications in accordance with a
health care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication

A038

AD53
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must be documented in the resident's record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident's record,

{c) icati ini: fon includes

any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

{d) A facility that performs clinical laboratory tests
for residents, including . testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part 1, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility, Afederal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinicat
{aboratory testing with the residents’ equipment.
Information about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Realth Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308; telephone
{850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure that only
licensed staff administered medications to one
out of six sampled residents. (Residents #18).

Findings included:

On at 6:16 AM Staff B stated, Resident
#18 is on hospice services.”
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On at 11:31 AM Staff C assisted with

medications for Resident #18 and punched the
medication tablet directly into her gloved

Then crushed each of the medication tablets into
the mortar bowi and the medication tablet directly
into small cup. Mix it with applesatce and spoon
feed it to the Resident #18.

On at 12:05 PM observed Staff C
feeding Resident #18 a pureed lunch, the
resident could not hold the spoon.

On at 12:30 PM the Administrator stated
that Resident #18 was on hospice and needed to
have her medications given in her and that
hospice was not providing the service of
administering medications, That they were
working on getting her the services through
another hospice company.

Interviewed on at 1:00 PM with the
Administrator confirmed none of ber staff were
ficensed medical professicnals.

A review of Resident #18's the medication record
showed that the resident was prescribed

500 mg, . 25
mg, . 50 mg, . ER 30
mg, . 25mg,and |, 5

mg.

Areview of Resident #18's had no heaith
assessment completed and no order for crushed
medications.

A review of the employee records showed that
Staff C had completed six hours of assistance
with self-administration of . Further
review found no documentation of a medical
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provider's license.

A review of the medication records revealed that

Resident #18's medications had been signed by

stafffrom . o .

review of the medication record showed the

medication was to be given at 7 AM.

Class It

A 054 59A-36.008(5) FAC Medication - Records A054

88=D
{B) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeted medication container;
ora ication listing with the pr iptit
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 seff-administration of
or
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
the resident 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.
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{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., 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 observations, interview and record
review the facility failed to maintain a medication
record that showed the directions for use of each
medication for one out of six sampled residents
{Residents #17).

Findings included:

On at 11:28 AM a medication
reconciliation of Resident #17's medications
revealed 25/100 mg tablet
was in the medscahon card.

On at 12:47 AM Staff C stated Resident
#17 was in the hospital since

A review of the medication record for Residents
#17 revealed the medication records showed on

had received medication at 7 PM signed
by Staff C.

A review of the employee records showed that
Staff C had completed six hours of assistance
with seff-administration of

Class i

59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS,
{a) The facility may not store prescription drugs

A054

A 056
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for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.8_, and
Rule 84B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinat
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 pil
organizers as described in subsection {2}, no
individual other than a pharmacist may transfer
medications from one storage container to
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 {o request the
medication and any limitations must be specified;
for example, "as needed for,| |, notto exceed 4
tablets per day." The revised instructions,
including the date they were obtained 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
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administeting 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
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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) Anurse 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
o ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.8., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health 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 prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label.containing the following:
. Practiioner's name,
Resident's name,
Date dispensed,
Name and strength of the drug,
Directions for use; and,
Expiration date.
) Pursuant to Section 485.0276(2)(c), F.8.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
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prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure 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 for one out of
six sampled residents (Resident #18).

Findings included:

On at 11:31 AM Staff C (unlicensed
staff) was observed crushing Resident #18's
medications and administered medication with a
Spoon.

A review of Resident #18's the medication record
showed that the resident was prescribed

500 mg, 25
mg, . 50 mg, ER 30
mg, s 25mg,and |, B
mg.

A review of Resident #18's had no heaith
assessment completed. And no order for crushed
medication is available for review.

Areview of the medication records revealed that

Resident #18's medications had been

administered and signed by staff from .
o

Class i
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429.176 Notice of change of administrator.-If,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 420.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

429.52

(4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faiture 1o do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS, Every facility must be
under the supervision of an administrator who Is
responsible for the operation and maintenance of
the facifity including the management of afl staff
and the provision of appropriate care to all
residents as required by chapters 408, part i,
429, part i, F.8., and rule chapter §9A-35, F.A.C.,
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and this rule chapter,
{a) An administrator must:
1.Beatleast .t
2. if employed on or after
have, at a minimum, a high school diploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant o sections
408.809 and 428,174, F.8.;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 90 days after
becoming employed as a facility administrator.
Administrators who attended core training prior fo
. are not required to take the

competency test unless specified elsewhere in
this rute; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, F.AC.

ors who are not in i with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facifity administrator, the
agency may permit an individual who otherwise
has not satisfied the fraining requirements of
subparagraph {1)(a)4. of this rule, to temporarily
serve as the facility administrator for a pericd not
o exceed 80 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC.; and,
2. Complete all additional training requirements if
the facility maintains icensure as an extended
congregate care or limited mental heaith facility.
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{c) Admini: may supervise a i of

either three assisted living facilities or a group of
facilities on & single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

or supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
(d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

N " and continui .
requirements as an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program prior to

. are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided. in paragraph {1){c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.8., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , which
is i by d ilable online
at:

hitpy/Avww firules. .asp?No
=Ref-09393.

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 ensure that the facility
was under the supervision of an administrator
who was responsible for the operation and
maintenance of the facility including the
management of all staff and the provision of
appropriate care {o all residents.

Findings included:

{Continued Residency)
During an interview on at 11:10 AM
Staff C stated that Resident # 18 had a
before coming to the facility and could not feed
herself or take the medications on her own. Staff
C further stated that if she did not give the
resident her medications, she would not receive
them. Staff C stated that Resident # 17 had

's and he could not stand or transfer on
his own without them supporting his whole

During an interview on at 11:28 AM
Staff B stated that Resident # 17 cannot fransfer
on his own. She stated that they needed to
supporthis  when he fransferred.

During an interview on at 11:36 AM
the Administrator stated that the prior hospice
service for Resident#18 did not administer her
medications and that was why they switch the
hospice providers. The Administrator stated that
they were giving her the medications.

Observation on at 11:42 AM Staff C
was spoon feeding Resident # 18 her crushed
medications in & puree apple sauce.

During an interview on at 11114
Resident # 18's son stated that he knew that
there was a problem with the hospice nurse not
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giving his mother his medications but assumed
that a nurse was giving her medications. The son
further stated that the administrator never
informed him that there was a problem with
hospice nurse,

Areview of the facility's policy on admission,
retention and discharge showed that "...at all time
[the resident] must qualify as an eligible resident
under ch 429...7 the policy also stated that ™., the
foliowing prevents resident to continue to reside
... more than personal supervision of or

i with i ing, and
bathing, eating and - licensed
professional care on 24-hour basis with the
exception of administration of medication... and
confinemert to bed for more than seven
consecutive days."

{Medications}

Observation on at 11:42 AM Staff C
was spoon feeding Resident # 18 crushed
medications in a puree apple sauce. Resident 18
could not self-administer her mediations and was
receiving total assistance from staff,

Areview of the facility’s mediation policy showed
that assistance with self-administration of
medication includes ... placing an oral dosage in
the resident had or another container and helping
the resident by lifting the container to his or her

! The policy further stated that 'assistance
with the self-administration of mediation by an
unficensed person was not considered
administration and that administration only occurs.
by a legally authorized person.

A review of the medication observation records
revealed that Resident #18's medications had
been signed by Staff C from to
AHCA Form 3020-0001
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A review of Staff C records showed that she was
not a legally authorized person to be
administering medications and was only trained in
the self-administration of medication.

{Uncorrected deficiencies)
Observation on at 6:06 AM showed
Staff B entered resident rooms without knocking.

Observation on al 6:11 AM the staff
room was unlocked, and in the staff closet staff
kept their medication unlocked.

Observation on at 6:21 AM outside by
the laundry room there unlocked was bleach
stored in a milk bottle tabeted "cloro™ and floor
cleaner. There was powered laundry detergent
stored in a vanilla ice cream plastic food

container.

Observation on at 6:25 showed that
there were five cats inside the
facility.

Observation on at 6:14 AM showed in
the kitchen, the refrigerator door observed a
bottle of subsalicylate unlocked. Further

observation showed a bottle of .,

and a natural herb tablet on the shelves above
were four bottles of food and beverage thickeners
unlocked.

Observation on at 12:45 PM showed
that the facility did not have a working telephone.

Observation on at 12:45 PM the facility
did not have the hotline number posted in
a conspicuous place.
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Areview of the Admission and Discharge log
showed that Resident # 17 was not on the log.
Further review of the log showed that Resident
#16 was still admitted when he was no longer at
the facility. Resident # 2 was discharged to the
hospital on and there was no date of

A review Residents # 18 and #17 records showed
that did not have a health assessment. Resident
# 17 did not have up-to-date progress notes or

. . Resident # 18 did not have an
interdisciplinary plan of care.

(Staff)
Areview of the Administrator’s records showed

that there was no documentation of the continued
Core education training and high schoot diploma.

A review of the facility records showed that it was
licensed as a limited mental health (LMH} facility.

A review of employee records showed that none
of the employees or administrators had LMH
training.

A review of employee records showed that none
of the employees or administrators had LMH
training.

During an interview on at 7:35 AM
The Administrator stated that staff schedule was
not correct. The Administrator stated that Staff £
was not really an employee but was on calf.

Areview of the background screening
clearinghouse database found no results of a
{evel |1 background screening for Staff £.
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A review of Staff E's employee records showed
that there were no applications or references for
his employment.

Areview of Staff E's employee records showed
that she did not have a valid card documenting
completion of First Aid.and

During an intetview on at 12:10 PM the
Administrator stated that Staff B and Staff E were
not listed on roster because she did not have
portal access.

During an interview on at 12:50 PM
the Administrator acknowtedged Staff B, C, and £
did not have the attestation of compliance after
review of her file.

Areview of Staff B's employee records showed
that there were no applications or references for
her employment.

Areview of Staff B's employee records showed
that she did not have documentation on
pre-service orientation.

During an interview on at 11:28 AM
Staff B stated that she would call 911 after
starting . . Staff B stated that she
worked alone the night before.

Areview of Staff C's records showed that she had
no documented First Aid and training.

During an interview on at 11110 AM
Staff C stated that if a chocking victim became
urresponsive, she would call 911 and get
instructions from them.

During an interview on at 12:40 PM
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The Administrator stated that she would teach the
staff again. When asked to describe how to
properly render the administrator did not
answer.

A review of the Administrator records showed that
her last statement showing that she was free
from communicable was dated

. The Administrator hire date was

Areview of Staff D records showed that his last
statement showing that he was free from
communicable was dated

Staff D date of hire was

A review of Staff D's employee records showed

that she did not have documentation of training
on and . Staff O Hire date was

{Emergency Management)

Observation on at 6:40 AM Staff B
and C could not manually start the fixed
generator.

Observation on at 7:10 AM Staff B
and C could not test the maonoxide
detectors because they did not know where they
were.

Areview of the equipment maintenance log
showed that the last documented generator start
was

A review of the last equipment maintenance was

During an interview on at 12:30 PM
The Administrator stated that she "will fix it."
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A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78
SS=E
(2) STAFF.

{a) Within 30 days affer beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facifity is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annuat
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not

ftute a risk of itting & i

{h) Staff must be qualified to perform their
assigned duties consistent with their level of
jon, training, p ion, and §

AHCA Form 3020-0001
STATE FORM o2

Jwvwie

I contingation sheat 46 of 65



PRINTED: 09/24/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11965771 B WING 08/27/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10720 NW 5 AVENUE
SAN.JUDAS HOME CARE CORP
MIAML, FL 33168
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A078 Continued From page 46 AQ78

Staff providing services requiring ficensing or
certification must be appropriately ficensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo 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,

{c) All staff must comply with the training
requirements of rule 59A-36.011, F A.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

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.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility fo provide services to residents,
pursuant to sections 408,809 and 429,174, F.8.

This Statute or Rule is not met as evidenced by:
Based on observations, interview, and record
review the facility failed to ensure that four out of
five sampled staff (the Administrator, B, C, and D)
were qualified to perform their assigned duties
and had evidence that they were free of
communicable . Staff B and.C did not
know how to perform ., .

}. The Administrator and Staff
D did not have a statement that they were free
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from communicable
Findings included:
1

Observation on at 6:30 AM showed
that there were five residents at the facility.

During an interview on at 1110 AM
Staff C stated that two residents had
do-not- orders { ). Staff C stated

that if a chocking victim became unresponsive,
she would call 911 and get instructions from
them.

During an interview on at 11:28 AM
Staff B stated that she believed only two residents
had . Staff B stated that she would call 911
after starting

According to the American Red Cross the

protocol for giving was to first check the
scene for safety and gather personal protective
i ; check for responsk ; call 911;

place the person on a flat surface; start

s 30 at a time centered on the person;
followed by two breaths and continue until 911
arrives. The protocol also recommended
minimizing interruptions or delays in

Areview of Staff B's records showed that she had
First Aid and training on and

Areview of Staff C's records showed that she had
no documented First Aid and training.

During an interview on at 12:40 PM
The Administrator stated that she would teach the
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staff again. When asked to describe how to
properly render the administrator did not
answer.

Observation on at 12:42 PM the
Adrinistrator asked Staff B where her
training was. Staff B replied that she did not
know.

2

Observation an at 11:00 AM Staff D
was at the facility and helped move a resident
bed out of the room.

A review of the Administrator records showed that
her last statement showing that she was free
from communicable was dated

- The Administrator hire date was

Areview of Staft D records showed that his fast
statement showing that he was free from
communicable was dated

Staff D date of hire was

During an interview on at 12:30 PM
The Administrator stated that Staff D did not have
contact with residents. The Administrator further
stated that she "will fix it."

Class il

A 079 59A-36.010(3) FAC Staffing Standards - Levels
S8=E
{3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

AQ78

AO7T9
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Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168

212
16-25 253
26-35 294
36-45 336
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. independent living residents, as referenced in
subsection 58A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living 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 o
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 left
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.
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a. Documentation of attendance at First Aid or
courses pursuant to subsection
B59A-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 1, F.S.
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atleast |, . mustbe
physically present and designated in writing to be
in charge of the facifity. 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 building or
grounds maintenance, clerical, or food
preparation do not count towards meeting 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
facifity's staffing schedule.
9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or abseni staff may not be counted.
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
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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,
FAC.

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

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facifity must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency i that pervision
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 will consuit with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the loca fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., untif such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additionai 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 to mest
resident service needs. The plan will be reviewed
by the agency fo determine if it sufficiently
increases the staffing levels to meet resident
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needs.

2. When the facility can dermonstrate 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 facility will no
{onger 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
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a fimited mental health,
extended congregate care, or limited nursing
services license 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 observations, interviews, and records
review the facility failed to ensure adequate
staffing standards. The facility's staff schedule did
not reflect a 24-hour staffing pattern. Staff B was
alone at the facility with five residents and three of
five required life saving measures.

1)

Observation on at 6:10 AM showed
that Staff B and C were the only two staff at the
facility.

Avreview of the staff schedule showed that Staff B
was scheduled "off" on and was
scheduled to work from "6:00 AM to 6:00 PM" on
. Staff C was also scheduled "off" on
and was scheduled to work from
"6:00 AM to 6:00 PM" on . Staff E was
scheduled from "6:00 PM to 6:00 AM" on
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Continued From page 53

and

During an interview on at 7:35 AM
The Administrator stated that staff schedule was
not correct. The Administrator stated that Staff E
was not really an employee but was on call.

2)

During an interview on at 11:28 AM
Staff B stated that she worked alone the pight
before. Staff B stated that she would call . -1
after starting \ . Staff B stated that
she had never met Staff E but believed that he
slept in the shed.

Areview of Staff B's records showed that she had
First Aid and training on 120205 and

According to the American Red Cross the
protocol for giving was to first check the
scene for safety and gather personal protective

i ; check for responsh seall -1y
place the person on a flat surface; start

s 30 at a time centered on the person;
foliowed by two breaths and continue until -1
arrives. The protocot also recommended
minimizing interruptions or delays in

Class il

429.52(1 & 7) FS; 59A-36.011(
- Staff In-Service

) FAC Training

429.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by

AQ79

AOB1
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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 facitity 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
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
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
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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 orientation
which must be kept in the employee's personnel
record.
() 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 ficense type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali provide or
arrange for the following in-service training to
facifity 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
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
, . . may be used to meet this
requirement.
{p) 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
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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, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing 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 training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing 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 empioyment in safe food
handling practices.
{f) Al facility staff shall receive in-service training
regarding the facility's resident elopement
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. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that one out of five sampled staff
{Staff B) completed their pre-service orientation.

Findings included:

Areview of Staff B's employee records showed
that she did not have documentation on
pre-service orientation,

During an interview on at 11:28 AM
Staff B stated that she started working at the
facility fike 10 or 15 days ago.

During an interview on at 12:30 PM
The Administrator stated that she "will fix it.”

Class #Hl

A082 59A-36.011(4) FAC Training -/
SS=E

“)

[ ). Pursuant to section

381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.8., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

intained in with subsection {12), of

this rule.

A081

A082
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This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that one out of five sampled staff
{staff D} completed the one- time education
course on . { )
and

[S S

Findings included:

Areview of Staff D's employee records showed
that she did not have documentation of training
on and . Staff D Hire date was

During an interview on at 12:30 PM
The Administrator stated that Staff D did not have
contact with residents. The Administrator further
stated that she "will fix it."

Class #l

A083 59A-36.011(5) FAC Training - First Aid and A0B3
SS=E
{5) FIRST AID AND

) A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
o perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, of an organization whose fraining
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is ited by the C ission on Ay

for Pre-Hospital Continuing Education satisfies
this requirement.

{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part I}, F.8., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facifity
failed to ensure that one out of five sampled staff
{Staff E) have a valid First Aid and

. . { ) card.

Findings included:

Areview of the staff schedule showed that Staff E
was scheduled from "6:00 PM to 6:00 AM" on
Sundays through Friday for the . No other
employee was scheduled from 6:00 PM to 6:00
AM except for Staff D on Saturdays.

A review of Siaff E's employee records showed
that she did not have a valid card documenting
completion of First Aid and

During an interview on at 8:51 AM
The Administrator stated that Staff E was on call
staff, but the schedule was not correct.

Class il

A092] 50A-36.012(1) FAC Food Service - General A082
$8=E | Responsibilities

iti

{1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the
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orani in
writing by the administrator, must be responsible
for total food services and the day-to-day
supervision of food services staff. In addition, the
following requirements apply:
{a) If the designee is an individual who has not
completed an approved assisted living facility
core training course, such individual must
complete the food and nutrition services module
of the core training course before assurming
responsibility for the facility's food service. The
designee is not subject to the 1 hour in-service
training in safe food handiing practices.
{b) I the designee is a certified food manager,
certified dietary manager, registered or licensed
dietitian, dietstic registered technician, or heaith
department sanitarian, the designee is exempt
from the requirement to complete the food and
nutrition services module of the core training
course before assuming responsibility for the
facility's food service as required in paragraph (1)
{a) of this rufe.
{c) An administrator or designee must perform his
or her duties in a safe and sanitary manner,
{d) An administrator ot designee must provide
regutar meals that meet the nutritional needs of
residents, and therapeutic diets as ordered by the
resident's health care provider for residents who
require special diets.
{e) An administrator or designee must comply
with the food service continuing education
requirements specified in rule 59A-36.011, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and records review, the
facility failed to ensure safe food handling.

Findings included:

Observation on al 6:30 AM showed
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that on the outside of the facility where the
faundry machine was located there were root
vegetables and bananas being stored outside.
Further observation showed that there were
several cats outside as well,

A review of records showed that the Administrator
completed her nutritional and safe food handling
training on

Observation on at 12:30 PM showed
that there was plumber unclogging sewage pipe
near where the bananas and roots were stored.

According to the center for control,
ingesting germs can lead to food |, .. and
the elderly and frail were at a higher risk of
complication from foodborne iinesses.

Class il

A 161 420.275(2) FS; 59A-36.015(2) FAC Records -
SS=E Staff

428.275
{2) The administrator or owner of a facility shalt
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

A092
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must contain, at a minimum, a copy of the
employment application, with references
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 ensure copies of
personnet records for three out of five sampled
staff {Administrator, Staff B and E). The
Administrator did not have a copy of her core
continued education or high school diploma in her
personnet record. Staff B and Staff E did not have
a copy of the application with references in their
personnel file.

Findings included:

1

Areview of the Administrator's records showed
that there was no docurnentation of the continued
core education training and high schoot diploma.

During an interview on at 8:18 AM the
administrator stated that the records should be in
the file. She stated that she finished the training
but does not know where the copy went.

Observation on at 8:19 AM the
Administrator was looking through her phone for
the record. Further, observation showed that the
Administrator produced printed copies of the
Core education training.

2)
Observation on at 6:10 AM Staff B
answered the door.

During an interview on at 11:28 AM
Staff B stated that she started working at the
facility fike 10 to 15 days ago.

Areview of Staff B's employee records showed
that there were no applications or references for
her employment.

A review of the staff schedule showed that Staff E
AHCA Form 3020-0001
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was scheduled from "6:00 PM to 6:00 AM" on
Sundays through Friday for the

During an interview on at 8:51 AM
The Administrator stated that Staff E was on call
staff, but the schedule was not correct.

Areview of Staff E's employee records showed
that there were no applications or references for
his employment.

During an interview on at 12:30 PM
The Administrator stated that she "will fix it.”

Class il
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