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A 000 Initial Comments AD00

A re-licensure survey was conducted at Anne’s
Home ALF on . Deficiencies were
identified at the time of the visit.

A081| 429.52(1 & 7) F8; 59A-36.011( ) FAC Training A081
S8=D| . Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a staternent that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in in-service
training relevant to their job duties as specified by
agency rule of the agency. Topics covered during
the preservice orientation are not required fo be
repeated during in-service training. A single
certificate of completion that covers all required
in-service training topics may be issued to a
participating staff member if the training is
provided in a single training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours 1o ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection
().
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{b) New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident’s rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facifity
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
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum 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.

A081
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A081| Continued From page 2 AD081

following subjects:

neglect, and

offering this training.

foliowing subjects:

fiving.

handfing practices.

and procedures.

{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

1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident N

. The facifity must use its

prevention policies and procedures when

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the

1. Resident behavior and needs.
2. Providing assistance with the activities of daily

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food

{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 facifity's resident elopement respense policies

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 personnel record reviews and interview,
the facility failed to ensure that 2 of 4 sampled
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A081| Continued From page 3 AD081
staff (B and C) received the required in-service
training as described in 59A-36.011( ) FAC.
Findings:
1. Caregiver B was hired on . Review
of the personnel record for caregiver B did not
find evidence of the required 2 hour preservice
orientation training.
2. Review of the personnel record for staff C,
facitity owner and caregiver, did not reveat
evidence of training in incident reporting or
recognizing/reporting , neglect and
On at 2:15PM, the facility owner
confirmed the findings.
Class i
A082| 59A-36.011(4) FAC Training - / A082

8570
@

{ ). Pursuant to section
381.0035,F.8,, at! facility employees, with the
exception of employees subject to the
requirements of section 4566.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must

Documentatlon of compliance must be

this rule.

This Statute or Rule is not met as evidenced by:

obtain the training within 30 days of employment.

in with fon (12), of
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A082| Continued From page 4 AD082
Based on personnel record review and interview,
the facility failed fo ensure 1 of 4 sampled staff
had completed a one-time educational course on
( . ) and
{Acquired -Deficiency »
including the fopics prescribed in the Section
381.0035, F.S. within 30 days of employment (B).
Findings:
Review of the personnel record for unlicensed
caregiver B, hired , did not find any
documentation indicating completion of
training within 30 days of hire.
On at 2:45PM, staff C, the owner
confirmed the finding.
Class Il
A 090 59A-36.011(11) FAC Training - A090

88=D

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 faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in rule 59A-36.009, F.A.C.
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This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facitity failed to ensure 2 of 4 sampled staff
had completed a 1 hour training on the facility’s
policies and procedures for

) within 30 days of hire A and B).

Findings:

1. Review of the personnel record for staff A, 24
hr caregiver hired on , did not find any
documentation of completion of a course
covering the facility's policies and procedures for

On at 2:30PM, caregiver A was unable
to explain what a was. When the letters
were told to her, that it meant "

\" she was still unable to say what that
meant.

2. Review of the personnel record for staff B, 24
hr caregiver hired on , did not find any
documentation of completion of a course

covering the facility's policies and procedures for

On at 2:45PM, the facility owner said
she believed staff A and B got the training, but
confirmed she was unable to locate any
documentation.

Class i

A 083 59A-36.012(2) FAC Food Service - Dietary
$8=D| Standards

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living

A0S0

A0S3
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Continued From page 6

facitity must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

http/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and available for
review at:
hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
'media/Fil tivity % 20F it ition/DRIs/New
%20 DRI%20Values%20 yTable
$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted te the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Al regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signhature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,

1. Daily food servings may be divided among

AD093
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Continued From page 7

three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal avaitability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

{e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciiity.

2. The faciiity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.

{f} For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For

AD093
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Continued From page 8

residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of ., the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times, The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, dietary record review, and
interview, the facility failed to follow the menu and
did not maintain copies of dated menus and a list
of substitutions to the menu for a minimum of 6
months, and did not maintain an appropriate
amount of water to be used in the event of an
emergency.

Findings:

Observation during a tour of the facility on
found an expired menu signed & dated
posted on the refrigerator in the

kitchen. The posted menu was for week 4.

Review of the dietary records found the facility did

AD093
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have a current menu cycle, signed by the
dietician on . but it was not in use on
the day of the survey. Review of the dated menus
found the 2019 menu was in use until
The facility began using the new menu on

untit .On the facility
went to using the menu from 2019. The
menus for 8 weeks from until the survey
date of were from the expired menu
cycle.

The facility owner stated substitutions were noted
on the weekly menus. Review of the menus for
the previous 6 months did not reveal any noted
substitutions, except for the day of the survey,
where the substitution was noted after the meal
was served.

Observation of the water for emergency use in
the facility found 12 galions of water available.
The facility had § residents on .
meaning they were required to have a minimum
of 15 galions of water on at all times.

The facility owner confirmed the findings.

Class Ili

A 160| 59A-36.015(1)(a-0)&{q-r) FAC Records - Facility
88=D
The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the d i ion. For of this
section, "readily available” means the ability to
immediately produce documents, records, or

AD093

A180
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Continued From page 10

other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha ... . ., ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of 2
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to refurn pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{c} Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(®).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C,

{f) For faciiities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.AC.

(g} The admission package presented to new or
prospective residents (less the resident's

A180
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Continued From page 11

contract) described in Rule 59A-36.006, F.A.C.
(h) If the facility advertises that it provides special
care for persons with 's or
related . a copy of all such facility
advertisements as required by Section 429.177,
F.8.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, FAC.
{i) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
(k) Al fire safety inspection reports issued by the
{ocal fire safety authority or the State Fire Marshal
pursuant to Rule Chapter 69A-40, F A.C., issued
within the last 2 years.
(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, F.AC.,
issued within the last 2 years.
{m) Pursuant o Section 429.35, F.S,, all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident etopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{q) The facility's prevention poficies and
procedures.
{r} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
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59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on facility record review and interview, the
facitity failed to maintain the following records, as
required in 58A-36.015(1) FAC: health
department inspection reports for 2019 and 2020,
documentation of elopement drills for 2019 and
2020.

Findings:

Request to review the current Health Department
Group Home inspection repert found the facility
did not have any documentation of health
inspection reports for the previous 2 years.

Request to review the elopement drill
1, tequired to be atleast
twice each year, found there was no
ion available for drills in
the previous 2 years,

On at 2:30PM, staff A, 24hr caregiver
hired on , stated she remember
elopement training, but did not recall participating
in any elopement drills.

On at 3:15PM, staff C, facility owner &
caregiver, confirmed she was unable fe provide
any of the requested documentation.

Class i
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Dem Emerg Order 2009 Visitation

1. Every facility must continue fo prohibit the entry
of any individual to the facility except in the
following circumstances listed below within this
Section. Al facilities must require any individual
who is entering the facility and who will have
physical contact with any resident to wear PPE
pursuant to the most recent CDC guidelines.
Persons without physical contact with any
resident must wear a mask.

A. Family members, friends, and individuais
visiting residents in end of-life situations only;

B. Hospice or | care workers caring for
residents in end-of-life situations;

C. Any individuals or providers giving
necessary health care to a resident, provided that
such individuals or providers (1) comply with the
most recent Centers for Control and
Prevention (CDC) requirements for PPE, (2) are
screened for signs and symptoms of COVID-19
prior to entry, and (3) comply with the most recent

control requirements of the CDC and the
facitity;

D. Facility staff;

E. Facility residents;

F. Attorneys of Record for a resident in an
Aduft Mental Health and Treatment Facility or
forensic facility for court related matters if virtual
or telephonic means are unavailable;

G. Public Guardians as set forth in chapter 744,
Florida Statutes, Professional Guardians as
defined by subsection 744.102(17), Florida
Statutes and their professional staff pursuant to
subsection 744.361(14), Florida Statutes;

H. Representatives of the federal or state
government seeking entry as part of his or her
official duties, including, but not limited to,
Long-Term Care Ombudsman program,

A1300
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representatives of the Department of Children
and Families, the Department of Health, the
Depariment of Eiderly Affairs, the Agency for
Health Care Administration, the Agency for
Persons with . a protection and
advocacy organization under 42 U.S.C. §15041,
the Office of the Attorney General, any law
enforcement officer, and any emergency medicat
personnel;

1. Essential caregivers and compassionate care
visitors who meet the following definitions and
satisfy the following criteria:

i. Essential caregivers are those who have
been given consent by the resident or his or her
representative to provide services and/or
assistance with activities of daily living to help
maintain or improve the quality of care or quality
of fife for a facility resident. Essential caregivers
include persons who provided services before the
pandemic and those who request fo provide
services.

1. Care or services provided by
essential caregivers must be identified in the plan
of care or service plan and may include bathing,

- eating, and/or emotional support.

ii. Compassionate care visitors provide
emotional support to help a resident deal with a
difficult transition or loss, upsetting event, or
end-of-ife. Compassionate care visitors may be
allowed entry into facilities on a limited basis for
these specific purposes.

iii. Each resident or his or her representative
may designate up to two (2) essential caregivers
and up to two (2) compassionate care visitors.
Other than in end-of-fife situations, a resident
may be visited by one (1) such visitor at a time;
however, an intermediate care facility or Agency
for Persons with licensed foster-care
or group home facility may altow up to two (2)
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such visitors at a time.
. Regarding essential caregivers and
compassionate care visitors, the facility shali:

1. Establish policies and procedures for
designation and utilizations of essential
caregivers and compassionate care visitors.

2. Set a limit on the total number of
visitors allowed in the facility based on the ability
of staff to safely screen and monitor visitation .

3. Develop an agreeable schedule in
concert with the resident and visftor, including
evening and weekends, to accommodate work of
childcare barriers.

4. Provide prevention and
control training, including training on proper use
of personal protective equipment (PPE),
hygiene, and social distancing.

5. Designate key staff to support

prevention and control training.

6. Screen general visitors to prevent
possible introduction of COVID-19;

7. Maintain a visitor log for signing in
and out.

8. Prohibit visits, except for
compassionate care visits, if the resident is

. or if the resident is positive for or
shows symptoms of COVID-19.

9. Monitor visitor adherence to
appropriate use of masks, PPE, and social
distancing.

10. After attempts fo mitigate concemns,
restrict or revoke visitation if the essential
caregiver or compassionate care visitor fails to
follow prevention and control
requiremnents or other COVID-19-related rules of
the facility.

v. Essential caregivers and compassionate
care visitors shall:

1. Wear a surgical mask and other PPE
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as appropriate. PPE for essential caregivers and
compassionate care visitors must be consistent
with the most recent CDC guidance for health
care workers.

2. Participate in facility-provided training
on prevention and control, use of PPE,
use of masks, sanitation, and social

i ing, and sign of
of training and to the
facility's prevention and control policies.

3. Comply with facility-provided
COVID-18 testing, if offered;

4. Provide care or visit in the resident's
room or in facility designated areas within the
building.

5. Maintain social distance of at least six

with staff and other residents and fimit
movement in the facility.

vi. The facility may require essential
caregivers and compassionate care visitors to
submit to facility-provided COVID-19 testing so
fong as use of testing is based on the most recent
CDC and U.S. Food and Drug Administration
{FDA) guidance.

1. General visitors, i.e. individuals other than
essential caregivers or compassionate care
visitors, under the criteria detailed below.

i. To accept general visitors, the facility
must meet the following criteria:

1. Other than in a dedicated wing or unit
that accepts COVID-19 cases from the
community, the facility must have no new
facitity-onset of resident COVID-19 cases in the
previous fourteen (14) days;

2. The facility must have fourteen (14)
days with no new facility-onset of staff COVID-19
cases where a positive staff person was in the
facility in the ten {10) days prior to the positive
test;
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3. Sufficient staff to support
management of visitors;

4. Adequate PPE for staff, ata
minimum,;

5. Adequate cleaning and ”
supplies; and

6. Adequate capacity at referral
hospitais for the facility.

ii. General visitors must:

1. Be eighteen (18) years of age or
older;

2. Wear a mask and perform
proper hygiene;

3. Sign a consent form noting
understanding of the facility's visitation and

prevention and control policies;

4. Comply with facility-provided
COVID-1¢ testing, if offered;

5. Visitin a resident’s room or other
facility-designated area; and

6. Maintain social distance of at least six

with staff and residents, and limit movement
in the facility.

iii. Before allowing general visitors, the
facitity shall:

1. Prohibit visitation if the resident
receiving general visitors is | , positive
for COVID-19 and not recovered (as defined by
most recent CDC guidance), or ., for
COVID-18;

2. Screen general visitors to prevent
possible introduction of COVID-19;

3. Establish limits on the total number of
visitors allowed in the facility based on the ability
of staff to safely screen and monitor visitation,
including limits on the length of visits, days, hours
and number of visits per week;

4. Schedule visitors by, ,
only;
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5. Maintain a visitor log for signing in
and out;

6. immediately cease general visitation
if a resident-other than in a dedicated wing or unit
that accepts COVID-18 cases from the
community-tests positive for COVID-19, or is
exhibiting symptoms indicating that he or she is
presumptively positive for COVID-19, or a staff
person who was in the facility in the ten (10) days
prior tests positive for COVID-19;

7. Monitor visitor adherence to
appropriate use of masks, PPE, and social
distancing;

8. Notify and inform residents and their
representatives of any changes in the facility's
visitation policy;

9. Clean and visiting areas
between visitors and maintain handwashing or
sanitation stations; and

10. Designate staff to support

-prevention and controf education of
visitors on use of PPE, use of masks,
sanitation, and social distancing.

. Faciliies allowing general visitation shall
enable general visitation as described in either or
both paragraphs 1 and 2 below:

1. Provide outdoor visitation spaces that
are protected from weather elements, such as
porches, courtyards, patios, or other covered
areas that are protected from heat and sun, with
cooling devices if needed.

2. Create indoor visitation spaces for
residents in a room that is not accessible by other
residents, or in the resident's private room if the
resident is bedbound and for health reasons
cannot leave his or her room.

v. Each resident or his or her
representative may designate up to five (5)
generat visitors. A resident may be visited by no
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more than two (2) general visitors at a time.

vi. Each facility may require general visitors
to submit to facility provided COVID-19 testing so
iong as use of testing is based on the most recent
CDC and FDA guidance.

K. Barbers and beauty salons may resume
services to residents with the following
precautions:

i. Services are permissible only if.

1. Other than in a dedicated wing or unit
that accepts COVID-19 cases, the factiity has had
no new facility onset of resident COVID-19 cases
in the previous fourteen (14) days; and

2. Fourteen (14) days have passed with
no new staff COVID-18 cases where a positive
staff person was in the facility in the ten {(10) days
prior to the positive test.

ii. Barbers and salon staff must wear
surgical masks, gloves, practice hygiene,
and follow the same requirements as essential
caregivers;

iii. Waiting customers must follow social
distancing guidelines,;

. Residents receiving services must wear
masks;

v. Services are only provided to facility
residents, not outside clients or guests;

vi. Services may not be provided to a
resident who tests positive for COVID-19 or is
exhibiting symptoms indicating that he or she is
presumptively positive for COVID-19; and

vii. Service and salon areas must be
properly cleaned and . and equipment
must be sanitized between residents.

2. Individuals seeking entry to the facility, under
the above section 1, will not be allowed to enter if
they meet any of the screening criteria listed
below:
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A. Any person with COVID~18 who
does not meet the most recent criteria from the
CDCtoend | .

B. Any person showing, presenting signs or
symptoms of, or disclosing the presence of a

, including o .

. , chills, ,
. . repeated shaking with chills, new
foss of taste or smell, or any other COVID-18
symptoms identified by the CDC.

C. Any person who has been in contact with
any person(s) known to be with
COVID-19, who does not meet the most recent
criteria from the CDC to end isolation,

3. Residents leaving the facility temporarily for
medical . ., or other activities, and
residents receiving visits from health care
providers, must wear a mask, if tolerated by
the resident’'s condition. Al residents must be
screened upon return to the facility. ..,
protection should alse be encouraged.

. should be scheduled through the
facitity or group home to ensure proper screening
and adherence to control measures.

4. All visitors must immediately inform the facility
if they develop a or symptoms consistent
with COVID-19, or test positive for COVID-19
within fourteen (14) days of a visit to the facility.

5. Documentation showing compliance with the
following requirements must be kept for alf
visitation within a facility:

A. Individuals entering a facility must be
screened. To achieve this purpose, a facility may
use a standardized questionnaire or other form of
documentation.

B. The facility is required to maintain
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o ion of all ident i
entering the facility. The documentation must
contain:
i. Name of the individual entering the
facitity;
i

Date and time of entry; and

i. The screening mechanism used by the
facitity to conciude that the individual did not meet
any of the enumerated screening criteria. This
documentation must include the screening
employee's printed name and signature.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure all visitors
complied with requirements to safeguard
residents’ well-being by failing to follow current

control standards related to COVID-19
and Florida Governor's emergency order DEM
Order 20-009, dated |

Findings:

Upon arrival to the facility at 9:00AM on

, staff A answered the door and was
wearing a mask covering her and
After the surveyor made introduction and stated
the purpose of the visit staff A said she had to ask
the surveyor a few questions and record a
temperature. Staff A used an infra-red type
thermometer to record the surveyor's
(emperature Staff A stated it was 90.0 degrees

. The surveyor { the reading
and staff A repeated the temperature, this time
saying it was 92.0 degrees Fahrenheit. The
surveyor explained the readings were not
accurate and were much too low, and suggested
the batteries be checked.

On at 8:30AM, staff A stated she did
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not know those were not normal readings.

Review of the resident's temperature log in the
facitity found a reading recorded of 83.7 degrees
Fahrenheit for resident #1 on . The
previous readings in | for resident #1
ranged from 96. .0, which were more normal.

On at 11:10AM, in a phone interview
with the family of resident #1, the family member
stated she made an | o visit. She
further stated, "We have to wear a mask to come
in and they take my temperature. But | don't like
the mask, so | take it off sometimes when | am
inside." When asked, she stated none of the
residents, including her mother, wore a mask
when she visited inside the facility.

On at 12:30 PM, the administrator
stated she was unaware that the thermometer
was not working properly. She also stated she
was not aware that at least one visitor removed
thelr mask inside the facility and did not know the
residents had to wear masks inside the facility,
especially when visitors were present.

Class Il

CZ813| 59A-35.090(3)(c), FAC Resuits of Screening &
88=C | Notification in File

59A-35.090 Background Screening.

{3) Results of Screening and Notification.

{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, mainta by the

provider.
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This Statute or Rule is not met as evidenced by:
Based on personnel record review, Agency
background screening website review and
interview, the facility failed to ensure the current
eligibility results of employee background
screening were maintained in the personnet
record for 1 of 4 sampled staff (A).

Findings:

Review of the personnel file for staff A, 24 hr.
caregiver hired on , did not reveal a level
2 background screening resuft. Review of the
Agency's background screening website on

at 2:56 PM for staff A revealed an
eligibility date of R
{photographic evidence obtained)

On at 3:00 PM, the administrator
confirmed the current background screening
results had not been printed and maintained in
the personnel record.

Unclassified

CZ814) 435.12(2)(b-d), FS Background Screening
$8=C| Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse -

{byUnti suchtime asthe .., are enrolled
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

CZ813

Cz814
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by a specified agency
clearinghouse and mal

(d) An employer must

before referring an em

must register with the
intain the employment

status of all employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

register with and initiate all

criminal history checks through the clearinghouse

ployee or potential

for electroni

secutity number; date

and controfling interes!

Agency's Background
Findings:
Review of the Agency*

website on

roster.

schedule.

1io

the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social

of birth; mailing address;

; and race. Individuals, persons, applicants,

ts 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 Agency background screen website
review, personnel record review and interview,
the facility failed fo register and maintain the
actual employment status of employees within the

Screening Clearinghouse

for 9 of 16 sampled staff employees.

's background screening
at 2:30 PM revealed 15

people listed as current employees. Staff C, the
facility owner and caregiver, was not listed on the

Review of the staff schedules for . and
.\ . revealed the facility had two 24-
hour caregivers and the facility owner on the

On at 3:05PM, the facility owner stated
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she did not know she was not on the roster. She
confirmed 8 people listed on the roster as not
working at the facllity any longer or never had
started working there. She said she did not know
they were listed on the roster.

{photographic evidence obtained)

Unclassified

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

408.809 Background screening; prohibited
offenses.-

{1} Level 2 background screening pursuant fo
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

(a) The licenses, if an individual.

{b}) The administrator or a sirnilarly tiled 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 ficensee or provider.

{d) Any person who is a confrolling 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

CZ814

Cz81s
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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.

@YAl must be provided in electronic
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
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for refrieval by the licensee or designated
agent on the licensee’s behalf.

{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,

CZ815
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photoetectronic, or photooptical systems.
(h) Section 817,234, relaling 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.
{i) Section 817.50, refating to fraudulently
obtaining goods or services from a health care
provider.
(k) Section 817.505, relating to patient brokering.
{) Section 817.568, relating to criminal use of
personal identification information.
{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 unlawful debts.
{v} Section 896.101, relating to the Florida Money
Laundering Act,
If, upon rescreening, a person who is currently
employed or with a licensee and was
screened and gualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a

CZ815
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current disqualifying offense and was committed
before the last screening, he or she may apply for
an exetnption from the appropriate ficensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
ficensing agency renders a decision on the
application for exemption if the person is eligible
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.

{6) The costs associated with obtaining the
required screening must be bomne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s, 943 053(3),
The agency shall establish a schedule of fees to
cover the costs of screening.

{B){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.
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{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining | pursuant to s.
943.05(2).

{8) There is no reemployment assistance or other
monetary hability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-
{1} If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the 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,

CZ815
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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
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
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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 whe 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 chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on personnel record review, Agency
background screening website review and
interview, the facility faited to ensure alt staff had
a level If background screening eligibility status
for 1 of 4 sampled staff. (C)

Findings:

Review of the personnel file for staff C, facility
owner, revealed a level 2 background screening
result dated . which exceeds the 5 years
validity window. Review of the Agency's
background screening website on at
2:54PM for staff C also revealed an eligibility date
of .

{photographic evidence obtained)

On at 2:65PM, the facility owner stated
she believed her background screen was still OK
since the were still valid.
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