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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 L . 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 ensure an employee was registered with
the Agency for Healthcare Administration (AHCA)
Background Screening Roster within 5 business

days of hire date, for one (Staff F} of five sampled
staff.

Findings included:

An observation conducted on at
11:45am revealed Staff F was working in the
facility.

Areview of the employee census listing
conducted on revealed Staff F was
not on the fist.

A review of the facility's AHCA background
screening roster conducted on
revealed Staff F was not fisted on the facility

CZ814
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roster. {Photographic evidence obtained.)

In an interview with the Administrator conducted
on at 12:38pm she said Staff F
needed to be on the facility roster and had been
working in the facility for & long time.

Unclassified

408.809(1)(. .); 435.02(2); 435.06 FS
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

(1} Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435;

{a) The licensee, if an individual.

{b} The administrator or a similarly titted person
who is responsible for the day-to-day operation of
the provider.

{c} The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

(d} Any person who is a controlling interest.

{e) Any person, as requited by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, _ with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or _ with a licensee or

CZ814

CZ818
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provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

3yAn must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s, 435,04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behaif.

(4} In addition to the offenses listed in s, 435.04,
all persons required to undergo background
screening pursuant fo this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony,

{b) This chapter, if the offense was a felony.

{c} Section 409.920, relating to Medicaid provider
fraud.

(d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
{f} Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 784.03, relating to battery, if the victim

CZ815
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isa adult as defined in s. 415.102 or a
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

{h} Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoetectronic, or photooptical systems.

{i) Section 817.234, relating to false and
fraudulent insurance claims.

{j) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k} Section 817.50, relating to fraudulently
obtaining goods or services from a health care
provider.

{I) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal identification information.

(n) Section 817,60, relating to obtaining a credit
card through fraudulent means.

{0} Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

(p} Section 831,01, relating to forgery.

{q) Section 831.02, relating to uttering forged
instruments.

{r} Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s} Section 831.09, relating to uttering forged
bank bilfls, checks, drafts, or promissory notes.

{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controiled substance, if the offense
was a felony.

{v} Section 895.03, relating to racketeering and
collection of unlawful debts.

(w) Section 896.101, relating to the Florida Money
Laundering Act.

CZ815
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If, upon rescreening, a person who is currently
employed or with a licensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disquatifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
ficensing agency renders a decision on the
apptication for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

(5} The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{6)a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ticense or certification.

{b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a

CZ815
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person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ticensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining ., pursuant to s.
943.05(2).

{8) There is no reemployment assistance or other
monetary Kability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-
{1} If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee fo contest his or her

i i ion or to request on from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
(2}{a) An employer may not hire, select, or
otherwise allow an employee to have contact with

CZ815
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any person that would place the
employee in a role that requires background
screening untit the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c} The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s, 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
orocess for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or

CZ815
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termination of employment.

(3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i fon necessary to plete the ing,
including . . if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary lability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or whe was , regardiess of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a Level l Background Screening
conducted for 1 (Staff F) of five sampled staff.

Findings Included:

Record review conducted on of the
online Agency Background Screening for Staff F
revealed background screening determination
was expired. Areview of the online Agency for
Healthcare inistration Back d i
website showed result of "new screening is
required” and expired | for Staff F.
{Photographic evidence obtained.)

CZ815

AHCA Form 3
STATE FORM

20-0007

s

R7K311

If continuation sheet 9 of 26




Agency for Health Care

PRINTED: 04/23/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11967286

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
04/10/2024

NAME OF PROVIDER OR SUPPLIER

BEST CARE SENIOR LIVING AT ST PETE

1001 9TH &
SAINT PETH

STREET ADDRESS, CITY, STATE, ZIP CODE
TREET NORTH
ERSBURG, FL 33701

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

CZ815

CZ841
88=D

Continued From page 9

An interview conducted with the Administrator on

at 12:38 pm she said she sent Staff F
immediately to gether . | done. She said
she understood she could not work until the
packground check was returned as cleared and
said it must have been missed when Staff F was
removed from the facility roster.

Unclassified

408.823( . .} FS In-person Visitation

{1) This section applies to .
centers as defined in s, 393.063,

hospitals licensed under chapter 395, nursing
home facilities licensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part VIl of chapter 400, and assisted living
facitities licensed under part | of chapter 429.

{2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures. The policies
and procedures must, at a minimum, include
control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
aumbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere te the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may

CZ815
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not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b) Aresident, client, or palient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must aliow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care.
{c} The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:
1. End-of-life situations.
2. Aresident, client, or patient who was fiving with
family before being admitted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.
3. The resident, client, or patient is making one or
more major medical decisions.
4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently .
5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver,
6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.
7. For hospitals, childbirth, including tabor and
delivery.
8. patients.

CZ841

AHCA Form 3
STATE FORM

20-0007

bl R7K311

# continuation sheet 11 of 26




Agency for Health Care

PRINTED: 04/23/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11967286

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
04/10/2024

NAME OF PROVIDER OR SUPPLIER

1001 9TH &

BEST CARE SENIOR LIVING AT ST PETE
SAINT PETH

STREET ADDRESS, CITY, STATE, ZIP CODE
TREET NORTH
ERSBURG, FL 33701

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

CZ841

Continued From page 11

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial icensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{f) Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the Facility failed to ensure their
visitation policy was accessible on the homepage
of their facility website.

Findings Included:

In an online record review of the facility website
conducted on there was ne visitation
policy posted. (Photographic Evidence Obtained.)

Ir an interview with the Administrator conducted
at 4:12pm she said that she had sent the
visitation policy to be added, but it was not yet
done. She said the owner said he would shut
down the website untll it was able to be added.

In an observation conducted on at
4:12pm the website was stilt onfine and there was
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no visitation policy added.

Class Il

430.5025(4 & ) / :
Training

(4) Employees of covered providers must
complete the following training for s

and related forms of :
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have s

or related forms of .
{b} Within 30 days after beginning employment,
each employee who provides personal care fo or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicating and interacting with persons with

‘s or refated forms of
. Arecord of the completion of the

training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer’s written policies.
3. An employee who has completed the training
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Continued From page 13

required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c} Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
to, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
(d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adutt family-care home, or an adult day care
center, each empioyee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a} and (b).
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
(e} For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with ‘s

or related forms of , in addition
to the training specified in paragraphs (a} and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personat care fo or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
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Continued From page 14

complete an additional 4 hours of
-specific training. Such training must
include, but is not limited to, understanding
and related forms of
, the stages of 's .
icati ies, medical i

d
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning ... For this
subparagraph, the term “on-the-job training"
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee 's skills for
caring for a person with ora
related form of .The conhnumg
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilfed and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ., chosen by the
facility administrator, On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph {(d},
or paragraph {e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentanon verifying the
training and of
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the employee, if applicable, must be provided to
the covered provider upon request.

2. A heaith care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.

{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a heaith care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.

{9) Each person employed, Lor
referred to provide services before | s
must complete the training required in this section
pefore |, | . Proof of compietion of
equivalent training completed before .. , | .
shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
after .., ., . may complete training using
approved curriculum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule Is not met as evidenced by:
Based on interview and record review the Facility
failed to ensure employees had a 1-hour training
in and Related Forms of

Education within 30 days of hire for
one (Staff G) of five sampled employees.

Findings Included:

Arecord review for Staff G conducted on
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Continued From page 16

revealed a hire date of
and no evidence of 1-hour training in
and Related Forms of

Ir an interview with the Administrator conducted
on at 2:41pm she said she did not
see the annual training in Staff G's
file and would have fo check on it.

Class Il

Initial Comments.

Abiennial re-licensure survey with limited mental
health and complaint (#2024002365) in

junction with a itoring visit was
conducted at Best Care Senior Living at St. Pete
on . Deficiencies were identified at the
time of the survey.

59A-36.012(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

http:/iwww firules. org/Galeway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference intakes estabfished by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and avatiable for
review at:
hitps://ods.od.nih.gov/Healthinformation/Dietary_
Reference_intakes.aspx. Therapeutic diets must
meet these nutritionat standards to the extent
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Continued From page 17

possible.

(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule,
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the

AD093
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facitity for 6 months.
(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.
1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hotrs nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of ., the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures, All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times, The quantity must be based on

the resident census and not on licensed capacity.
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The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to meet all residents’
nutritional needs by failing to prepare food with
the use of standardized recipes, failing to follow
their approved menu, failing to properly store and
maintain foods for all residents, and failing to
maintain ion on dietary substituti
made for six months. Additionally, the facility
failed to meet all residents nutritional needs by
failing to maintain a 3-day supply of
nonperishable food, based on the number of
weekly meals the facility had o serve
for alt residents.

Findings Included:

In an interview with Resident #1 conducted on
at 9:32am they said that the portions
were very small and there was no orange juice.

In an interview with Resident #2 conducted on
at 9:43am they said there were no
items for the and the residents
could have not have orange juice, but they felt
that was needed for with tow
. - They said there was no broccoli "or any of
that" served.

In an interview with Resident #3 conducted on
at 10:00am they said the food was
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not good and that they would buy their own food
when they could. They said sometimes they got
“kiddie” sized plates which was not good for
grown aduits.

In an interview with Resident #7 conducted on

at 10:00am they said the food on the
menu was different than what was served. They
said the food had no flavor and tasted bad.

In an interview with Resident #5 conducted on

at 10:30am they said the food was
not edible and they would complain but nothing
would get done. Additionally, they said the facility
served an overabundance of sandwiches and that
the portions were tiny. They said that meatioaf
was served the week before and when they used
a fork it was enough for three bites.

In an interview with Resident #8 conducted on

at 9:54am they said that the food was
not edible and that they would get feflovers a lot,
Additionally, they said the facility did not follow the
menu and that one day the meat served was
purple.

In an interview with Resident #10 conducted on
at 9:36am they said the food was not
edible.

In an observation conducted on of the
facitity kitchen at 11:00am with the Administrator
the Kitchen Manager was preparing two salads
from a metal bow! that was partially covered with
foil. The meals being prepared with the
fettuce mixture from the undated bowls were old,
wilted, and were brown in color with a stimy film
covering the lettuce. The kitchen was
disorganized and staple food was found on
sheives next to the stove and not stored properly
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in a sanitary manner.
Atour of the refrigerator/freezer revealed:
"Opened bags of frozen meat and meat
substitutes not dated in the freezer.
“Dried spills in the bottom of the freezer below
frozen food.
"A red food storage container with a brown meat
mixture with the lid popped off on the top sheif of
the refrigerator, an opened can of food with a
plastic bag over it, and a plate and what appeared
to be a bowl covered with foil with no
date on it.
“A half-galion container of syrup in the refrigerator
with a piece of undated foil used as the
fid.
"A package of 160 siices of American cheese
opened exposing slices of cheese inside a
cardboard box
"An opened . bag of cheddar cheese that was
Ya full and not tied or labeled.
“A large white plastic container of sliced
strawberries was undated in the freezer.
"Two individual muffins were uncovered in
cardboard in brown paper liners in a cardboard
pox. (Photo evidence obtained.)
In an interview with the Administrator conducted
on at 11:05am she agreed the salad
mixture being used for resident plates was
spoiled and food was not being stored properly.
Ir an observation with the Administration
conducted in the kitchen on at
11:05am the Kitchen Manager threw away the
salad mixture used to prepare meals after the
Administrator agreed it was spoiled.
In a recerd review of the menus posted on the
main floor dining room wall conducted on
AHCA Form 3020-0001
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A093

Continued From page 22

there was no split, .. soup on the
menu., There was % cup of peas on the week
one menu for Wednesday's lunch.

In an observation of the emergency food supply
conducted with the Administrator on

at 11:25am there were a few cans of various
vegetables, beans, fruit, and soup. There were
boxes of cereal and pasta. No protein items were
visible,

In an interview with the Administrator conducted
on at 11:25am when asked if the
emergency foed supply was sufficient for the
census of residents she said "No,"

Ir an observation conducted on at
11:35am of the soup served for lunch it was split
. .. soup and made with dried peas that were still
hard and it was very salty to taste.

In an interview with the Kitchen Manager
conducted on at 11:35am he said that
residents don't eat vegetables when served with a
meal, so they make soup with them to give the
residents their vegetables,

In a record review of the facility substitution
record conducted on the log was
dated from to

In an interview conducted with the Kitchen
Manager on at 1:00pm he said the
menus were not followed and that the
Administrator had switched the tunch and dinner
menu because residents had complained they
were not getting a hearty meal at the end of the
day.

In an interview conducted with the Administrator
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A093| Continued From page 23 ADS3
on at 3:04pm she said she was told
by the Dietician that the same full sugar desserts
couid be served to but only half
portions. She said she did not have
snacks and desserts available for
residents. She said she agreed the opened food
shotdd be labeled with the date. Furthermore, she
agreed the soup served for funch did not taste
good and was not on the menu. She said they
should be using standardized recipes for meals.
She agreed the substitution log should be on file
for more than 4 months. Additionally, she said
they would update their emergency food supply.
Class Ili
A 161| 429.275(2) FS; 59A-36.015(2) FAC Records - A161

$8=D | Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of i with all
training requirements of this part or applicable
rule, and a copy of all icenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the

with
furnished, and documentation verifying freedom
from signs or symptoms of communicable
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A161| Continued From page 24

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for alf staff subject to
screening requirements as specified in Section
429.174, £.S., and Rule 58A-36.010, FA.C.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010. FAC,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drifls pursuant to paragraph 59A-36.007(8)(c),

.C.

{b} The facility is not required to maintain
personnel recerds for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 58A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010. F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide proof of employee applications
with references for one (Staff D) of five sampled
employees.

A8t

AHCA Form 3020-0001
STATE FORM

bl R7K311

f continuation sheet 25 of 26



PRINTED: 04/23/2024

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
AL11967286 B.WING 04/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1001 9TH STREET NORTH
BEST CARE SENIOR LIVING AT ST PETE
SAINT PETERSBURG, FL 33701
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

Finding included:

and an i

A161| Continued From page 25

Arecord review for Staff D conducted on
revealed a hire date of

with no

on file.

A8t

An interview with the Administrator conducted on
at 3:00pm she said she would have

Staff D complete his application and references

and may have it online but woutd have to verify.

Class Il
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