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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 .. i
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

1o

This Statute or Rule is not met as evidenced by:
Based on review of personnel file, staff interview,
and review of the Agency for Heaith Care
Administration (AHCA) Care Provider
Background Screening Clearinghouse website,
the facility failed to maintain an updated
employee roster with the status of one current
employee {Employee B) out of two sampled
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employees, within ten days of beginning
employment with the facility,

The findings include:

During the biennial licensure renewal survey on
Employee B's personnel file was
reviewed. Her date of hire was

Review of the AHCA Care Provider Background
Screening Clearinghouse website on

at 2:52 PM revealed that Employee B was not on
the employee roster. A screening request was
made on {Photographic evidence
obtained).

During a telephone interview with Employee 8 on

at 1:03 PM she stated that she works
day and evening shifts part time at this facility.
She confirmed she started working at this facility
in

During an interview with the Administrator on
at 3:34 pm she stated that she did try

to enter Employee B on the employee roster in
the AHCA Care Provider Background Screening
Clearinghouse website today, but there was an
issue that prevented her from completing the
enroliment. She confirmed that Employee B had
been working at this facility for six months now.

Unclassified
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AQCQ] Initial Comments

A blennial re-licensure survey was conducted at
Mason House Assisted Living Facility on

. The faciiity had deficiencies at the
time of the survey.

A 055 59A-36.008(6) FAC Medication - Storage and
88=D| 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
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

A0DC
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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; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

fol , except that a i
requiring refrigeration must be kept
Refrigerated medications must be secured by
being kept in & 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 or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; 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 to 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
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
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stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned 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.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i

pharmacy pursuant to Rule 64816-28.870, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, clinical record review, and
staff interview, the facility failed to ensure that
medication was stored in a secured medication
cart or cabinet, for one of five residents of the
facifity (Resident #1).

The findings include:

Medication pass for Resident #1 was observed
on at 9:25 AM with the Administrator,
amed tech. She went to the resident’s room and
told him it was time to get his ., .- She
took a vial of . off the top shelf of the
closet in the resident's room. it was not labeled
with a label from a pharmacy with name of the
medication, dosage, or frequency of
administration. She took the lid off, She then told
him to hold his and she dropped one
drop in the left | . She then returned the vial to
the top shelf of the closet.

Review of the MOR revealed it read:
Balance Solution 0.6% Two drops fo left |
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three times a day 8 AM, 12 PM, 8 PM. Review of
the physician's orders revealed it read;

Complete 0.6% ... 2drops to left

three times a day. (Photographic evidence
obtained).

AL10:05 AM on , when asked where
the tabel was for the |, . . she stated that
she was not sure if she still had the box with the
pharmacy iabel on it. She left the interview to go
fook for it. She stated she likes to keep the vial of

. in the resident's room, so itis
convenient to get to when she needs to give it to
him,

At 10:43 AM on she returned to the
interview with a box of the ., . medication
with a pharmacy label on it. She stated " knew |
had . | never throw anything away.” The box
had another unopened vial of medicated

.. init. She stated she had to lock for it.
Review of the label revealed it read: |,
Balance Solution 0.6% Two drops o left
three times a day (Photographic evidence
obtained).

During a review of the medication pass with the
Administrator at 11:40 AM, she stated she keeps
alf of his medications in the locked medication
closet except for the . . She keeps the

. ... Inthe closet in his room so itis
convenient when she needs to give it to him. He
fikes to sit in his recliner in his room and that is
where she gives himthe |, | throughout
the day. The resident's room was not locked and
the closet in his room is not focked.

She stated that all of the residents currently
residing in this facility have and cannot
understand what medications they are receiving.
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Continued From page 4

All of the residents are ambufatory and can walk
around the facility if they desire. She stated that
she is usually working in the facility by herseif and
the other employee works by herself when she is
not here.

During a second observation with the
Administrator at 12:35 PM on , she
stated, "Let's do this right this time.” She went to
the resident’s room and told him it was time to get
his ., . 8he could not find the box with the
fabel on it. She looked for  minutes and stated
she could not find it. She stated she did not know
what she did with it. The medication closet was
observed, and the box was not init. At 12:42 PM
on , she stated she found the box with
the label, and she could now do the medication
pass. After assisting with the drops, she put the
vial up on the closet shelf in the resident's
room and did not fock it in the medication closet.

Class Il

429176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational
quirements and has the i
core educational requirements under s. 429.52. A
facitity may not be operated for more than 120
consecutive days without an administrator who
has completed the core educational
requirements.

ADBS
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429.62
{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
admsnlstranve fine as prescribed in s. 429.19.
licensed in act with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule
{5} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years,

59A-36.010

{1) ADMINISTRATORS. Every facility must be

under the supervision of an administrator who is

responsible for the operation and maintenance of

the facifity including the management of al staff

and the provision of appropriate care to alt

residents as required by chapters 408, part I,

429, part |, F.S., and rule chapter 58A-35, FA.C,,

and this rule chapter.

{a) An administrator must:

1. Beatleast o

2. If employed on or after

have, at a minimum, a high school dxploma or

GED.;

3. Be in compliance with Level 2 background

screening requirements pursuant fo sections

408.809 and 428.174,F.S;

4. Complete the core training and core

competency test requirements pursuant to rule

59A-36.011, F.A.C, no later than 90 days after

il as a facility i

Administrators who attended core training pnor to
L. . are not required to take the

competency test unless specified elsewhere in

AD077
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Continued From page 6

this rule; and,
5. Satisfy the continuing education requirements
pursuant to rute 59A-36.011, F.A.C.

ini who are not in compli; with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the depariment.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,; and,
2. Complete ail additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a d of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
faciiiies.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirerents, and continuing education
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requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program prior to

. are not required to take the
competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not , serve as an administrator
of any other faciiity.
{e) Pursuant o section 429.176, F.S., faciity
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which
is incorporated by reference and available online
at:
hitp:/iwww. firules.ol asp?No
=Ref-08393.

This Statute or Rule is not met as evidenced by:
Based on personnel file review and staff
interview, the facility failed to ensure the one of
two employees reviewed provided evidence of
meeting the minimum education requirements
before assuming their role (the Administrator).

The findings inciude:

During the biennial licensure renewal survey on

the Administrator's personnel file was
reviewed. There was no evidence of a high
school diploma or equivalent degree. She
opened this facility in

During an interview with the Administrator on
at 2:33 pm, she stated she did not
have a copy of her high school diploma and had
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not seen it for years.

Class Il

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

429.52(1)
{1) Each new assisted living facility employee
who has not previously 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.

{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

AD077
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{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 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. Facifity
administrators or managers shall 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 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
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{c} Staff who provide direct care to residents, who
have not taken the core training program, shalt
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 facility.
2. Recognizing and reporting resident N
negtect, and | . The facifity 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 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing 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 minimum of 1-hour-in-service training
within 30 days of employment in safe food
handfing 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 facifity's resident elopement respense 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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AHCA Form 3020-0001
STATE FORM e LKRF11 # continuation sheet 11 of 12




PRINTED. 07/08/2022

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
AL11968279 8. WING 06/20/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8005 RENAULT DR N
MASON HOUSE, LLC
JACKSONVILLE, FL 32244
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)
A081| Continued From page 11 AD081
Based on personnel file review and staff
interview, the facility failed to ensure that one of
one employee had received a two hour preservice
orientation prior to having contact with the
residents of the facility (Employee B).
The findings include:
During the biennial licensure renewal survey on
, Employee B's personnel file was
reviewed. Her date of hire was .
There was no evidence that the employee had
received the preservice orientation training prior
to beginning work at this facility.
During an interview with the Administrator on
at 3:34 pm, she stated that she did
not know what the preservice orientation training
was, and she confirmed that Employee B had not
received the training.
Class Il
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