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Initial Comments.

A revisit to a generator monitoring was conducted
at Silver Years ALF, inc. on .
Deficiencies were identified at the time of survey,

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

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apariments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a fist of all medications
being stored pursuant to such a request;

3. The ication is ined and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
central storage of medication and that policy has
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Continued From page 1

been provided to the resident before admission
as required in rule 58A-5.0181, F.A.C.

{c} Centrally stored medications must be:

1. Kept in a locked cabinet; focked cart; or other
focked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal . except that a i
requiring must be kept refrigs
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

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

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

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's heaith care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
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Continued From page 2

abandoned and may disposed of in accordance
with paragraph (f).
{f icati that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retum

i icinal drugs to the i
pharmacy pursuant to rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that alt medications were kept in
a locked cabinet, locked cart, or other focked
storage area at all times.

Findings included:

On at 12:00 PM, observed in the
office area two small boxes on the shelves. One
of the boxes were full of medication, which
included: PVP Prep Solution USP 10%

, Soothe & cool Cleanse Total Body
Cleanser, and Soothe & Cool Barrier.

On at 12:03 PM, Administrator stated,
"I didn't know if | could not leave those outside. It
won't happen again. 'm putting them in my
iocked cabinet right now.”
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Continued From page 3

429.275(2) FS; 58A-5.024(2) FAC Records - Staff

429.275
{2) The administrator or owner of a facility shal
maintain personnel records for each staff
member which contain, at a minimum,

on of background ing, if

ion of with all

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

58A-5.024
{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-5.0191, FA.C,;
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
certification;
3. Documentation of compliance with levet 2
background screening for alf staff subject to
screening requirements as specified in Section
429.174, F.S,, and Rule 58A-5.018, 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 fo Rule
58A-5.018, FAC,
5. Documentation verifying direct care staff and
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administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC.
{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 facifity. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 58A-5.019, F.A.C.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule 68A-5.018,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a copy of the background screening
for one out of three ( Staff B) staff.

Findings included:

Record review showed the facility had no a copy
of the background screening for Staff B.

On at 12:48 PM, Staff B stated thata
copy of her background screening was taken out
by mistake by the Administrator when she was
organizing the staff records.
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408.809(2)(a-c); 59A-35.080(2)(d)-{3)
Background Screening-Compliance Attestation

408.809
(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
packground 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
contractuat status. For any such rescreening, the
agency shall 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 enrolied in the Federal
Bureau of Investigation's national retained print
notification program. If the of
such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h}, the person raust submit
. . electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal bistory records checks
required by level 2 screening may be borne by
the licensee or the person . Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within

{c7816}
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Continued From page 1

the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal 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 screening standards and disqualifying
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
tevel 2 screening for more than 90 days; and

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

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_ i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to 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

{cz816}
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disqualifying offense.
(e) An administrator or chief financial officer must
be screened and qualified prior to 0
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
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. 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
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
's file, maintai by the

provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
still failed to conduct a background screening for
one out of three sampled staff { Staff C) who had
90 days break in service.

Findings Included:
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On the background screening
database review revealed Staff C's, (hired on
). background screening was
conducted on . Staff C stated that she
worked in Assisted Living Facilities (ALF's) from
until present time. Staff C could not
recall if she had worked in an ALF from
untif
On at 1:15 PM, Staff B stated she did
not conduct another Level Il background
screening for Staff C because she was not aware
that she had to look in the staff's past
employment history.
Unclassified
AHCA Form 3020-0001
STATE FORM i IMWF 12 #f continuation sheet 4 of 4



