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

435.12(2) Care Provider Background Screening
Clearinghouse.-

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

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of all employees within the clearinghouse,
Initial employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic | | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth: mailing address;

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

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure 4 (Staff A, B, C, and D) of
4 staff records reviewed, had level 2 their
employment status updated within 10 business
days on the facility employee roster. This has the
potential for staff with disqualifying offenses to
have access to adults.

CZ814
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The findings included:

Record review found Practical Nurse Staff Awas
hired on . Areview of the facility
employee roster revealed Staff A was added onto
the roster on

Record review found Caregiver Staff B was hired
on . A Review of the facility employee
roster revealed Staff B was added onto the roster
on .

Record review found Practical Nurse Staff C was
hired on . Areview of the facility
employee roster revealed Staff C was added onto
the roster on

Record review found Caregiver Staff D was hired
on . Areview of the facility employee
roster revealed Staff D was added onto the roster
on

In an interview with the human resources
manager on at 9:00 a.m., she said she
was responsible with adding staff onto the

pl roster, She StaffA, B,
C, and D were not added to the employee roster
within 10 business days. She said she was not
aware of the regulatory requirement.

The Administrator acknowledged the findings on
at 2:30 p.m.

Unclassified
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Initial Comments.

An unannounced change of ownership survey
with limited nursing services and emergency
power plan monitoring survey was conducted on
through at Springwood Court, an
assisted living facility in Fort Myers, Florida.

The following is description of the deficiencies
found at the time of the visit.

59A-36.006(3) FAC; 400.0078(2) Admissions -
Admission Package

(3) ADMISSION PACKAGE.

{a) The facility must make available to potential
residents a written statement(s) that includes the
following information listed below. Providing a
copy of the facility resident contract or facility
brochure containing alt the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provided by the facility for that
rate;

3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, if any;

4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate special diets;

6. The ilability of trar jon and

costs to the resident, if any;

7. Any other special services that are provided by
the facility and additionat cost if any;

8. Soclal and leisure activities generally offered
by the facility;

A0DC
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Continued From page 1

9. Any services that the facility does not provide
but will arrange for the resident and additional
cost, if any;
10. The facility rules and regulations that
residents must follow as described in rule
59A-36.007, FAC;
1. The faciiity policy concerning

pursuant to section 429.255,
F.8., and rule 59A-36.009, F.A.C., and Advance
Directives pursuant o chapter 765, F.S.;
12. If the facility is licensed to provide extended
congregate care, the facifity's residency criteria
for residents receiving extended congregate care
services. The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facility
including additional costs and any limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in rule 59A-36.021, F.AC.;
13. If the facility advertises that it provides special
care for individuals with 's and
related , a written description of those
special services as required in section 429.177,
F.8. and,
14, The facility's resident elopement response
policies and procedures.
{b} Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:
1. A copy of the resident's contract that meets the
requirements of rule 59A-36.018, FAC.,
2. Acopy of the facility statement described in
paragraph (a} of this subsection, if one has not
already been provided,
3. A copy of the resident's bill of rights as required
by rnule 59A-36.007, F.A.C; and,
4. A Long-Term Care Ombudsman Program
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brochure that includes the telephone number and
address of the district office,

{c} Documents required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and translated
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individuat who can
communicate the information to the resident.

400.0078

{2} Upon admission to a fong-term care facility,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program.

{b} The statewide toll-free telephone number and
e-mail address for receiving complaints.

{c} Information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right,

{d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program.

This Statute or Rule Is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to ensure a complete admission
packet was available for new admissions to the
faciiity. Failure to provide a complete admission
packet leads to a lack of necessary information
and may lead to misunderstanding between the
resident or their representative and the facility.

The findings included:
Record review of facifity's admission packet

revealed the following information was not
included:
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The facility's admission and continued residency
criteria;
Limited Nursing services (LNS) and list of all
services provided;
Personal care services the facility is prepared to
provide to residents and additional costs to the
resident, if any;
Nursing services the facility is prepared to provide
to residents and additional costs to the resident, if
any;
Admission and retention policy,

policy;
Reporting .neglectand | policy;

control, sanitation, and universal

precaution policy.

The Adrninistrator acknowledged on at
2:30 p.m., the admission packet was incomplete.

Class Ili

A052) 429.256(. .); 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

{3} Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, inctuding
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.

{c} Placing an oral dosage in the resident's
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or placing the dosage in another container and
helping the resident by fifting the container to his
or her .
{d) Applying medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and potiring the
prescribed premeasured dose of medication into
the dispensing cup of the .
{hyUsinga , to perform “
tevel checks.
{i) Assisting with putting on and taking off
stockings.
{i) Assisting with applying and removing an
e but not with titrating the
prescribed . . seftings.
(k) Assisting with the use of a continuous positive
afrway pressure device but not with titrating the
prescribed setting of the device.
{I) Assisting with measuring vital signs.
(m) Assisting with . bags.
{4) Assistance with self-administration does not
include:
(a} Mixing, s s converting, or
. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
inserted in a , of the body.
AHCA Form 3020-0001
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{d) Administration of , preparations.
(e} Irrigations or debriding agents used in the
treatment of a skin condition.

) . .or _  preparations.

{g) Medications ordered by the physician or
health care professional with prescriptive
authority to be given "as needed,” unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

5) i with the self ini ion of
fcation by an unii person as

in this section shall not be considered

administration as defined in s. 465.003.

59A-36.008
(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. orolder, trained to assist with self
adminlslered medication pursuant to the training
requirements of rule 58A-36.011, FAC,, and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.256, F.S.
and this rufe.
{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to

A05B2
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take medications as prescribed.

{c} In order to faciiitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to bave been contaminated, must
not be returned to the container.

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

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

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

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

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

4. icati may be ol j and
dispensed in an easier to use form, such as unit
dose packaging.

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

1. As used in section 429.256(4)(g), F.S., the

A05B2
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term “"competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and luating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule Is not met as evidenced by:
Based on record review, observation, and staff
interview, the facility failed to properly assist
residents with self-administration of medications
for two (Resident #12 and #13) of two residents
observed for medication pass.

The findings included:

On at 7:48 a.m., Medication Technician
{med tech) Staff E was observed to pult out the
resident’s medication pill packets. She then
popped the pill into a paper medication cup,
handed the cup to the resident along with a cup
of water and watched Resident #12 take them.
She did not inform the resident the of the
medications she was taking or read the
prescription order to the resident.

On at 8:15 a.m., Med Tech Staff F, was
observed to pull out the resident's medication pill
packsts. She then popped the pill into a paper
med cup, handed the cup to the resident along
with a cup of water and watched Resident #13
take them. She did not inform the resident the of
the medications she was taking or read the
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prescription order to the resident.
On at 11:14 a.m,, in an interview with the
Director, she ackr the med
techs are to read out the prescription to the
resident before giving the medication.
Staff record review showed Med Techs Staff E
and Staff F both had med tech training and were
aware they are to read the medication and
directions to the resident before giving the
medication.
Class Ill
A 187| 59A-36.018 FAC; 429.24 FS Resident Contracts A167

59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

(a} Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or . . of residents,
other than those specified in section 428.28, F.S.;
{fy The purpose of any advance payments or
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Continued From page 9

deposit payments, and the refund policy for such
advance or deposit payments;
{g) A refund policy that must conform to section
429.24(3), F.S.;
{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or . ., facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retuming to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
faciiity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;
{i) A provision stating whether the facility is
affiliated with any refigious organization and, if so,
which organization and its relationship to the
facility;
{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident’s representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. If there is

i ing the appropri of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
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upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection {4), of that rule;
{) The facility's policies and procedures for
self-administration, assistance with

i ion, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant o subsection {8) of that rule; and,
{m) The facility’s policies and procedures related
to a properly executed DH Form 1898,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

(3} The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an ftemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
confract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

42924 FS

{1) The presence of each resident in a facility
shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ticensee and the resident or his or her designee
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or legatl representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility all
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration,

{2} Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and .. of the residents,
other than those specified in s, 429.28; and other
matters that the parties deem appropriate. Anew
service or accommodation added fo, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period.
{a) Such funds shall be deposited in a banking
institution in this state that is Jocated, if possible,
in the same community in which the facifity is
focated; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b} The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the

A187

AHCA Form 3
STATE FORM

20-0007

s

$4CD1

f continuation sheet 12 of 16




Agency for Health Care

PRINTED: 03/13/2020

FORM APPROVED

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

AL11963882

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/03/2020

NAME OF PROVIDER OR SUPPLIER

SPRINGWOOD COURT

FORT MYERS, FL 33907

STREET ADDRESS, CITY, STATE, ZIP CODE
12780 KENWOOD LANE

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

A187

Continued From page 12

facitity's policy on advance deposits.

{3){(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or .

(b} If a ficensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
health care facility, or .., facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c} The purpose of any advance payment and a
refund policy for such payment, inciuding any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facitity is affiliated with any refigious organization
and, if s, which organization and its general
responsibility to the facility.

{6} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

- imposed upon it by this part or rules
adopted under this part.

(8} In lieu of the provisions of this section,
faciiities certified under chapter 651 shall comply
with the requirements of s. 651.055.

(7) Notwithstanding the provisions of this section,
facitities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
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in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or iike
residential units.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure a complete resident
contract was excuted. Failure to provide a
complete contract leads to a lack of necessary
information and may lead to misunderstanding
between the resident or their representative and
the faciiity.

The findings included:

Record review revealed the following information
was excluded from facility's contract:

Alist of the specific services, supplies and
accommodations to be provided by the facllity to
the resident, including limited nursing services
that the resident elects to receive;

Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, o, | facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
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resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facitity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident’s behalf.

A provision that residents must be assessed upon
admission pursuant to subsection 58A-5.0181(2),
F.A.C., and every 3 years thereafter, or after a
significant change, pursuant to subsection (4) of
that rule;

The Administrator acknowledged on at
2:30 p.m., the contract was incomplete.

Class Il

A 181 59A-36.019(2) FAC Emergency Plan Approval

(2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in rule 59A-36.014,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c) The facility must review its emergency
rmanagement plan on an annual basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
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1. Changes in the name, address, tefephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

(d} The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facilities.

(e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rute.

This Statute or Rule Is not met as evidenced by:

Based on record review and staff interview, the

facitity failed to obtained an approved emergency
plan after a change.

The findings included:

Record review found the facility applied for a
change of ownership on

Further review found the facility had not yet
submitted the comprehensive emergency
management pian (CEMP} to the local
emergency county.

The Administrator said on at 11:00 a.m,,
she was not aware of the requirement. She said
she will submit the plan as soon as possible.

Class Il
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