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Initial Comments.

A re-icensure survey, Control Monitoring
and Generator Monitoring were conducted on

at MJ Pavillion, Winter Springs.
Deficiencies were found at the time of the visit.

59A-36.008(8) FAC Medication - Over The
Counter (OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS,
For purposes of this subsection, the term over
the counter includes, but is not fimited to, over the
counter medications, » nutritional
supplements and nutraceuticals, hereafter
referred to as OTC products, that can be sold
without a prescription.

{a) A facility may keep a stock supply of OTC
products for multiple resident use. When
providing any OTC product that is kept by the
facitity as a stock supply to a resident, the staff
member providing the medication must record
the name and amount of the OTC product
provided in the resident’s medication observation
record. All OTC products kept as a stock supply
must be stored in a locked container or secure
room in a central focation within the facility and
must be tabeled with the medication’s name, the
date of purchase, and with a notice that the
medication is part of the facility's stock supply.
(b) OTC products, including those prescribed by
a health care provider but excluding those kept
as a stook supply by the facility, must be labeled
with the resident’s name and the manufacturer's
fabel with directions for use, or the health care
provider's directions for use. No other labeling
requirements are required.

{c} Residents or their representatives may
purchase OTC products from an establishment of
their choice.

{d) A health care provider's order is required
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Continued From page 1

when a nurse provides assistance with
self-administration or administration of OTC
products. When an order for an OTC product
exists, the order must meet the requirements of
paragraphs (b) and (c) of this subsection. A
health care provider's order for OTC products is
not required when a resident self-administers his
or her medications, or when unficensed staff
provides assistance with seff-administration of
medications.

This Statute or Rule is not met as evidenced by:
Based on interviews, record review and
observation the facility failed to properly label &
physiclan prescribed order for over the counter
medication with the residents name, dosage and
directions for use for 1 of 1 resident (#1).

Findings:

Ir a record review of Resident#1's 1823, it
revealed the resident requires assistance with
self administration of medication. In further review
of Resi 1 ication Of ion Record
{MORs) it confirmed the resident has a physician
crdered prescription to take 1 tablet daily of

1000 mg.

During a med pass observation on at
12pm for Resident#1, it revealed that Staff#1
unlocked the med cart and took out a unnamed
plastic bag containing Resident#1's over the
counter medication of Nature's Bounty

and 2500 meg, 1 tab daily. The medication did
not have the resident's name or directions for
use.

In an interview with Staff#t on at
12:30pm, she stated she was unaware the
difference of the 2500 mg tablet and the MORs
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Continued From page 2

physician orders for 1000 mg daily and did not
know the medication needed a label with the
resident’s name, direction and dosage on the
bottle.

In an interview on at 12:45pm, with the
administrator who confirmed the findings and
stated the family bought the medication for the
resident.

Photo attached

Class i

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of
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2. If any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl provide to residents,
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
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pursuant to sections 408.809 and 429.174, F.S.
This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to provide evidence of a negative
{ )examination on an annual basis
for 1 of 3 staff (C).
Findings:
I & record review of Staff C's personnel record
on , revealed a hire date of
There was no evidence of a current negahve
test found in the record. The only documentation
intherecord was a  test dated
Ir an interview on at 11:am with the
administrator who confirmed the findings.
Photo attached
Class Ill
CZ816| 408.809(2a-c) 435.05(2) 59A-35.090(2d-3¢ Cz818

88=D| Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

{2) Every 5 years following his or her ficensure,
employment, 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
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Continued From page 5

nationat criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print

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

. slectronically to the Department of
Law Enforcement for state processing, and the
Departmem 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 enroiled in the national
retained print notification 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 licensee or the person ., . The
agency may accept as satisfying the
requirements of this section proof of compfiance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
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 and
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 penalty of
perjury, by an attestation of compliance with
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Continued From page 6

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
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 for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to | | to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening
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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/SingleSignOnPortatl.
{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:
Based on record review and interview the facility
failed to mest the requirements to have
documentation of an Affidavit of Compliance with
Background Screening for 1 of 3 staff (C), as
required by Statute 408.809 (2) (a-c) FS.

Findings:

In a record review of Staff C's personnel record
on , it revealed a hire date of

There was no evidence of documentation for an
Affidavit of Compliance with Background
Screening Requirement.
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Ir an interview on at 12:45pm, the
administrator confirmed the findings.
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