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Initial Comments.

A revisit to an initial Extended Congregate Care
{ECC) survey was conducted at First Step Care
Assisted Living on . Uncorrected
deficiencies were identified at the time of the visit.

59A-36.021(7) FAC ECC - Services

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

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

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

1. Total help with bathing, » grooming and
toileting,

2. Nursing assessments conducted more
frequently than monthly,

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

4. Dietary management including provision of
special diets, monitoring nutrition, and observing

A 000}

{AEZ0TY

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

6. Supervision of residents with and

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

8. Provision or arrangement for rehabilitative
services; and,

9. Provision of escort services fo health-related

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

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

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

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

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

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

5. Recorded in nursing progress notes; and,

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

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on observations, record reviews and
interviews, the facility failed to obtain a health
care provider's order to provide an Extended
Congregate Care (ECC) service and failed to
document nursing progress notes for 2 of 2
sampled residents (#3 and #4.)

Findings:

Observations made with nurse C of resident #3 at
9:58 a.m. on revealed the resident had
a . P

{ }line in her right upper arm. The
. overthe . was not dated. The resident
said nurse C changed the . a couple of
days prior. Nurse C said she changed the
on , which was an ECC service.

Observations made with nurse C of resident #4 at

10 am. on revealed the resident had a

right port. The . over the port

was not dated. Nurse C said she changed the
on

Review of both resident's record revealed neither
record contained a health care provider's order to

change their .. and neither contained a
nursing progress note to indicate nurse C
changed the L oon , as required.
At 11 a.m.on nurse C confirmed the

findings, was unable to provide additional
documentation and said she forgot to write a
nursing progress note when she changed the
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435.12(2) Care Provider Background Screening
Clearinghouse.-

{byUntit suchtime asthe ., 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 ali 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
employse 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 controlling 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:
DEFICIENCVY REMAINED UNCORRECTED

Based on observation, review of the facility's
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online background clearinghouse employee
roster, personnel record reviews and interview,
the facifity failed to update the employment status
for 1 of 4 sampled staff (E) within 10 business
days of a change.

Findings:

At9am. on caregiver E was seen in
the facility.

Review of the facility's online background
clearinghouse employee roster at 9:28 a.m. on

revealed that caregiver E was not listed
on the roster.

Review of the caregiver's personnel record
revealed it did not contain a hire date.

At10:33 a.m. on the assistant
administrator said caregiver E was hired on

Review of the background screening
website revealed an eligibility date of

At 10:55 a.m. on nurse C reviewed the
employee roster and confirmed the caregiver was
not isted, as required.

Unclassified

{CZ818} 408.809(2a-c) 435.05(2) 59A-35.000(2d-3¢c
$5=C | 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

{Cz814}

{czs16}
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such person must submit to level 2 background
rescreening as a condition of retaining such
ticense 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. Ifthe | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and (h}, the person must 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 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 |, | . 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
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

AHCA Form 3020-0001
STATE FORM

s

5KIV12

f continuation sheet 6 of §



Agency for Health Care

PRINTED: 10/21/2020

FORM APPROVED

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

AL11969542

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

R
10/12/2020

NAME OF PROVIDER OR SUPPLIER

FIRST STEP CARE ASSISTED LIVING

N AVE

STREET ADDRESS, CITY, STATE, ZIP CODE
59¢ MARIO!

ALTAMONTE SPRINGS, FL. 32714

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

{cz816}

Continued From page 6

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 and disqualifyi
cffenses 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 penalty 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 qualifying 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.

58A-35.090 Background Screening.

{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.ol asp?No

=Ref-09108, and available from the Agency for

Health Care Administration at:

hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht

mi. This form must be completed by the individual

{cz816}
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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 forany
disqualifying offense.

{e} An administrator or chief financial officer must
be screened and qualified priorto . ., 1o
the position.

{3) Results of Screening and Notification.

{a) Final resuits 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 located 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 repert 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.8., 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 resuits of employee screening
and the signed Attestation referenced in
subsection 59A-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:
DEFICIENCY REMAINED UNCORRECTED
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Requirements.
Findings:

At9am. on

the facility.

At 10:33 am. on

At 10:34 am. on

attestation.

At11:25 am. on

Unclassified

{Cz816} | Continued From page 8

Based on observation, personnef record reviews
and interviews, the facility failed to ensure 1 of 2
sampled staff (E) completed An Attestation of
Compliance with Background Screening

caregiver £ was seen in

Review of the caregiver's personnsl record
revealed it did not contain a hire date nor a
completed attestation of compliance with
background screening requirements.

the assistant

administrator said caregiver E was hired on

caregiver £ said she

couid not remember whether she signed an

nurse C also could not

iocate an attestation in the caregiver's record ner
could she locate one on the computer where
additional staff records were maintained.

{cz816}
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