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A 000 Initial Comments AD00

An unannounced Reticensure, Complaint
{#2022002776) and Generator Monitoring survey
was conducted on through

at Courtyard Gardens of Jupiter. The
facitity had deficiencies identified refated to the
Relicensure at the time of the survey.

A 078 53A-36.010(2) FAC Staffing Standards - Staff AO78

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

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
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Continued From page 1

(b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.
{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
Assisted Living Facility failed to ensure that aff
staff members have evidence of freedom from

{ . )documented on an annual

A078

basis or freedom from a Communicable
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Continued From page 2

for 3 of 4 sampled staff, Staff A, Staff B and Staff
C.

The findings included:

Review of the employee personnel file for
Medication Technician Staff A revealed a date of
hire of to provide direct care to
residents on the 7:00 AM fo 3:00 PM shift.
Further review of the employee personnel file
revealed no evidence of a documented statement
Staff A was free from Communicable
within 30 days of hire, or evidence of a negative
examination conducted.

Review of the employee personnel file for Care
Staff B revealed a date of hire of to
provide direct care to residents on the 3:00 PM to
11:00 PM shift. Further review of the employee
personnel fie revealed no evidence of a negative
examination conducted in 2021 or as yet in

Review of the employee personnel file for Care
Staff C revealed a date of hire of to
provide direct care to residents on the 11:00 PM
to 7:00 AM shift. Further review of the employee
personnel fie revealed no evidence of a negative
examination conducted in 2021 or as yet in

During an interview conducted with the
ini and Human R Manager on
at approximately 12:43 PM, they were
given an opportunity to locate the documentation.

On at 3:16 PM during the exit
conference with the Administrator, no additional
documentation was provided.

A078
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Continued From page 3

Class Ili

429.52( ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirernents established by the agency by rule.
This training and education is intended to assist
facitities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shail develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
(b) Resident rights and identifying and reporting
,neglect, and | B
{c} Special needs of elderly persons, persons with
mental iliness, and persons with B
and how to meet those needs.

{d) Nutrition and food service, including

itation practices for preparing,
storing, and serving food.
(e) Medicati rec ping, and
proper technigues for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's and
related

A078
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Continued From page 4

59A-36.011
{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a} The assisted living facility core training

quit nts i
pursuant to section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. in who
have attended core training priorto ., |
and managers who attended the core training
program prior to . . shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part i, F.S., are exempt from this requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years.
{d) A newly hired administrator or manager who
has successfully completed the assisted living
facliiity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:
1. Retake the assisted living facility core training;

A08B0
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Continued From page 5

and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure the Administrator completed the
12 hours of continuing education requirement
every 2 years after completion of the CORE
examination for Assisted Living Facility training.

The findings included:

Review of the personnel record for the
Administrator revealed a date of hire of

. Further review of the personnel
record revealed the Administrator passed the
CORE competency examination on
with the most recent certificate of 12 hours of
continuing education training dated
Continued review of the personnel record
revealed no additional continuing education for
2021 or 2022.

On at 11:00 AM, an interview was
conducted with the Administrator and Human
Resources Manager who provided no further
documentation and acknowledged the findings.
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Continued From page 6

59A-36.011(4) FAC Training -/
{4}

{ ). Pursuant to section
381.0035,F.8,, a‘! facility employees, with the
exception of employees subject to the
requirements of section 4566.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentatlon of compliance must be

in with fon (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all facility employees completed a
training on . and
[ ) within 30 days of hire for 1 out of 4
sampled staff, Staff A.

The findings included:

Review of the personnel file for Medication
Technician Staff A revealed a date of hire of

to work the 7:00 AM to 3:00 PM shift.
Further review of the personnel file revealed there
was no certificate of completion for !
training obtained within 30 days of hire.

On at 4:00 PM, during an interview
with the Administrator and Human Resources
Manager, they both acknowledged they couid not
find the documentation.

Class Il
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Continued From page 7

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

435.12 Care Provider Background Screening
Clearinghouse.-

{2)(b} Until such time as the | are
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
submit to 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
employee for electronic |, | submission to
the Depariment 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 interview and record review, the facility
failed to ensure that all employees who were
terminated were updated with a termination date
in the Agenoy for Health Care
Administration{AHCA) Background Screening

CZ814

cz8t4
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C€Z814| Continued From page 8 CZ814
Clearing House roster within 10 business days of
termination for 2 out of 6 sampled employee
personnel records (Staff E and Staff F).
The findings included:
On at 4112 PM a side by side review
of the employee personnel records was
conducted with the Administrator and Human
Resources Manager who provided documentation
with the following employees last date of service
and who were not listed as terminated in the
Background Screening Clearing House roster:
1. Staff E last date of service was
2. Staff F last date of service was
During the exit conference conducted on
at 4:30 PM, the Administrator
acknowledged the findings.
Unclassified
CZ816| 408.809(2) 435.05(2) 50A-35,090(2d-3b) Cz818

Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |

to the Federal Bureau of Investigation for a
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Continued From page 9

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

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

. slectronically to the Department of
Law Enforcement for state processing, and the
Departmem of Law Enforcement shall forward

the to the Federal Bureau of

Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h) and enroiled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the licensee or the person ., . The
agency may accept as satisfying the
requirements of this section proof of compfiance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:
{a) The screening and
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;
{b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and
{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with

CZ816
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Continued From page 10

chapter 435 and this section using forms.
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

58A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
(d} An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorporated by
reference, available at
hitp:/iwww. firules.ol asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to | | to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening

CZ816
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Continued From page 11

requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at;
apps.ahca.myflorida.com/SingleSignOnPortatl.
{b) If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the repert and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to Section 435.05(1)(d),
F.8., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure 3 out of 4 staff reviewed, the
Administrator, Staff B and Staff C had the
required Attestation of Compliance with
Background Screening documentation in their
record.

The findings included:

Review of the employee personnel record for the
Administrator revealed no Attestation of
Compliance with Background Screening in her
file,

Review of the employee personnel record for
Staff B, a Care Staff, revealed a date of hire of
. Further review of the employee
personnel record revealed no Attestation of
Compliance with Background Screening in his
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file.
Review of the employee personnel record for
Staff C, a Care Staff, revealed a date of hire of
. Further review of the employee
personnel record revealed no Attestation of
Compliance with Background Screening in her
file.
On at 4:00 PM during an interview
conducted with the Administrator and Human
Resources Manager, they provided no additional
documentation and acknowledged the findings.
Unclassified
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