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408.809(2a-c) 435.05(2) 59A-35.090(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
esmployment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status, For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |, |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolted 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
v slectronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check, The | shalt be retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be borne by
the licensee or the person . The
agency may accept as satisfying the
requirements of this section proof of compliance
with levet 2 screening standards submitted within
the previous 5 years to meet any provider or
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professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

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

(2} Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for quatifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.080 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.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
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mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified prior to 1
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{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, maintai by the

provider.

This Statute or Rule is not met as evidenced by:
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Based on interview and record review. the facility
failed to ensure that the signed Attestation
Compliance form must be in the employee's
personnel fite, maintained by the provider for 3 of
3 sampled employee records reviewed.
(Specifically, Administrator, Staff A, and Staff B),

The findings included:

On a review of the following staff
employee records was conducted. 1t was
revealed that the Compliance Attestation form
was missing from their employee personnel files:

1. The Administrator, Hire date: B
Attestation form dated . No signature for
every 5 years.

2. Staff A, Hire date:
the file.

3. Staff B, Hire date:
the file.

. No attestation in
. No attestation in
On at 04:03 PM, an interview was
conducted with the Administrator. He
acknowledged the findings, and no additional

information provided.

Unclassified
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A 000 Initial Comments AD00

An unannounced Relicensure, Focused

Control and Generator Assessment Monitoring
survey was conducted at South Oaks Assisted
Living Home, LLC on . The facility had
deficiencies identified at the time of the survey.

A030| 59A-36.007(6) FAC; 429.28( ) FS 429.27 A030
$8=D| Resident Care - Rights & Facility Procedures

59A-36.007

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(a) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.006, F.A.C.

{b} In accordance with section 428.28, F.S_, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
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and the text must be a minimum of 14-point font.
(d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Admini and h

and requirements;

7. control, sanitation, and universal
precautions; and,

8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility confract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f} The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant 1o section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capagcity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

{g) In addition to the requirements of section

A030
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429.41(1){k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shail have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of persenat dignity,
individuality, and the need for privacy.
{c} Retain and use his or her own clothes and
other personat property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
[ access to a . and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ion within the

A030
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{fy Manage his or her financial affairs unfess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facitity to provide safekeeping for funds as
provided in s, 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
() Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term “adequate and appropriate
health care” means the management of
medications, assistance in making , ,
for heaith care services, the provision of or
arrangement of transportation to health care

e . and the performance of health
care services in accordance with s, 429.2585
which are consistent with established and
recognized standards within the community.
{k} At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally .\ . the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for

A030
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relocation must be set forth in writing and
provided to the resident or the resident’s legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. in order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facifity shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman council, the names
and identities of the residents involved in the

A030
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complaint, and the identity of complainants are
kept confidential pursuant to s, 400.0077 and that
retaffatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephene to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her rcommate; and, whenever
possible, unless the resident is adjudicated

. or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shal
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed fo safeguard the
residents’ safety and wellbeing by failing to create
current controf policies and procedures
related to the Coronavirus (COVID-19)
recommendations established by Centers for
Control and Prevention (CDC).

A030

AHCA Form 3
STATE FORM

20-0007

s

UM

If continuation sheet 6 of 31




Agency for Health Care

PRINTED: 11/03/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11942840

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

10/21/2020

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

6141 SW 34TH STREET

SOUTH CAKS ASSISTED LIVING HOME, LLC

MIRAMAR,

FL 33023

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

A030

A 052
§8=D

Continued From page 6

The findings included:

An control assessment was conducted
with the Administrator on at 9:00 AM. He
stated that the facility did not develop any written
policies and procedures so to implement
consistent control and prevention
practices due to the COVID-19 pandemic. He
stated that he was not aware that a plan needed
to be created and this was the first that he had
heard of this. This surveyor informed the
Administrator that he would need to create
COVID-1¢ policies and procedures specific to his
facility. This surveyor referred the Administrator to
the COC website for guidance.

An cobservation tour of the facility from 9:50 AM to
10:04 AM was conducted, and all residents were
found to be in their rooms. When residents left
their rooms, they had on their masks.

During an interview with the Administrator on

at 4:03 PM, he acknowledged the
findings and no additional information was
provided.

Class Ili

429.256( ), 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

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

(a} Taking the medication, in its previously
dispensed, propetly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis

A030
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prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.
{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container.
The resident may sign a written waiver to opt out
of being orally advised of the medication name
and dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
{c} Placing an orat dosage in the resident's
or placing the dosage in another container and
helping the resident by fifting the container to his
or her .
{d) Applying medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the .
{hyUsinga , to perform ~
tevel checks.
{i) Assisting with putting on and taking off
stockings.

{i) Assisting with applying and removing an

e but not with titrating the
prescribed seftings.
(k) Assisting with the use of a continuous positive
afrway pressure device but not with titrating the

A05B2
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prescribed setting of the device.
(1) Assisting with measuring vital signs.
{m)} Assisting with . bags.
{4} Assistance with self-administration does not
include:
(a} Mixing, s s converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of preparations.
{e) The use of irrigations or debriding agents
used in the freatment of a skin condition,
{f) Assisting with ' , o
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude i judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the
medication and understands the purpose for
taking the medication.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
(5) Assi: with the self-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 465.003.

A05B2
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{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be

. .- orolder, trained to assist with self
administered medication pursuant to the training
requirements of rule 59A-36.011, F.AC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.266, F.S.
and this rule.

(b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

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

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

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

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

2. The medication container may be given to the

resident, a friend, or family member upon ieaving

the facility, with this fact noted in the resident's

medication record,

3. The medication may be transferred to a pill

organizer pursuant to the requirements of

subsection (2), and given to the resident, a friend,

or family member upon leaving the facility, with

this fact noted in the resident's medication record,

or

4. icat may be p and

dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activities detailed

in section 420.256(4), F.S

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

term "competent resident” means that the

resident is cognizant of when a medication is

required and understands the purpose for taking

the medication.

2. As used in section 429.256(4)(h), F.S., the

terms "judgment” and "discretion” mean

interpreting vital signs and fuating or

assessing a resident's condition.

{g) All trained staff must adhere to the facility’s
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that the process of assistance
with self-administration of medication was
followed for sampled staff (Staff A).

A05B2
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On at 12:39 PM, an observation of the
with self- ini fon of icati
was conducted with Staff A. She was hired as a
Home Heaith Aide (HHA) on . who last
received initial hours of medication training
totaling {4 hours) {4 hours) and

(6 hours) of Medication Assistance
training. She works 3:00 PM - 11:00 PM Monday -
Friday as an HHA. She confirmed at that time,
she regularly assists with self -administration of
medication.

ayon at 12:38 PM, Staff A was
observed assisting Resident # 4 with her
medications: 100 MG capsule by

3 times a day and e .\
100 25- 100 mg take 3 times a day. Staff
Awas observed washing her . She
reviewed the Medication Observation Record
{MOR) and obtained the medications. She left the
key inside of the medication cabinet. StaffA
showed the medication to this surveyor and
stated the names of the medications to this
surveyor but did not announce the medication to
Resident # 4. Staff A gave the medication to
Resident # 4 and walked away. She did not watch
the resident swallow the medication. Staff A
signed the MOR immediately after.

b) On at 12:55 PM, Staff A was
observed assisting Resident # 7 with her
medications: Multi Vite Liquid Centrum Multivit-
Take § CC Daily and . 300 MG
Capsule take one capsule by three times a
day. Staff A was observed washing her
She reviewed the MOR and obtained the
medications. Staff A showed this surveyor the
medications and did not announce the

A05B2
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and did not watch the resident swallow the
medication. Staff A signed the MOR immediately
after.

c)On at 1:03 PM, Staff A was observed
assisting Resident # 1 with her medication:

. . Pam 25 mg cap 25mg
capsule take 2 capsuies by . Staff Awas
observed washing her . She reviewed the
MOR and obtained the medication. Staff A
showed this surveyor the medications and did not
announce the medication to the resident. Staff A
gave the resident the medication and walked
away and did not watch the resident swallow the
medication. Staff a signed the MOR immediately
after.

On at 1:08 PM this surveyor discussed
with the Staff A and the Administrator the findings.
No additional information was provided.

During an interview on at 4:03 PM with
the Administrator, he acknowledged the findings.
No additional information was provided.

Class Il

429.52(1 & 7) F8; 59A-36.011( ) FAC Training
- 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

A05B2
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employee and the administrator of the facility
must sign a statement 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 to 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 to ail new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior o 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 facHiity 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. Facility
administrators or managers shall provide or
arrange for the following in-service training to

A081
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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.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living faclity.
2. Recognizing and reporting resident .
neglect, and . . The facility must use its

prevention policies and procedures when

offering this training.
(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 fraining
within 30 days of employment that covers the
following subjects:

A081
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1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

{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
handfing practices.

{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
and procedures.

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 record review and interview, the facility
failed to ensure that 2 out of 3 sampled staff
{Staff A and Staff B) who provides direct care to
residents had received the required 1-hour
in-service training within 30 days of employment.

The findings included:

a) Areview of personnet file for Staff A hired on

. who provides direct care fo residents,
revealed there was no documentation of the
following required 1 -hour in-service training
dated within 30 days of employment.Preservice
Orientation - 2 hours training

b} Areview of personnel file for Staff B hired on
, who provides direct care to residents,

A081

revealed there was no documentation of the
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Continued From page 16

following required 1-hour in service training dated
within 30 days of employment: Preservice
Orientation - 2 hours training

During interview with the Administrator, on
at 4:03 PM the findings were

discussed and acknowledged. No further

information was provided for review.

Class Il

59A-36.011(11) FAC Training -

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 facifity'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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility falled to ensure that alt
staff had received the required one hour training
in the facility's policy and procedures regarding

training { ) within
30 days after employment, for 1 out of 3 sampled
employees (Staff A).

A081
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The findings included:

The personnel files for Staff A was reviewed and

the following was revealed Staff A's file (hire date
) was reviewed for documentation of the

one hour training in the facility's policy and

procedures regarding . The

training was not located in Staff B's employee

record.

During interview with the Administrator, on

at 4:03 PM he was given the opportunity
to locate the document. He acknowledged the
findings and no additional information was
provided.

Class i

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

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

i ion of compliance with all
training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
py 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
rust contain, at a minimum, a copy of the
~ ication, with
furnished, and documentation verifying freedom

A0S0
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from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all 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
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
must 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 interview and record review, it was
determined the facility failed to ensure that each
staff member's file contained a signed Application
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with references, as required for 3 out of 3
sampled staff records {(Administrator, Staff A, and
Staff B).

The findings included:

a) Review of the Administrator's file revealed a
hire date of . Application not signed with
no references was in the file.

b) Review of Staff A's file revealed a hire date of
. Application signed with no
references in the file.

¢) Review of Staff B's file revealed a hire date of
. Application signed with no
references in the file.

During interview with the Administrator, on

at 4:03 PM, the Administrator was given
the opportunity to locate the documents. The
Administrator acknowledged the findings and no
additional information was provided.

Class

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. All 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;

A8t
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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 Centrol 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
facility;

D. Facility staff;

£. Facility residents;

F. Attorneys of Record for a resident in an
Adutt 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 fimited 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
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
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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 life for a facility resident. Essential caregivers
include persons who provided services before the
pandemic and those who request to 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.

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

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-life 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 heme facility may allow up to two (2)
such visitors at a time.

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

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 visitor, including
evening and weekends, to accommodate work or
childcare barriers.
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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 to mitigate concerns,
restrict or revoke visitation if the essential
caregiver or compassionate care visitor fails to

follow prevention and control
requirements or other COVID-19-related rules of
the faciiity.

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 tof
completion of training and adherence to the
facitity's prevention and control policies.

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

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

5. Maintain social distance of at least six

with staff and other residents and limit
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.8. Food and Drug Administration
(FDA) guidance.

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

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

1. Other than in a dedicated wing or unit
that accepts COVID-18 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
facitity 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
hospitals for the facility.

il. General visitors must:

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

2. Weara
hygiene;

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

prevention and control policies;

4. Comply with facility-provided
COVID-19 testing, if offered;

5. Visit in 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

iii. Before allowing general visitors, the

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

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

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

4. Schedule visitors by . .,

5. Maintain a visitor log for signing in

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

, positive

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

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

10. Designate staff to support

-prevention and controt education of
visitors on use of PPE, use of masks,
san#ation, and social distancing.

. Facilities allowing general visitation shall
enable general visitation as described in either or
poth 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)
general 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
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 facility has had
no new facility onset of resident COVID-19 cases
in the previous fourteen (14) days; and
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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
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;

ii. 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-18 oris
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 aliowed 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
ChCtoend .

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

, including - N

. , chills, .,
. repeated shaking with chills, new
foss 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
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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. Alf residents must be
screened upon return to the facility.
protection should also be encouraged.

. should be scheduled through the
facility 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 alt
visitation within a facifity:

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

fon of all ident indivi
entering the facility. The documentation must
contain:

i. Name of the individual entering the
facility;
ii. Date and time of entry; and
. The screening mechanism used by the
facifity 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
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interview, the facility failed to establish policies
and procedures for essential caregivers and
compassionate care visitors.

The findings included:

On at 9:00 AM an controf
assessment was conducted with the
Administrator. He stated that the facility did not
develop any written policies and procedures for
the visitation of essential and compassionate care
visitors. The Administrator stated that he is still
restricting visitation. This surveyor informed the
Administrator that this is a regulation that has
been created regarding visitation as it relates to
the COVID-19 pandemic. The Administrator
provided no documentation.

During an interview with the Administrator on

12 at 4:03 PM, he acknowtedged the
findings and no additional information was
provided,

Class Ili

59A-36.011(8) FAC ECC - Training

(8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.

{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior to the facifity
receiving its ECC license or within 3 months of
beginning employment in a currently ficensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended

A1300
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the assisted living facility core training prior to

. , shall not be required to take the
assisted living facility core training competency
test.
(b) The admini and the ECC supervisor, if
different from the administrator, must complete a
minimurmn of 4 hours of continuing education
every two years in topics relating to the physical,
s . .. . or social needs of frail elderly and

persons, or persons with s

or related
{c} All direct care staff provxdmg care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address £ECC concepts and
requirements, including statutory and rule
requirernents, and the delivery of personat care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 2 out of 3 employees (Staff A
and Staff B) providing care in the Extended
Congregated Care (ECC) licensed facility
complete the required 2 hours of in-service
training within six months of employment.

The findings included:

Review of the agency website, Florida Health
Finder.gov on the Agency for Health Care
Administration (AHCA) website indicated the
facility holds a current Standard and Extended
Congregated Care license. Review of the facility's
policy for ECC staff training indicated that direct
care staff employed by the facility will complete
the required 2-hour ECC training.
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Review of personnel records revealed no
documentation that Extended Congregated Care
{ECC) training was completed by Staff A (hire
date ) and Staff B {hire date >

During an interview conducted with the
Administrator on at 4:03 PM he was
given the opportunity to locate the documents. He
acknowledged the findings and no additional
information was provided.
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