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Initial Comments.

A biennial re-li with extended congreg:
care (ECC) and limited nursing services (LNS)
survey was conducted at Oaktree Terrace ALF on

. The provider had deficiencies at the time
of the visit.

59A-36.021(3) FAC ECC - Staffing Requirements

(3) STAFFING REQUIREMENTS. The following
staffing requirements apply for extended
congregate care services:
{a) Supervision by an administrator who has a
minimum of two years of managerial, nursing,
social work, ic recreation, or i
experience in a residential, long-term care, or
acute care setting or agency serving elderly or
persons. if an administrator appoints a
manager as the supervisor of an extended
congregate care facility, both the administrator
and manager must satisfy the requirements of
subsection 59A-36.010(1), FA.C.
1. A baccalaureate degree may be substituted for
one year of the required experience.
2. Anursing home administrator licensed under
chapter 468, F.8., is qualified under this
paragraph.
{b} Provide staff or contract the services of a
nurse who must be available to provide nursing
services, participate in the development of
resident service plans, and perform monthly
nursing for extended greg:
care residents.
{c) Provide enough qualified staff to meet the
needs of extended congregate care residents in
accordance with rule 59A-36.010, F.A.C,, and to
provide the services established in each
resident's service plan.
{d) Ensure that adequate staff is awake during all
hours to meet the scheduled and unscheduled
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Continued From page 1

needs of residents.

(e} Immediately provide additional or
appropriately qualified staff, when the agency
determines that service plans are not being
followed or that residents’ needs are not being
met because insufficient staffing, in accordance
with the staffing standards established in rule
59A-36.010, FAC.

{fy Ensure and document that staff receive
extended congregate care fraining as required in
rule 59A-36.011, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not have a qualified nurse fo provide extended
congregate care {ECC) services 1o residents
receiving ECC services, perform nursing
assessments or participate in service planning for
ECC residents.

Findings Included:

An atternpted record review of the facility's ECC
program at 8:45am on , and ensuing
interview with the Administrator, revealed that the
facifity did not have a qualified nurse to provide
ECC services. The Administrator stated that they
did not have any residents receiving ECC
services, however they were in the process of
procuring the services of a qualified nurse.

Class Ili

59A-36.022(2) FAC LNS - Resident Care
Standards

{2) RESIDENT CARE STANDARDS.
{a) A resident receiving limited nursing services in
a facility holding only a standard and limited
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nursing services license must meet the
admission and continued residency criteria
specified in rute 59A-36.006, F.A.C.

{b} In accordance with rufe 59A-36.010, FAC.,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
timited nursing services based on the number of
such residents and the type of nursing service to
be provided.

{c) Limited nursing services may only be provided
as authorized by a health care provider's order, a
copy of which must be maintained in the
resident's file.

(d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services
as needed by residents. The facility's employed
oF nurse must coordinate with third
party nursing services providers to ensure
resident care is provided in a safe and consistent
manner. The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility's
personnel files.

{e) The facility must ensure that nursing services
are conducted and supervised in accordance with
chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not have a qualified nurse to provide fimited
nursing services {LNS) to residents, coordinate
with third party providers or perform nursing
assessments to residents receiving nursing
services within the facility.

Findings Included:

An attempted record review of the facility's LNS
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program at 9:45am on . and ensuing
interview with the Administrator, revealed that the
facility did not have a qualified nurse to provide
LNS services. The Administrator stated that they
did not have any residents receiving LNS
services, however they were in the process of
procuring the setvices of a qualified nurse.

Class i

408.809(2a-c) 435.05(2) 59A-35.000(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
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
contractual 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. lfthe | of

such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2)(g) and (h}, the person must submit

. . slectronically 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
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Department of Law Enforcement under s.
943.05(2)(g) and (h} and ensolled in the national
retained print natification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the ficensee or the person |, | . The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional ficensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The 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.

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

(2} Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for quatifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.
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59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
(d) An ion of Compliance with
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-08106, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
d_ 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 & pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified priorto | 1
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
ficensed 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),
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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

bility results of employee screening
and the signed Attestation referenced in
subsection 89A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an Attestation of Compliance
with i U , AHCA
Form 3100-0008, . . with respect to
one (Staff B} of three staff sampled.

Findings included:

Personnel file review conducted on

revealed that Staff B, hired . had no
documentation verifying that an Attestation of
Compliance with Background Screening
Requirements had been obtained.

Interview with the Administrator at 2:30pm on
provided no clarification regarding this
oversight.

Unclassified
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