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

408.809 Background screening; prohibited
offenses.-
{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
i for the of
conducting screening under chapter 435:
{a) The licensee, if an individual.
{b} The administrator or a similarly titted person
who is responsible for the day-to-day operation of
the provider.
{c} The financial officer or similarly titled individuat
who is responsible for the financial operation of
the licensee or provider,
{d) Any person who is a controlling interest.
{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, . with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
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 licensee.

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

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

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

(b} This chapter, if the offense was a felony.

{c} Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, refating to Medicaid fraud.
() Section 741,28, relating to domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

(g} Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

{h} Section 817.234, relating to false and
fraudulent insurance claims.

{i) 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.

() Section 817.50, relating to fraudulently
obtaining goods or services from a health care
provider.

{k) Section 817.508, relating to patient brokering.
(1) Section 817.568, relfating to criminal use of
personal identification information.
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{m) Section 81760, relating to obtaining a credit
card through fraudulent means,
{n) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.
{o} Section 831.01, relating to forgery.
(p) Section 831,02, relating o uttering forged
instruments.
{a) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.
(r) Section 831.09, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{s} Section 831.30, relating to fraud in obtaining
medicinal drugs.
(1) Section 831.31, relating to the sale,
delivery, or ion with the

intent to self, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
{u) Section 895.03, relating to racketeering and
collection of unfawful debts.
{v} Section 896.101, relating to the Florida Money
Laundering Act,
If, upon rescreening, a person who is currently
employed or with a ficensee as of

. , and was screened and qualified
under ss, 435,03 and 435,04, has a disqualifying
offense that was not a disqualifying offense at the
time of the last screening, but is a current
disqualifying offense and was committed before
the last screening, he or she may apply for an
exemption from the appropriate licensing agency
and, if agreed to by the employer, may continue
to perform his or her duties unti! the licensing
agency renders a decision on the application for
exemption if the person is etigible to 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) A person who serves as a controlling interest
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of, is employed by, or contracts with a licensee on
. , who has been screened and
quahfed according to standards specified in s.
435.03 or s. 435.04 must be rescreened by
. in compliance with the following
schedu ie. If, upon rescreening, such persen has
a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
duties until the licensing agency renders a
decision on the application for exemption if the
person is eligible to apply for an exemption and
the exemption request is received by the agency
within 30 days after receipt of the rescreening
results by the person. The rescreening schedule
shail be:
{a) Individuals for whom the last screening was
conducted on or before . .
must be rescreened by
{b} Individuals for whom the las( screenmg
conducted was between . L and
, must be rescreened by

{c} Individuals for whom the [ast screening
conducted was between
through . must be rescreened by

{B) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject o screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening,
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{7){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 professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or certification.

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

{8) 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 ., pursuant to s.
943.05(2).

{9) There is no reemployment assistance or other
monetary lability 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 Heaith or the
agency.

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

i i ion or to request on from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
(2}{a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening untit 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 personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
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unless the employee is granted an exemption
from disqualification pursuant to s, 435.07.

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

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

{4) There is no reemployment assistance or other
monetary lability 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 . regardiess 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) "Employee” means any person required by
aw to be screened pursuant to this chapler,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
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Based on personnel records review and interview
the facility failed fo ensure 1 of 4 staff (B), whom
was in a role that required a background
screening {BGS) did not have any disqualifying
offenses and affowed the staff to continue to work
without a current screening.

Personnel record review for staff B, hired on

as a caregiver, revealed an employment
application that indicated she worked in retail
from 2017 until she was hired at the facility.
The review revealed a BGS result that indicated

. The staff had a break for

more than 90 days and from a position that
required screening to a position that required
screening by a specified agency.

In an interview with the administrator on
at 1:30 PM who said she thought since the last

, itwas still valid.

An Extended Congregate Care (ECC) monitoring
was at Windsor At Cs ion on

survey.

$8=D| Criteria

429.26

. Deficiencies were identified at the time of

A007| 429.26(11) FS; 58A-5.0181(1) FAC Admissions -

{11) No resident who requires 24-hour nursing
supervision, except for a resident who is an
enrolled hospice patient pursuant fo part  of

CZ815
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Continued From page 8

chapter 400, shall be retained in a facility licensed
under this part.

58A-5.0181

(1) ADMISSION CRITERIA,

{a} An individual must meet the following
minimum criteria in order to be admitted to a
facitity holding a standard, fimited nursing
services, or imited mental health license:

1. Beatleast ., -

2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

) may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

3. Be able to perform the activities of daily living,
with supervision or assi; if necessary.

4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

5. Be capable of taking medication, by sither
self-administration, assistance with
self-administration, or administration of
medication.

a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.
. The facility may accept a resident who requires
the administration of medication if the facility
exploys a nurse who will provide this service or
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the resident, or the resident's fegal
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the faciiity.

7. Not be a danger to self or others as
determined by a physician, or mental heaith
practitioner licensed under chapter 480 or 491,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10. Nothaveany , or4, A
resident requiring care of a
may be admitted provided that:
a. The resident either:

(1) Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

(11} Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

. If the resident’s condition fails to improve within
30 days as documented by a health care
provider, the resident must be discharged from
the faciiity.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ficensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;
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b. Assistance with

c. Monitoring of gases,
d. Management of post-surgicat drainage tubes
and vacuum devices;

e. The administration of products in the
facility; or

f. Treatment of surgical or ,
unless the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services fisted
above, residents admitted to facilities holding only
standard and/or fimited mental health licenses
may not require any of the following nursing
services:

a. ,..and, .. . performed
in the facility;
b .. performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehabilitative services as
described in rule 59G-4.280, FAC.
15. Be appropriate for admission to the facility as
determined by the facility administrator. The

ini must base the ination on:
a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
section 429.26, F.S., and subsection (2} of this
rule, if available;
¢. The facility's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule chapter 69A-40, F.A.C.
{b) A resident who otherwise meets the
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Continued From page 11

admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

or assistance with routine , care
of site - placement, may be admitted
to a facility with a standard license as long as the
facliity has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c} Nursing staff may not provide fraining to
unlicensed persons, as defined in section
429.256(1)(b), F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unficensed persons. This
provision does not restrict a resident or a
resident's representative from Jwitha
ticensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license.
{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facility as long as the individual otherwise meets
resident admission criteria.
{e) Resident admission criteria for facilities
holding an extended congregate care license are
described in rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations, records review and
interviews, the facility admitted 1 of 3 residents
{#3) who exceeded assisted living facility
admission criteria and needed total assistance
with activities of daily living and was unable to
transfer.
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Findings:

Observations at 11:20 AM noted resident #3 sat
in a wheelchair in the secure memory acre unit
{MCU) and shewas .., PR . He right
was {dropped). The MCU director
said the resident was able fo transfer but was
difficult. The resident was transported to her
room fo observe transfer. Two (2) staff were
present and said she declined physically recently
and was able sometimes to assist very litte with
activities of daily fiving. The staff attempted to
transfer resident using a gait belt, the resident 's
slid, no participation ensued, The Director of
Nursing (DON) was present and said to the staff
fo sit the resident down. She said to continue
residency she would have to go in hospice.

Resident record review revealed a health
assessment report dated and an
updated health assessment dated that
fisted diagnoses of B s

- . and .
According to the report she was wheelchair
pound at the facility. She was non-verbal and
needed total care with activities of daily living and
was bedridden.

Ir an interview with the administrator on
at 1:30 PM who confirmed the findings.

Class Ili

A Q78 58A-5.019(2) FAC Staffing Standards - Staff
88=D
(2) STAFF,

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the

A0O7
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Continued From page 13

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 net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider 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 col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of

training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
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communicable

Findings:

overlooked.

{c} All staff must comply with the training
requirements of rule 58A-5.0181, FA.C.

{d) An assisted living facility Lo
provide setvices 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 wifl 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 to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facifity failed to ensure 1 of 4 sampled staff
{D} provided/obtained a heaith care provider
statement that indicated freedom from

Personnel record review for staff D hired
revealed no evidence io confirm she
provided/obtained, within 30 days after beginning
employment, a health care provider statement
that indicated freedom from communicable

In an interview with the administrator on
at 1:30 PM who said the statement was
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Class Ill
A079| 58A-5.019(3) FAC Staffing Standards - Levels AD79

88=D
(3) STAFFING STANDARDS.

{a) Minimum staffing:

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

Number of Residents, Day Care Participants, and
Respite Care Residents  Staff Hours/Week

0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-85 416
66-76 457
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-5.024(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personat,
{imited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.

3. At least one staff member who has access to
facliity 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.
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Continued From page 16

4. In facilities with 17 or more residents, there
must be at least one staff member awake at alf
hours of the day and night.
5. A staff member who has completed courses in
First Aid and p .
{ Yand holds a currently valid card
documenting completion of such courses must be
in the facility at alf imes.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
58A-5.0191(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F.S., is
considered as having met the course
requirements for both First Aid and
8. 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 at least ., .. must be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively 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
facility's staffing schedule.
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9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b} Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facifities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 58A-5.0182,
F.AC.
{c) The facility 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
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency determines that adequate supervision
and care are not being provided fo residents,
resident care standards described in rule
58A-5.0182, F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts, The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facllity fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirernents are being met.
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Continued From page 18

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

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

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

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 58A-5.029,
58A-5.030 or 58A-5.031, F.A.C.,, respectively.

This Statute or Rule is not met as evidenced by:
Based on observations and interview the facility
did not maintain & written work schedule that
reflected its 24-hour staffing pattern for a given
time period.

Findings:

Review of the facility's staff schedules for to
revealed the schedules listed the name of
the staff assigned to work and their shifts (day,
evening and night). However, the schedule did
not indicate the hours the staff were scheduled,
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A079| Continued From page 19 AD79
nor did the schedule refer to a legend that
indicated what hours were worked in day, evening
and night.
Ir an interview on at 10 AM with the
administrator who confirmed the findings.
Class Ili
A 081 58A-5.0191( ) FAC Training - Staff In-Service AQ81

88=D
(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to ail new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior o 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.

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

1. Resident's rights; and,

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

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity 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
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Continued From page 20

hour in-service training in contral,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

effering 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.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shalt
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
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 53A-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
() Staff who prepare or serve food, who have not
taken the assisted living facility core training must

A081
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Continued From page 21

receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{fy All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.,

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 4 of 4 sampled staff (A, B, C and
D} received a pre-service orientation and the
mandated in-services training.

Findings:

1. Personnel record review for staff A hired

and a caregiver, revealed no evidence to
confirm she received a 2-hour pre-service
orientation prior to interacting with residents. In
addition to topics chosen by the facility
administrator, the preservice orientation must
cover: 1. Resident's rights; and, 2. The facility's
ticense type and services offered by the facility.

There was no evidence she attended assisted
tiving CORE training, therefore exempt from this
requirement. The continued review revealed a
certificate dated that indicated Resident
rights in an assisted living facility. 2. Recognizing
and reporting resident , neglect, and

. The gertificate did not indicate the
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duration of the training, nor was there any
evidence the facility used its prevention
policies and procedures when offered the
training. A certificate dated indicated
emergency management and fire safety training
and major incidents. The certificate did not
indicate the duration of the training, nor was there
evidence the staff were trained on the facility’s
emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

2. Personnet record review for staff B hired

and was caregiver, revealed no
evidence to confirm she received a 2-hour
pre-service orientation prior to interacting with
residents. In addition to topics chosen by the
facitity administrator, the preservice orientation
rust cover: 1. Resident's rights; and, 2. The
facitity's license type and services offered by the
facitity.

There was no evidence she atiended assisted
tiving CORE training, therefore exempt from this
requirement. The continued review revealed a
certificate dated that indicated Resident
rights In an assisted living facility, and 2.
Recognizing and reporting resident s
neglect, and . . the certificate did not
indicate the duration of the training, nor was there
any evidence the facility used its

prevention policies and procedures when offered
the training. A certificate dated indicated
emergency management and fire safety training
and major incidents. The certificate did not
indicate the duration of the training, nor was there
evidence the staff were trained on the facility's
emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
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3. Personnel record review for staff C hired
and was caregiver, revealed no evidence
to confirm she received a 2-hour pre-service
orientation prior to interacting with residents. In
addition to topics chosen by the facility
ini , the preservice ori ion must
cover: 1. Resident’s rights; and, 2. The facility’s
ficense type and services offered by the facility.
There was no evidence she attended assisted
tiving CORE training, therefore exempt from this
requirement. The continued review revealed a
certificate dated that indicated Resident
rights in an assisted living facility. 2. Recognizing
and reporting resident , neglect, and
.\ . the certificate did not indicate the
duration of the training, nor was there any
evidence the facility used its prevention
policies and procedures when offered the
training. A certificate dated indicated
emergency management and fire safety training
and major incidents. The certificate did not
indicate the duration of the training, nor was there
evidence the staff were trained on the facility's
emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

4. Personnel record review for staff D hired
and was a Registered Nurse revealed a
certificate of training dated regarding
elopement, the training was from an on-line
training site and was not based on the facility's
policies regarding resident elopement and
response policies. The review revesled a
certificate dated that indicate training on
major emergencies however the fraining was
from an Intemet site. There was no evidence to
confirm was trained on the facility's emergency
procedures including chain-of-command and staff
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roles relating to emergency evacuation.

In an interview with the administrator on

at 1:30 PM who said evidently there had been
some misunderstanding about which in-services
coutd be done on line and which ones the facility
needed to conduct using their policies.

Class i

58A-5.0191(11) FAC Training -

an

TRAINING.

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure that 1 of 4 sampled
staff (C) completed at least a 1-hour in-service
training in the facility's policies and procedures
regarding

A081

A0S0

AHCA Form 3
STATE FORM

20-0007

s

BYBT1

f continuation sheet 25 of 34




Agency for Health Care

PRINTED. 08/08/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969388

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/30/2019

NAME OF PROVIDER OR SUPPLIER

1370 CELEBRATION BLVD
CELEBRATION, FL 34747

WINDSOR AT CELEBRATION

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A090

AE206|
88=D

Continued From page 25
Findings:

Personnel record review for staff C hired
and was caregiver, revealed a certificate dated
that indicated training on advanced
directives, living wills, and durable power of
attorney. The training was from an Internet
training site. There was no evidence to confirm
the staff attended a 1-hour in-service training
regarding the facility's policies and procedures
regarding

Ir an interview with the administrator on

at 1:30 PM who said evidently there had been
some misunderstanding about which in-services
couid be done on line and which ones the facility
needed to conduct using their policies.

Class Il

58A-5.030(8) FAC ECC - Service Plans

{8) SERVICE PLANS.
(a} Before receiving services, the extended
congregate care administrator or manager must
develop a preliminary service plan that includes
an assessment of whether the resident meets the
facility's residency criteria, an appraisal of the
resident’s unique physical, | o and
social needs and preferences, and an evafuation
of the facility’s ability to meet the resident's
needs.
{b) Within 14 days of receiving services, the
tended care ini or
manager must coordinate the development of a
written service plan that takes into account the
resident’s health assessment obtained pursuant
to subsection {6); the resident’s unique physical,
and social needs and preferences;
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and how the facility will meet the resident's needs
including the following if required:
1. Health monitoring,
2. Assistance with personal care services,
3. Nursing services,
4. Supervision,
5. Special diets,
6. Anciliary setvices,
7. The provision of other services such as
transportation and supportive services; and,
8. The manner of service provision, and
identification of service providers, including family
and friends, in keeping with resident preferences.
(c) Pursuant to the definitions of "shared
responsibility” and "managed risk” as provided in
section 429.02, F.S., the service plan must be
developed and agreed upon by the resident or
the resident’s representative or designee,
surrogate, guardian, or attorney-in-fact, and must
reflect the responsibility and right of the resident
to consider options and assume risks when
making cheices pertaining to the resident's
service needs and preferences.
{d) The service plan must be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident’s physical or mental
status, or pursuant to recommendations for
modifications in the resident's care as
in the nursing
This Statute or Rule is not met as evidenced by:
Based on interviews and record review the facility
ded care ini or
manager failed to develop a completed written
service plan for 3 of 3 sampled residents (#1, #2
and #3), who received ECC services.
Findings:
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and to ECC on

and

2. Observations on
2witha Jtoleft , abrace toleft

. The memory care director said that
the staff assisted with the brace and  ,, and
put the . inplace.

( ), wa
at 2 fitter per
The record review revealed no evidence to
confirm the ECC service plan was developed and
agreed upon by the resident or the resident's

ive or d

1. Resident #1 was admitted to facility

and discharge from ECC

on . Bhe was under the care of hospice
care. Health assessment report 1823 dated

indicated hospice care needed, total care
with activities of daily living and needed
medication administration. The service plan was
dated and did not address the services
the resident received from ECC. The record
review revealed no evidence to confirm the ECC
service plan was developed and agreed upon by
the resident or the resident’s representative or
designes, surrogate, guardian, or attorney-in-fact,
and must reflect the responsibility and right of the
resident to consider options and assume risks
when making choices pertaining to the resident's
service needs and preferences as the service
plan was only singed by the nurse who completed
the service plan. There were no notes that
indicated the plan was discussed with the
resident or her representative.

at 11:20 AM noted #

3. Resident #3 was admitted to the facility
and was admitted to ECC

Health assessment report 1823 dated

fisted diagnoses of

and needed

minute by

igne: , guardian,
fact, and must reflect the
responsibility and right of the resident to consider
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Continued From page 28

options and assume risks when making choices
pertaining to the resident's service needs and
preferences. The service plan did not address
the services { care & L) the

resident received from ECC.

In an interview with the administrator on

at 1:30 PM who said evidently there had been
some misunderstanding about the ECC
paperwork .

Class Ili

58A-5.030(7) FAC ECC - Services

(7) EXTENDED CONGREGATE CARE
SERVICES. All services must be provided in the
teast restrictive environment, and in a manner
that respects the resident's independence,
privacy, and dignity.

{a) A facility providing extended congregate care
services may provide supportive services
including social service needs, counseling,
emotional support, networking, assistance with
securing social and leisure services, shopping
service, escort service, companionship, family
support, information and referral, assistance in
developing and implementing self-directed
activities, and volunteer services. Family or
friends must be encouraged to provide supportive
services for residents. The facility must provide
training for family or friends to enable them to
provide supportive services in accordance with
the resident’s service plan.

{b} A facility providing extended congregate care
services must make available the following
additional setvices if required by the resident's
service plan:

1. Total help with bathing, . grooming and
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Continued From page 29

toileting,

2. Nursing assessments conducted more
frequently than monthly,

3. Measurement and recording of basic vital
functionsand ., .

4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident’s food and fluid intake and output,

5. Assistance with self-administered medications,
or the administration of medications and
treatments pursuant to a health care provider's
order. If the individuat needs assistance with
self-administration the facitity must inform the
resident of the qualifications of staff who will be
providing this assistance, and if unlicensed
persons will be providing such assistance, obtain
the resident's or the resident's surrogate,
guardian, or attorney-in-fact's informed written
consent o provide such assistance as required in
section 429.256, F.S.,

6. Supervision of residents with and

7. Health education and counseling and the
implementation of health-promoting programs
and preventive regimes,

8. Provision or arrangement for rehabilitative
services; and,

9. Provision of escort services fo health-related

{c) Nursing staff providing extended congregate
care services may provide any nursing setvice
permitted within the scope of their license

consi: with the resit Y requi of this
rule and the facility's written policies and
procedures, provided the nursing services are:

1. Authorized by a health care provider's order
and pursuant to a pian of care,

2. Medically necessary and appropriate for
treatment of the resident's condition,

AE207
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Findings:

and to ECC on

received.

and

2. Observations on
2witha Jtoleft , abrace toleft

. The memory care director said that
the staff assisted with the brace and  ,, and
put the . inplace.

3. In accordance with the prevailing standard of
practice in the nursing community,

4. A service that can be safely, effectively, and
efficiently provided in the facility,

5. Recorded in nursing progress notes; and,

8. In accordance with the resident's service plan.
{d) At least monthly, or more frequently if required
by the resident’s service plan, a nursing
assessment of the resident must be conducted.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review the facility
failed to ensure complete nursing assessments
were conducted monthly for 3 of 3 residents (#1,
#2 and #3) who received an Extended
Congregate Care (ECC) service.

1. Resident #1 was admitted to facility

and discharge from ECC

on . She was under the care of hospice
care. Health assessment report 1823 dated
indicated hospice care needed, total care
with activities of daily living and needed
medication administration. The nursing
assessments did not address the services
received from ECC and the outcome of services

at 11:20 AM noted #

3. Resident #3 was admitted to the facility

and was admitted to ECC
Health assessment report 1823 dated
fisted diagnoses of
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{ ), was and needed
.. at2litter per minute by
The nursing assessments did not address the
services received from ECC and the outcome of
services received.
Nursing Assessment” means a written review of
fon coflected from observation and
interaction with a resident, including the resident's
record and any other relevant sources of
information, the analysis of the information, and
recommendations for modification of the
resident's care, if warranted.
In an interview with the administrator on
at 1:30 PM who said evidently there had been
some misunderstanding about the ECC
paperwork .
Class Ili
AE210) 58A-5.0191(8) FAC ECC - Training AE210

88=D
(8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.
{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior to the facifity
receiving its ECC license or within 3 months of
beginning employment in a currently ficensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended
the assisted living facility core training prior to

, shall not be required to take the
ass‘sted living facility core training competency
test.
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Findings:

caregivers.

overlooked.

{b} The administrator and the ECC supervisor, if
different from the administrater, must complete a
minimurn of 4 hours of continuing education
every two years in topics relating to the physical,
, or social needs of frail elderly and
persons, or persons with s
or related .
{c} All direct care staff providing care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address £ECC concepts and
requirements, including statutory and rule
requirernents, and the delivery of personat care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on records review and interview the facility
faited to ensure 3 of 4 direct care staff whom
provided care to residents in an Extended
Congregate Care (ECC) program completed at
teast 2 hours of in-service training, provided by
the facility administrator or ECC supervisor, within
6 months of beginning employment in the facility

Review of the staff schedule for revealed
that staff A, B, and C were scheduled to work as

Individual personnel record review for staff A
hired , staff B hired and staff C
hired and were all caregivers who
provided care to residents on ECC.

In an interview with the administrator on
at 1:30 PM who said the statement was
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Class Il
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