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Initial Comments.

On a relicensure survey and
complaint investigation {complaint number
2020014832) was conducted at Osprey Village At
Amelia Island. Deficient practice was identified at
the time of the survey.

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

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

59A-36.015
(2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

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

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in section

A0DC

A181
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429.174, F.S., and rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
rust maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in rule 59A-36.010, FAC.
(c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure maintenance of personnet
records for each staff member which contain, at a
minimum, documentation of background

N ion of I with afl
training held by each staff who performs services
for 4 of 4 personnel record reviewed {(Employes
A, B, C, and the Administrator) .

Findings include:

Record review of personnel files for Employees {
A, B, C, and the Administrator) revealed that
certain training records and background
screening were missing. Employees B and C did
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not have proof of

training, Elopement Response training, and
Incident Reporting training. Employee A was
missing trainings in ADL and Behavioral Needs,
Elopement Response, Incident Reporting,
Resident Rights, and Recognizing and
Neglect. Employees A, B, and C were also
missing a preservice orientation. The
Administrator's file was missing the Background
Screening Attestation.

There was missing information on Employees A,
B, C, and the Administrator's status
which required an annual update.

Interview on at 3:00 PM, the Human
Resource Manager stated that she could not
{ocate the information. She added that the files
were moved fo a different office and documents
might have be lost in the process.

Class Il

A1300 Dem Emerg Order 2009 Visitation

1. Every facility must continue to prohibit the entry
of any individual to the facility except in the
following circumstances listed below within this
Section. All facilities must require any individual
who is entering the facifity and who wilf 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 individuals
visiting residents in end ofife situations only;

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

C. Any individuals or providers giving

A8t
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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 facifity 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,
representatives of the Department of Children
and Famifies, the Department of Health, the
Department of Elderly 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

officer, and any medical
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

A1300
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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)
such visitors at a time.

. Regarding essential caregivers and
compassionate care visitors, the facility shall:

1. Establish policies and procedures for
designation and utilizations of essentiat
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 visitor, including
evening and weekends, to accommodate work or
childcare barriers.

4. Provide prevention and
confrol training, including training on proper use
of personai protective equipment (PPE),

A1300
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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 to 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
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 1t of
of training and to the
facitity's prevention and control policies.

3. Comply with facility-provided
COVID-19 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
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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;

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.

il. Generat visitors must:

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

2. Weara mask and perform
proper hygiene;

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

prevention and control policies;

A1300
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4. Comply with facility-provided
COVID-18 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 shatl:

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 rmonitor visitation,
including limits on the length of visits, days, hours
and number of visits per week;

4. Schedule visitors by, ,
only;

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-19 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;

AHCA Form 3020-0001
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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
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
fong 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 facility 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-19 cases where a positive
staff person was in the facility in the ten (10) days
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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:

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

P . . including o
' , chills,

.. .repeated shaking with chills, new
ioss of taste or smell, or any other COVID-19
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

AHCA Form 3020-0001
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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

ion of all ident indivi
entering the facility. The documentation must
contain:
i. Name of the individual entering the

facitity;

ii. Date and time of entry; and

iii. The screening mechanism used by the
facility to conclude 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
interview the facility failed to limit general
visitation after a staff member, who was in the
building within the previous 10 days, tested
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positive for COVID-19.
Finding include:

Upon entrance to the facility on at
10:00 AM, visitors were observed getting
screened for COVID 19 and provided with a
mask. Visitors were escorted to the family room
{ocated next to the front entrance.

Record review of the employee screening forms.
revealed that the facility had an employee who
tested positive for COVID 19 on .
Employee D.

In an interview on at 12:55 PM, the
Administrator explained that general visitation
was allowed for up to one hour at a time with
residents. The Administrator stated that
Employee D started experiencing COVID 18
symptoms { . v and malaise)
on . The Administrator added that the
iast day employee was in the facility was

. When asked if she had ceased
general visitation, she stated that she did not.
Records of general visitation screenings showed
nineteen vists from the time the staff member
tested positive to the time of the survey.
Photographic evidence obtained.
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408.809; 435.02(2); 435.06 FS Background
Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-
{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
i for the of
conducting screening under chapter 435:
{a) The licensee, if an individual.
{b} The administrator or a similarly titted 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 licensee or provider,
{d) Any person who is a controlling 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
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.

QA must be provided in slectronic
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
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qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behaif.

(4} In addition to the offenses listed in s, 435.04,
all persons required to undergo background
screening pursuant fo this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardiess 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, relating to Medicaid fraud.
{e) 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,
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

CZ815

AHCA Form 3
STATE FORM

20-0007

s

avuzn

f continuation sheet 2 of 7




Agency for Health Care

PRINTED: 10/27/2020

FORM APPROVED

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

AL 11964696

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

10/07/2020

NAME OF PROVIDER OR SUPPLIER

76 OSPREY VILLAGE DRIVE
AMELIA ISLAND, FL 32034

OSPREY VILLAGE AT AMELIA ISLAN

STREET ADDRESS, CITY, STATE, ZIP CODE

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

CZ815

Continued From page 2

personal identification information.

(m) Section 817.60, 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.

{0} Section 831,01, relating to forgery.

{p) Section 831.02, relating to uttering forged
instruments.

{g) 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.

{t) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controiled substance, if the offense
was a felony.

{u}) Section 895.03, relating to racketeering and
collection of untawful debts.

(v} Section 896,101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or with a ficensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the fast screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exetnption from the appropriate licensing
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.
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(5} The costs associated with obtaining the
required screening must be borne 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.

(8){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 Heaith or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ticensed or certified practice.

{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 lability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
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under chapter 435 or this section, terminates the
person against whom the report was jssued,
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 to contest his or her
i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2){a} An employer may not hire, select, or
otherwise affow 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,
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
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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
process 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

i fon necessary to plete the ing,
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
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:
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{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 record review and interview the facility

failed to ensure employees maintained an active

background screening for one { Employee C) of 4
employees reviewed for background screening.

Finding include:

Record review of the employment records
revealed that Employee D was hired as
anurse. Her background screening was expired.
Employee C was on duty at the time of survey.
Photographic Evidence Obtained.

During an interview on at 3:00 PM, the
Human Resource Manager stated that employee
had not completed the screening due to COVID
18. She mentioned that she thought that the
Agency for Health Care Administration Screening
was still on hold as outlined in previous orders,

Unclassified
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