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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 prmt

notification program at the Federal Bureau of
Investigation:

1. A person with a break in setvice 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.

2. Effective . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity,

{c} An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
dlearinghouse.

1. Before . . initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . . initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person’s
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must include the person ' s full first name, middle
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
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 obtain a Level |l background screening
for an employee that had a break in service of
more than ninety days from a position that
required screening (The Administrator).

Findings included:

A review of the Background Screening Database
showed that the Administrator's previous
employment within the health care system ended
on . The Administrator stated that she
worked one or more jobs unrelated to heaith
care, then returned when tihs facility was being
prepared fo reopen.

Further review of the Background Screening
Database revealed the Administrator's hire date
at the facility was - The Background
Screening Database showed that the

ini last Level Il ing was dated
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Interviewed on at approximately 2:45

PM when notified that she had a break in service

of over ninety days from a position that required a

Level Il screening without a new screening the

Administrator stated that she would obtain a new

Level Il screening.
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Initial Comments.

An announced initial licensure survey was
conducted at Lemar Home ALF on

through . Deficiencies were identified
at the time of the survey.

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessad at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be slerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to Section 415.105 or
415.1051, F.8,, is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that inciudes their name and the facility's name,
address, and telephone number. Staff trained
oursuant to paragraph 59A-36,011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.

2. The facitity must have a photo identification of
at risk residents on file that is accessible to ali
facitity staff and law enforcement as necessary.
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The facility's filte must contain the resident's photo

identification upon admission or upon being
atrisk for

admission. The photo identification may be

provided by the facility, the resident, or the

resident's representative.

{b) Facility Resident Elopement Response

Policies and Procedures. The facility must

develop detailed written policies and procedures.

for responding to a resident elopement. Ata

rninimum, the policies and procedures must

provide for:

1. An immediate search of the facility and

premises,

2. The identification of staff responsible for

i ing each part of the

response policies and procedures, including

specific duties and responsibiities,

3. The identification of staff responsible for

contacting law enforcement, the resident’s family,

guardian, heaith care surrogate, and case

manager if the resident is not located pursuant to

subparagraph (8)(b)1.; and,

4. The continued care of all residents within the

facitity in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility

rust conduct and document resident elopement

drills pursuant to Section 429.41(1)(k), F.S.

to

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to develop written policies and procedures.
for responding to a resident elopement. The
Administrator was unable to explain the facility's
elopement prevention measures.

Findings included:

A review of facility records showed no
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Continued From page 2

1of an ¢ plan.
Interviewed on at approximately 1:30
PM when asked to describe the facility's
elopement response policies and procedures the
Administrator stated that she would watch the
residents closely.

Interviewed on at approximately 2:45
PM the Administrator stated that the facility would
develop an elopement prevention and response
plan.

Cass Il

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith 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 § 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 docurmented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health 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
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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 until a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

(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
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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 interview and record review the facility
failed to ensure that one out of one sampled staff
member (The Administrator) was qualified to
perform the assigned duties consistent with her
tevel of education, training, and experience. The
Administrator failed to correctly describe the

) technique.

Findings included:

Interviewed on at approximately 1:10
PM the Administrator stated that she was the only
caretaker at the facility.

Interviewed on at approximately 1:30
PM when asked to describe the

., . ) technique the
Administrator was unable to explain the
technique. She stated, "Move the
clear the airway, give five
breaths.”

and two

According to the American Association,

"For healthcare providers and those trained:

conventionat using .,

to breathing at a ratio of 30:2
to breaths.”

and

Areview of the Administrator's record revealed
documentation of First Aid/ training dated

Class i
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Continued From page 5

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 rogintained 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,

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

A152
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be

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to provide a safe living environment and
ensure that the facility's architectural systems and
appurtenances are maintained in good working
order. The facility also failed to provide closets
and furnishings in the resident rooms.

Findings included:

Observation on at approximately 1:00
PM showed that the front entrance to the facility
was unpainted. Further observation showed an
old spring matiress and broken glass in the patio.
Further observation showed that the property
fence was in poor condition and falling in places,

Observation on at approximately
1:05 PM showed that resident # did not
have a closet.

Observation on at approximately 1:08
PM showed that resident #_did not have a
dresser or a nightstand.

Observation on at approximately 1:10
PM showed that resident # . did not have a
closet or a dresser.

Observation on at approximately 1:12
PM showed that resident had two beds
but only one nightstand and one lamp.

Observation on at approximately 1:15
PM revealed household chemicals inside an
unlocked laundry closet and under the kitchen
sink. Further observation showed that there was
no lock on the closet door or a locking cabinet to
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secure laundry and cleaning products.

Interviewed on at approximately 2:45
PM when informed about the missing items and
the household chemicals that were accessible the
Administrator stated that it would be corrected.

Class It

AHCA Form 3
STATE FORM

20-0007

s

Y8401t

f continuation sheet 8 of 8



