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Initial Comments.

An unannounced licensure survey with limited
nursing service and emergency power plan
monitoring and a COVID-19 focused

control survey were conducted at Parkside
Assisted Living on . Deficiencies
were identified.

429.26(. ) FS; 50A-36.006(2) FAC Admissions -~
Health Assessment

429.26

{6) Each resident must have been examined by a
licensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner ' s formoron a
form adopted by agency rule. The medical
exarmination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shalt use the information
contained therein to assist in the determination of
the appropriateness of the resident ' s admission
to or continued residency in the facility. The
medicat examination form may only be used to
record the practitioner ' s direct observation of the
patient at the time of examination and must
include the patient' s medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident ' s admission to
or continued residency in the facility. The medical
examination form, reflecting the resident’ s
condition on the date the examination is
performed, becomes a permanent part of the
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facitity ' s record of the resident and must be
made available to the agency during inspection or
upon request. An assessment that has been
through the Comp )
Assessment and Review for Long-Term Care
Services (CARES) Program fulfills the
requirements for a medical examination under
this subsection and s. 429.07(3)(b)6.
{6} Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a psychiatrist,
¢clinical psychologist, clinical social worker, or
L. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion retated to appropri for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
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Department of Children and Famities personnel
shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
. require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care provider as specified in either

paragraph (a) or (b} of this subsection.

{a) A medical examination completed within 80

calendar days before the individual's admission to

a facility pursuant to section 429.26(4), F.S. The

examination must address the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
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provider, the individual's needs can be met in an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

{b} A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, , which is
incorporated by reference and avallable onfine at:
nttp:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
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administrator using AHCA Form 1823 within 30
days after admission.
{d) Medical examinations of residents placed by
the department, by the Department of Chiidren
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rufe.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

; to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilles pursuant to section 415.105 or
415.1061, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to update the AHCA (Agency for Health
Care Administration) Form 1823, Resident Health
Assessment for Assisted Living Facilities after a
significant change in condition for three out of
seven residents sampled, Resident #s 4, 5, and

Findings:

A review of the Limited Nursing Services (LNS)
fog provided by the facility showed Resident #4
was receiving LNS services for care.
Resident #4's AHCA Form 1823, dated .
read, "None currently” under the
nursing/treatment/ .. services requirements.
There was no documentation that the resident
was receiving NS services for care on
the AHCA Form 1823. The AHCA Form 1823
showed there was no physician's order for LNS
services or care.

An observation on at 2:25 PM showed
that the Licensed Practical Nurse
{LPNY/Administrator cleaned the on the
resident's left upper near his blade
using cleanser.

During an interview on beginning at
9:55 AM with the Administrator/LPN, she stated
"[Resident #4's name] was receiving LNS
services for care for the on his

. | provide [Resident #4's name] care
on a daily basis. | did not realize that the
resident's Form 1823 had to be updated to reflect
the need for LNS services or care. 1do
not see a physician’s order for the resident to
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receive LNS services or care. | do not see

another Form 1823 for [Resident #4's name]

since the one dated . ldo not see the

AHCA Form is updated to show {Resident #4's

name] is receiving LNS services or care. |

got the information for [Resident #4's name] to

receive care from his discharge note after
his procedure on his .

Areview of the care instruction shest,
dated , read, "How do | care for the

? Gently clean the daily with a mild
soap and water the . . dry. Apply clean Vaseline,
or polysporin 10 the then cover
with a -aid once a day until the heals.
Keeping the moist will prevent the
formation of a scar and will reduce the risk of
scarring.”

Areview of the LNS log provided by the facility
showed Resident #5 was receiving LNS services
for

A review of a physician's order, dated .
does not show an order for the resident to receive

LNS services, The order read, " to BLE
{bothiower __ ) onin AM and off at HS
{bedtime)."

During an observation on at 11:36 AM,

Resident #5 was in the hallway of the facliity in
front of the medication room, the resident was not

wearing . The resident's feft was
very
During an interview on at 1:15 PM,

Resident #5 stated, " am supposed to wear the
thick white stockings, but a lot of time the facility
staff forget to put them on me. The nursing staff
puts my stockings on in the morning and take my

AHCA Form 3020-0001
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stockings off at night My is often A
am not sure why. | also receive home health for
physical and . .. 8nd anurse.

During an interview on at 1:26 PM, Staff
D/MT (Medication Technician) stated, "The
resident is supposed to be wearing
The staff puts the onin the mornmg
and take them off at night." Staff D/MT was
observed to look in the fop drawer of the
resident's and remove Resident #5's

. The LPN placed the on
Resident #5.

During an interview with the Administrator/LPN on

at 3:00 PM, she stated, "{Resident #5's
name] has an order for the . but there is
no order for [Resident #5's name} to receive LNS
services. The facility staff applies [Resident #5's
name] in the morning and removes
them at night. | do not see a LNS order for
[Resident #5's name] to wear . 1donot
see another Form 1823 for [Resident #5 's name}
since the one dated "

A review of Resident #5's AHCA Form 1823,
dated , did not reflect that the resident was
fo receive LNS services for

During an interview with the Administrator on

at 3:00 PM, she stated, "[Resident #1's
name] receives , . at4liters per
minute via . The facility staff assist
the resident with her . | . as needed. | do not
see an order for the resident (o receive LNS
services.”

Areview of Resident #1's physician's order, dated
read, "02 at 4 liters via
There was no order for the resident to receive
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LNS services.

A review of Resident #1's AHCA Form 1823 did
not reflect the resident was to receive LNS
services.

Class Il

429.52(1 & 7} F8; 59A-36.011( ) FAC Training
- Staff In-Service

429.52(1)

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

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule_ Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
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 pressrvice
orientation of at least 2 hours to ail new assisted

A008
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fiving facility employees who have not previously
completed core training as detailed in subsection
{1
{b) New staff must complete the preservice
orientation prior to interacting with residents.
{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the 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
facitity staff:
{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
58A-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
cffering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. .. .. may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
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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:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
tiving.
{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
handling 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 facility's resident elopement response policies
and procedures.,
2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of 3 staff sampled was provided
with training on control, reporting major
incidents, reporting adverse incidents, facility
incident reporting, and facility emergency
procedures, Staff B,

Findings:

A review of the personnel record for Staff B was
conducted. Staff B date of hire was . The
employee’s record showed no evidence that Staff
B received training on control, reporting
major incidents, reporting adverse incidents,
facility emergency procedures or facility incident
reporting.

During an interview on at 12:47 PM, the
Administrator stated, "I have not provided training
to Staff B on reporting major incidents, reporting
adverse incidents, facility emergency procedures
or incident reporting. The staff person has not
had control training.”

Class i

A1300) Dem Emerg Order 20-011 Visitation
$8=D
1. Every facility must continue to prohibit the
entry of any individual to the facility, except in the
following circumstances:

A. Family members, friends, and individuals
visiting residents in end- of-life situations
including any resident enrolled in hospice;

A081

A1300

B. Hospice or,

care workers caring for

AHCA Form 3020-0001
STATE FORM

o 59C41

f continuation sheet 12 of 27



Agency for Health Care

PRINTED. 07/01/2021

FORM APPROVED

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

AL 11966001

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

0512412021

NAME OF PROVIDER OR SUPPLIER

PARKSIDE ASSISTED LIVING

STARKE, Fl

L 32091

STREET ADDRESS, CITY, STATE, ZIP CODE
329 CHURCH STREET

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

A1300

Continued From page 12

residents in end-of-life situations including any
resident enrolled in hospice;

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 personal
protective equipment (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;

E. Facility residents;

F. Attorneys of Record for residents in Adult
Mental Health and Treatment Facllities or forensic
facilities 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), and their
professional staff pursuant to subsection
744.361(14), Florida Statutes;

H. Attorneys and their legal staff who are
acting In their capacity as the legal
representatives of residents where (a) the
residents and lawyers are engaged in an active
attorney-client relationships, (b) the visit is related
to representation in legal proceedings or in
consultation on legal matters, and (¢} virtual or
telephonic means are unavailable;

1. Representatives of the federal or state
government seeking entry as part of their official
duties, including but not fimited to Long-Term
Care Ombugd: program, i of
the Department of Children and Families, the
Department of Health, the Department of Elderly
Affairs, the Agency for Health Care
Administration, the Agency for Persons with

, a protection and advocacy
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organization under 42 U.S.C. §15041, the Office
of the Attorney General, any faw enforcement
officer, and any emergency medical personnel;

J. Compassionate care visitors who meet the
following definitions and satisfy the following
criteria;

i. Compassicnate care visitors provide
support, including emotionat support, to help
residents deal with difficult transition or loss,
upsetting events, end-of-life situations, significant
changes (such as recent admission to the
facitity), the need for assistance, cueing or
encouraging with eating or drinking, or emotional
distress or decline.

ii. Regarding compassionate care visitors,
the facility shail:

1. Establish policies and procedures for
fon and utilizations of i
care visitors;

2. Set alimit 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 residents and visitors, including
evening and weekends, to accommodate work or
childcare barriers;

4. Provide instructionat signage
throughout the facility and prevention
and control education, including education on
proper use of PPE, hygiene, and social
distancing;

5. Designate key staff to support

prevention and control training;

6. Screen compassionate care visitors to
prevent possible introduction ofCOVID-19;

7. Maintain a visitor log for signing in and

out;
8. Monitor visitor adherence to
appropriate use of masks, PPE, and social

A1300
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distancing, especially for those who may have
difficulty with compliance such as children; and

9. After atternpts to mitigate concerns,
restrict or revoke visitation if the compassionate
care visitor fails to follow prevention and
control requirements or other COVID-19-related
rutes of the facility.

iii. Compassionate care visitors shall:

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

2. Participate in facility-provided training

on prevention and control, use of PPE,
use of masks, sanitation, and social
i ing, and sign of
of training and to the
facility's prevention and control policies;

3. Compty with facitity-provided
COVID-18 testing, if offered;

4. Visit in the resident’s room or in
facility-designated visitation areas within the
building; and

5. Maintain social distance of at least six

with staff and other residents and fimit
movement in the facility except compassionate
care visitors are not required to maintain social
distance from the resident being visited.

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

K. General visitors, i.e. individuals other than
compassionate care visitors, under the criteria
detailed below:

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

1. Cther than in a dedicated wing or unit
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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
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 facitity.
ii. General visitors must:
1. Weara mask and perform proper
hygiene;
2. Sign an acknowledgement form noting
receipt and understanding of the facility's
visitation and prevention and control
policies.
3. Comply with facitity-provided
COVID-18 testing, if offered;
4. Visitin a resident's room or other
facility-designated area; and
5. Maintain social distance of at least six
with staff and residents, and limit movement
in the facility.
iii. Before allowing general visitors, the
facitity shall:
1. Set a policy to prohibit visitation if the
resident receiving general visitors s | )
positive for COVID-19 and not recovered {as
defined by most recent CDC guidance), or
PN for COVID-18;
2. Screen general visitors to prevent
AHCA Form 3020-0001
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possible introduction of COVID-19;

3. Establish limits on the total number of
visitors allowed in the facility, or with a resident at
one time based on the ability of staff to safely
screen and monitor visitation;

4. Establish limits on the length of visits,
days, hours, and number of visits allowed per
week;

5. Schedule visitors by .., only;

8. Maintain a visitor log for signing in and
out;

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

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

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

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

11. Designate staff to support

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

. Facilities 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

A1300
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cooling devices if needed. The provisions of K.(i)
(1) and (2) are not applicable to outdoor visitation.

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. Limit the number of visitors per resident at
one time,

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

L. 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-18 cases where a positive
staff person was in the facility in the ten {(10) days
prior to the positive test.

ii. Barbers and salen staff must wear
surgical masks, gloves, practice proper
hygiene, and follow the same requirements as
compassionate 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

A1300
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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-19 who
does not meet the most recent criteria from the
CDC to end isolation.

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

. . . including o .

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

C. Any person who has been in close contact
with any person(s) known to be with
COVID-18, who does not meet the most recent
criteria from the CDC toend |

3. Al faciliies must require any individuaf 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. All facilities are encouraged to
provide regular COVID-19 testing for staff and
visitors.

4. Any resident leaving the facility temporarily for
medical |, or other activities, and any
resident receiving visits from health care
providers, must wear a mask, if tolerated by
that resident’s condition. All residents must be
screened upon retum to the facility.

protection should also be encouraged.
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e should be scheduled through the
facility or group home to ensure proper screening
and adherence to ~control measures.

5. 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 fo the facility.

6. Documentation showing compliance with the
following requirements must be kept for all
visitation within a facfity:

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 facility;
ii. Date and time of entry; and
ffi. The screening mechanism used by the
facility to conciude that the individual did not meet
any of the enumerated COVID-19 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, interview and record
review, the facility faited to safeguard residents’
well-being by failing to follow current

control standards related to COVID-19 guidelines
set forth by Centers for Control and
Prevention (CDC). Refer to
hitps:/iwww.cdc.gov/coronavirus/2019-ncov/hopfi
nfection-control-recommendations.htmi.

Findings:
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The COVID-19 is a transmissible | .
that presents severe risk to persons who

are aged, infirm, or suffer from co-

including, but not limited to, system

deficiency, . N ,and

On . , the Governor of the State of
Florida issued Executive Order 20-51 designating
a Public Health Emergency because of
COVID-18 and its impact. Pursuant to that
authority, emergency orders have been issued by
the Florida Division of Emergency Management
to implement the protections necessary to assure
the health, safety, and well-being of Florida's
citizenry, including those most to the
effects of

The Agency for Health Care Administration
{AHCA) has issued guidance and clarification on
DEM Order 20-006 to providers, and on

s , issued an alert notifying that alf staff or
other individuals admitted to a residential facitity
must don masks and that caregivers must
wear gloves when providing resident care. While
the treatment and management of residents with

and the implementation of
isolation precautions for such events are a
iong-standing health care issues faced by
residential facliities, the ease of contagion and
the effects of presented by COVID-19
mandate that providers exert meticulous practice
and procedure to identify resident symptoms and
take immediate | procedures to both
assure appropri ofa i
resident and protect the remainder of a

facility's population from the risk of spread of the
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During an observation conducted on at
10:00 AM, a male resident was observed walking
in the dining room. The facility Administrator and
Staff B were observed speaking with the resident
standing next to and in front of the resident. The
Administrator and Staff B were not wearing
masks.

During an observation conducted on at
12:00 PM, the facility Administrator and Staff B
were observed handing out funch plates to the
residents of the facility in the dining area. The
Administrator and Staff B were not wearing
masks.

During an observation conducted on at
2:30 PM, the facility Administrator was observed
calling numbers for a Bingo game seated at a
table in the dining room next o a resident of the
facitity. The Administrator was not wearing a
mask.

During an interview conducted on at
10:10 AM with the facility's Administrator, she
said, "Masks are not required to be worn by staff
in our facility if the staff member has been fully

Class i

AN276| 59A-36.022(1) FAC LNS - Nursing Services
88=D
{1) NURSING SERVICES. In addition to any
nursing service permitted under a standard
ficense pursuant to section 428.255, F.S., a
facility with a limited nursing services license may
provide nursing care to residents who do not
require 24-hour nursing supervision and to
residents who do require 24-hour nursing care

A1300
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and are enrolled in hospice.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a LNS nurse under contract or as a
facility employee.

Findings:

A review of the personnel list provided by the
facility did not show that the facility had a
registered nurse as an employee. There was no
contract provided by the administrator to show
the facility had a nurse under contract,

During an interview on at 9:45 AM, the
Administrator/LPN (Licensed Practical Nurse)
stated, "The facility does does not currently have
a LNS nurse on staff, or under contract. 1 have
worked here for two years and the facility has not
had a LNS nurse. "

Class Il

C2816( 408.809(2) 435.05(2) 59A-35.090(2d-3b)
88=E | 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 fevel 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 . |

AN276
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to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolied in the Federal
Bureau of Investigation’s national retained print

notification program. If the .. of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and {n}, the person must submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the | to the Federal Bureau of
Investigation for a national criminal history record
check, The | , shalf 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 national criminal history records checks
required by tevel 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 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 disqualifyi
cffenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;
{b} The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and
{c} Such proof is accompanied, under penaity of
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perjury, by an attestation of compiiance with
chapter 435 and this section using forms.
provided by the agency.

435.05 Requil for covered empl 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
cffenses while employed by the employer.

59A-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 incorparated by
reference, available at
hitp: w.firutes.on ce.asp?No
=Ref-09106, and available from the Agency for
Health Care Administration at:
hitp://ahca.myflorida.com/MCHQ/Central_Service
ind_ 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 forany
disqualifying offense.
{e} An administrator or chief financial officer must
be screened and qualified priorto . ., 1o
the position.
{3) Results of Screening and Notification.
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{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
heaith 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/SingleSignCnPortal.
{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
unctaimed, a copy of the letter will be sent by
reqular 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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 3 out of 3 sampled employee files
contained attestation of compliance with
background screening forms, Staff A, B, and C.

Findings:

Areview of Staff A, B, and C employee files
revealed they did not contain attestation of
compliance with background screening forms.

During an interview conductedon | |
at 2:00 PM with the facility's Administrator, she
confirmed the employee files did not contain
jon of i with
screening forms.

Class Ili
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