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Initial Comments.

An unannounced revisit survey was conducted on
at The Heron Club at Prestancia, an
assisted living facility in Sarasota, Florida.

This was a follow-up to the Biennial/Limited
Nursing Services, Extended Congregate Care
and Emergency Power Plan survey conducted on

The following is a description of the deficiencies.

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;
2. Be maintained free of hazards; and,
3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are raaintained in good
working order.
{b} Pursuant to section 429.27, F.S., residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the fumishings, each resident bedroom
or sleeping area must have at least the following
furnishings:
1. A clean, comfortable bed with a mattress no
fess than 36 inches wide and 72 inches long, with
the top surface of the mattress at a comfortable

. o ensure easy access by the resident,
2. A closet or wardrobe space for hanging
clothes,
3. Adresser, or other furniture designed for
storage of clothing or personal effects,
4. Atable or nightstand, bedside lamp or floor
tamp, and waste basket; and,
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5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make availabte linens and
personal laundry services for residents who
require such services. Linens provided by a
facliity must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain the facility as a safe and
sanitary living environment and also failed to
provide privacy for its residents in the memory
unit.

The findings included:

On at 9:55 a.m., a tour of the memory
unit on the second floor was conducted with the
Director of Nursing. The following were

observed:

: Slats were missing from the blinds on
the sliding glass door.

: Slats were missing from the blinds on
the sliding glass door in bedroom.

: Slats missing from the blinds on the
sliding glass door in the bedroom.

: Toilet paper holder missing. Stats
missing on the sliding glass door in the bedroom.

: Toitet paper holder missing. Slats
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missing on the sliding glass door.
: Slats missing from the blinds on the
sliding glass door. Window blinds broken and
torn, closet doors in the dining room off the track
and a hazard to resident when trying fo open.
On at 10:11 a.m., Director of Nursing
confirmed the missing slats in the rooms and
states it is a concern for privacy from outside, she
said, "curtains would be better and solve the
problem.”
On at 2:00 p.m., The executive Director
acknowledged the findings of the missing slats in
the rooms in the memory care unit.
Class Il
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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 . |
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.

are

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to ensure 1 (staff D) of 4 staff
records reviewed, had the Level 2 background
screening employment status updated within 10
days on the Agency's Background screening
clearinghouse website pursuant to chapter 435.
This had the potential for staff with disqualifying
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offenses to have access to adults.
The findings included:

On at 10:00 a.m., Review of the Agency
for Healthcare of Administration background
screen website revealed staff D Registered Nurse
{RN) was not added to the employee roster on
the clearinghouse for the facility.

On at 10:48 a.m., DON stated staff D
{RN) and is the person that will be signing the
monthly assessments and is by the
company to review and sign the monthly
assessments for Limited Nursing Services (LNS)
for facility residents. She acknowledged staff D is
not on the facility roster.

On at 11:30 a.m., Administrator states
staff D (RN) is the person that will be overseeing
her with the LNS program and will be the person
signing the monthly assessments and reviewing
the paper work. The Administrator acknowledged
staff D is not on the facility roster as she is

for the company and states she will
have to speak to the regional person in charge as
they don't add people to the roster that are

, she confirmed staff D will be paid by
the facility.

Unclassified
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