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Initial Comments.

A complaint investigation (complaint number:
2021007298 and 2021007540) and a generator
monitoring were conducted at Oak Manor Senior
Living Community on . Deficiencies
were identified at the time of survey.

59A-36.008(8) FAC Medication - Records

(5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the Issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
oations or medicati nistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. the resident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
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medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to immediately update Medication
Observation Records (MORs) each time
medications were offered to two Residents (#3,
and #4) of three sampled resident that required
assistance with self-administration of
medications.

Findings included:

A record review for Resident #3, conducted on
, revealed that Resident #3 required
with self- ini: ion of icati
according to his most recent health assessment
form dated . Resident #3's MORs had
fcati that were not do as given
to the resident in A ,and
which included:

- : . 20mg was not
documented as given on and on

AHCA Form 3
STATE FORM

at 08:00am. . 25mg
was not documented as given on and
at 08:00am and on
through , through
.and on at 08:00pm.
. . 200mg was not
documented as given on and
at 08:00am and on
through . through
, and at 08:00pm.
-, : . . 2mg was not
documented as given on . .
R through f
through , and on
at 08:00pm. . 100mg was
20-0001
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not documented as given on at
07:00am and 08:00pm and on at
08:00pm. . 25mg was not
documented as given on at 08:00pm.
. 25mg was not documented as

given on s . .

through N
through ,and on at
08:00pm. .. . 200mg was not
documented as giving on .

s N through

N through ,and

on at 08:00pm.

- H 1% Cream was not
documented as given on . .
and on at 08:00pm.

Arecord review for Resident #4, conducted on
, revealed that Resident #4 required
with self-admini: ion of icath
according fo his most recent health assessment
form dated - Resident #4's MORs had
icati that were not do as given
to the resident in .. and .,
which included:

-, PN 150mg was not
documented as given on at 08:00pm.
100mg was not documented

as given on at 08:00pm. .
300mg was not documented as given on

at 08:00pm. 160mg was
not documented as given on .

i , and at
10:00pm.

- : 150mg was not
documented as given on at 10:00pm.
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Continued From page 3

During an interview with the Weliness Director,
conducted on at 04:10pm, the
Wellness Director agreed that Resident #3's
MORSs had medications not documented as given
to the resident in A . and

" . The Weliness Director agree that
Resident #4's MORs had medications not
documented as given to the resident in
and

Class Ili.

59A-36.008(6) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

(b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facliity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in

A0B4
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a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F. A.C.

{c} Centrally stored medications must be:

1. Kept in a locked cabinet; focked cart; or other
focked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormat . except that a i
requiring must be kept refrigs
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
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prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (7).
{f i that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
‘ssued by the Board of Pharmacy may re(urn
drugs to the di
pharmacy pursuant to rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the Facility
failed to keep centrally stored medication in a
iocked cabinet or cart secured at al times.

Findings Inctuded:

During an observation of the medication room,
conducted on at 10:33am, the
medication's entry door was wide open with no
staff in or around the medication room. There
was a rini refrigerator that contained

and medications that was no(
lockedfsecured. There was a bin in an upper
cabinet that contained oral medication bottles and
pill packs. The upper cabinet was not
iockedfsecured (photographic evidence
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obtained).
During an interview with the Weliness Director,
conducted on at 10:46am, the
Wellness Director stated that all medications
were to be locked and secure at all times and
agreed that the medication's room entry door was
supposed to be closed and tocked.
Class Ill
A083| 59A-36.011(5) FAC Training - First Aid and A083

88=D

(5) FIRST AID AND
). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
atall times.
(a} Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical techrician or paramedic currently
certified under chapter 401, Part {ll, F.S., shaif be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
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Continued From page 7

failed to provide staff on each shift with training in
First Aid as required.

Findings included:

Employee record reviews for staff covering all
three shifts, conducted on , reveated
that Staff B, Staff C,Staff D, Staff E, Staff F, and
Staff G did not have evidence that they had
attended training in First Aid. Staff B was hired on

. Staff C was hired on .
Staff D was hired on . Staff £ was
hired on . Staff ¥ was hired on

. Staff G was hired on

During an interview with the Weliness Director,
conducted on at 04:56pm, the
Wellness Director agreed that the

. . certification did not
include first aid. The Weliness Director stated that
she had never seen the first aid training before
and agreed that Staff B, Staff C,Staff D, Staff E,
Staff F, and Staff G did not have evidence of
training in first aid in their employee records.

Class Il

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
applicable, documentation of compliance with all
training requirerments of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which

A083

A181
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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
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, 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 ait
staff providing services that require licensing or
certification,
3. Documentation of compliance with levet 2
background screening for alf 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 efopement
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

.. o 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, FA.C.
{c} The facility must maintain the written work
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Continued From page 9

schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to maintain a personnel record for one
employes {Wellness Director) of one sampled
employee.

Findings Inctuded:

During request for the Wellness Director's
employee record, conducted on at
11:06am, 02:00pm, and 03:00pm, the employee's
record was not provided.

During an interview with the Weliness Director,
at 11:40am, the Wellness Director
stated that Human Resources was having a
difficult time locating the employee's record. At
04:10pm, the Weliness Director continued to be
unable to provide the employee's record.

Class Ili

435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2){o} Until such time as the |

enrolled in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must

are

A8t

cz814
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submit fo a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of all employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
(d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential

0l for electronic ., ission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to maintain the employment status of

p within the ing
employee roster listed in the Agency for Health
Care Administration’s background screening
clearinghouse (BGS ER) within ten-business days
of the employee's date of hire or date of
termination for nine current and former
employees (Administrator, Weliness Director, and
Staff A, Staff B, Staff H, Staff |, Staff J, Staff K,
and Staff L) of nine sampled current and former
employees.

Findings Included:

Areview of the Facility's BGS ER, conducted on
, revealed that the Administrator, the
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Continued From page 11

Weliness Director, and Staff A, Staff B, Staff H,
and Staff J were net fisted as current employees
on the BGS ER. Staff | was not listed as a current
or former employee of the Facility on the BGS
ER. Staff K and Staff L were listed as current
employees of the Facility on the BGS ER.

Employee record reviews, conducted on

, revealed that that the Administrator,
the Wellness Director, and Staff A, Staff B, Staff
H, and Staff J were current employees of the
Facifity. The Administrator was hired on

. The Wellness Director was hired on

. Staff A was hired on .
Staff B was hired on . Staff H was
hired on . Staff J was hired on

. Staff { was hired on and
terminated on - Staff K and Staff L's
termination dates were not provided.

During an interview with the Weliness Director,
conducted on at 03:00pm, the
Wellness Director stated that Staff i no longer
worked for the Facility and was unsure of the
reason that a termination date was not added on
the BGS ER, At 04:10pm, the Wellness Director
agreed that Staff K and Staff L were not current
employees and was unsure of the reason that
their termination dates were not added to the
BGS ER. The Wellness Director was unsure of
the reason that herself, the Administrator, and
Staff A, Staff B, Staff H, and Staff J were not
fisted as current employees on the Facility's BGS
ER.

Unclassified

408.809(2) 435.05(2) 59A-35.090(2d-3b)
Background Screening-Compliance Attestation

CZ814

Cz816
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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
national criminal history record check unless the
person’s | are enrolied in the Federal
Bureau of [nvestigation’s national retained print
notification program, Ifthe ., of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h}, the person must submit
.. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shail 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 enrolled in the national
retained print notification program when
the Depariment 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 bome 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
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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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d_ 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 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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to obtain an eligible leve! two background
and a signed ion of i
every five years as required for one employee
{Administrator) of four sampled employees.
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Findings Included:

Acrecord review for the Administrator, conducted

, revealed that the Administrator's
{ast eligible level two background screening was
on , which was greater than every five
years. The Administrator had two signed
attestation of compliance forms. One was signed
in the year 2011 and the other was not dated and
unable to determine when this form was signed.
The Administrator was hired on

During an interview with the Weliness Director,
conducted on at 04:10pm, the
Wellness Director agreed that the Administrator's
fevel two background screening and signed
attestation of compliance were greater than every
five years that was required.

Unclassified.
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