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

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed 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
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 alf 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 ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. 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 on the
clearing house website within 10 days of the start
of emptoyment for 7 of 7 employees reviewed.

Findings include:

CZ814
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Continued From page 1

Review of the background screening website
(BGSW) shows The Executive Director's (ED)
hire date was . The ED was not added to
the website rooster until

The BGSW shows the Director of Health Services
started employment on and was not
added to the employment rooster until

The BGSW shows Staff B started employment
with the facility on . The employee was
not added to the rooster untit .

The BGSW shows Staff C started employment
with the facility on . The employee was
not added to the rooster until

The BGSW shows Staff D started employment
with the facility on . The employee was
not added to the rooster until .

The BGSW shows Staff £ started employment
with the facility on . The employee was not
added to the rooster untit .

The BGSW shows Staff F started employment
with the facility on . The employee was not
added to the rooster untit

On at 11:0 a.m. The Human Resource
. {HRS) said she had stated employment
at the facility in of 2021.

The HRS verified she was responsible for
updating the employee rooster on the BGSW.
She said she was not made aware there was
several staff that had not been added to the
employee rooster prior to her being employed.
The HRS said she had added approximately 30

CZ814

employees to the rooster on
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A 000 Initial Comments AD00

An unannounced change of ownership, extended
congregate care and emergency power plan
monitoring survey was conducted

through at Discovery Village At The
Forum, an assisted living facility in Fort Myers,
Florida.

The foliowing Is description of the deficiencies.

A08B1 429.52(1 & 7) FS; 58A-36.011(. ) FAC Training A081
- Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previousty 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 facifity residents. Upon comptetion, the
employee and the administrator of the facllity
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 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.
AHCA Farm 3020-0001
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Continued From page 1

{a) Facilities must provide a preservice

orientation of at least 2 hours to all 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 to interacting with residents.
{c} Once complete, the employes 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 facility 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 shail provide or
arrange for the following in-service training to
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 1910.1030, relating to borne
E .. -, may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum of 1 hour in-service
training within 30 days of employment that covers

A081
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Continued From page 2

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

following subjects:

1. Resident rights in an assisted living facifity.

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 training

within 30 days of employment that covers the

following subjects:

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 minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali 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 response policies

and procedures.

2. All facifity staff shalt demonstrate an

understanding and competency in the

implementation of the elopement response

A081
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Continued From page 3

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on observation, Interview, and record
review The facility failed to provide preservice
orientation to 3 of 3 employees prior to the
employees providing care to residents.

Findings included:

On at 12:00 p.m. Staff C was observed
assisting residents with medications.

Review of Staff C's employee file showed
documentation for preservice orientation.

Staff D's employee file shows a date of hire as a
care giver on . Review of Staff D's
employee file shows no preservice orientation.

Staff E's employee file shows a job description as
a medication technician. The file shows Staff E's
date of hire was . There was no

ion of a preservice ori ion for

StaffE.

On at 12:40 p.m. the Human Resource
. stated she could not provide
fon of a preservice ori fon for
Staff C, Staff D, or Staff £.

On at 12:50 p.m. the Executive Director
verified there was not currently a system in place
to ensure the preservice orientation of
employees.
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A 084

Continued From page 4

59A-36.011(6) FAC 429.52(6), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{8) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- ini jon of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i inistration, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
oroviding the right medications 1o the right
resident; common medications; the importance of
taking icati as pf ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear fo be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to.

AD084

A084
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Continued From page 5

1. Read and understand a prescription labet;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms, .., dosage
forms, and | . \ and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform »
testing;
k. Assist residents with . ,
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,

AD084
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Continued From page 6

excluding the removal of the .. or
manipulation of the site; and,
n. Measurement of , N rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of & additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record

AD084

review the facility failed to ensure the
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documentation of the training of 4 hours assisting
with medications for to staff members (Staff C
and Staff £) with the job tite of medication
technicians.

1.0n at 12:00 p.m. Staff C was
observed assisting resident with medications.

On Staff C employee file showed no
documentation of the staff members' training is
assisting with medications.

On at 12:30 p.m. the Human Resource

. said she could not provide
documentation of Staff C's training on assisting
with medications.

2.0n Staff E's employee file was
reviewed. A certificate of completion for 24 hours
of training included 4 hours of assisting with
medications. The certificate was not signed. The
person listed on the certificate showed no

fals as a regi nurse or p

On at 9:40 am. a call was made to the
company listed on the certificate. The person
who answered the phone identified herself as the
person who was listed on the certificate for Staff
E. The person verified she was not a nurse or a
pharmagist.

On at 12:30 p.m. the Human Resource
verified she could not any further

documentation for Staff £'s training in assisting
with medication administration.

A 088 59A-36.011(10) FAC Training - ADRD

{10} AND RELATED

AD084

A 086
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Continued From page 8

("ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 61G20-1.001, FAC,,
Florida Building Code Adopted, must ensure that
facitity staff receive the foliowing training.

{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care o such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | . and
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training

i under {g) of this
wrll be considered as having met this
requirement. Initial training, entitied *

and Related Level | Training,"

must address the following subject areas:
1. Understandung 's and related

2. Characterislics of H
3. Communicating with residents with 's

4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S,, shall be
considered to have met the initial assisted living
tacitity and Refated

Level | Training.
{c) Facility staff who provide direct care to
residents with ADRD must obtain an additional 4

A088
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hours of training, entitled "
and Related Level il Training,” within 8
months of employment. Facllity staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, wit be
considered as having met this requirement.
and Related Level

1§ Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with and Related

. dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
conlinuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.62, F.S., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S,, within three (3) months of
employment. "Incidental contact” means afl staff
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who neither provide direct care nor are in reqular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related
(R) With 1o requi ing
{g). a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on Observation, interview, and record
review the facility failed to ensure s
training for three of three employees reviewed.

Findings included:
On at 9:40 a.m. the facility was

observed to have a locked memory care unit with
a coded lock to enter the unit area.
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Review of Staff C's employee file showed the
date of hire (DOH) was .No
documentation for any 's training iwas
found in Staff C's file.

Review of Staff D's employee file showed Staff
D's DOH was . No documentation of any
training was found in Staff D's file.

Staff E's DOH was . Review of Staff E's
employee file showed a cerfificate with 24 hours
of training that included "Assisting The

7 Patient training
part 1&2- 4 hours". The certificate was not
signed and there was no agenda noted with the
certificate.

Review of the website
www.trainingonaging.usf.edu, which is a website
to find approved trainers for the 's
training, showed the company and person listed
on Staff E's certificate of training was not listed as
an approved trainer on the website.

On at 12:30 p.m. The Human Resource

. said she could not provide any
documentation for 's training for Staff C
or Staff D. She said she could provide no further
training documentation for Staff E.

A 090 53A-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
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procedures regarding

employment.

policy.

Findings included:

A090| Continued From page 12

(b} Newly hired facility admi
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after

{c} Training shail 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 Interview and record review the facility
failed o ensure a facility policy for "

" and failed to ensure
documentation of staff training for the facility

On Staff C, Staff D and Staff £'s
employee files were reviewed. There was no
ion in any of the files for

strators, managers,

training.

of the facility.

policy for

Monitoring

On at 11:00 a.m. the Human Resource
was asked to provide the policy

On at 12:40 p.m. the Human Resource
. stated she could not provide any policy
for for the facility.

On at 12:50 p.m. the Executive Director
verified the facility could not produce a written

A091| 59A-36.011(12) FAC Training - Documentation &
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{12) TRAINING DOCUMENTATION AND
MONITORING.
{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility’s
personnel files. The documentation must include
the following:
1. The title of the training program,
2. The subject matter of the training program,
3. The training program agenda,
4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
focation of the training program,
8. The training provider's name, dated signature
and credentials, and professional license number,
if applicable.
{b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini: fon with training fon and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor alf facility in-service training,
which Is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on Interview and record review the facility
failed to ensure the documentation of approved
training with signed certificates and the agenda
taught for 3 of 3 staff members reviewed (Staff C,
Staff D, and Staff £} for control,

) ,or
Per-Service orientation.

Findings included:

A0S

AHCA Form 3
STATE FORM

20-0007

s

Mgt

f continuation sheet 14 of 15




PRINTED: 01/19/2022

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968545 8. WING 1212812021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2619 FORUM BLVD
DISCOVERY VILLAGE AT THE FORUM
FORT MYERS, FL 33905
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
A091| Continued From page 14 AD0S1
Review of Staff C and D's employee files showed
no training for preservice orientation,
s contro, or
Review of Staff E's employee file showed a
24-hour training certificate that was not signed
and there was no agenda of the training provided
attached to the certificate. Review of the website
www._trainingonaging.usf.edu showed the person
or company listed on the cemf"cate was not an
approved trainer for
On at 12:40 p.m. The Human Resource
. verified she could not provide
certificates or training for any of the staff
members. She verified there were no current
policies or agenda's that were being utilized to
ensure staff were trained in the required
curriculum.
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