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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 observation record review and
interview, the Facility failed to ensure one (Staff
B) out of four sampled employees were
registered with the Agency for Healthcare
Administration (AHCA) Background Screening
Roster within 5 business days of their hire date.

Findings included:

Staff B was observed working in the facility on
between 9am and 12:30pm.

A review of the facility AHCA background
screening roster conducted on
revealed that Staff B was not fisted on the roster.

During an interview with Staff B conducted on
at 10:55am, she stated she had been
working at the facility for 15 days.

CZ814
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The administrator agreed to the finding during an
interview on at 12:30pm. She stated
she thought she had added Staff B to the facility
roster.
Unclassified
A00Q] Initial Comments A D00
A complaint {complaint number 2024009856 in
conjunction with a generator monitoring survey
was conducted at Sunshine Living ALF Corp on
. Deficiencies were identified during
the survey.
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025

88=G| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

" ; or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designes of the need for health care services and
must assist in making |, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shalf arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.
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59A-36.007 Resident Care Standards,

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule Is not met as evidenced by:
Based on observation, records review and
interviews, the facility failed to provide personal
supervision and oversight required for each
resident to include awareness of general heaith,

A025

safety and well-being for 13 out of 13 facility
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residents. This lack of oversight and awareness
placed all 13 residents at immediate risk of harm,

Findings included:

Resident interviews conducted on

between 9am and 12:30pm revealed that the
residents were placed outside on the patio
for approximately 2 hours while the facility did a
pest treatment.

Resident #6 stated at 3:08am they were required
to be outside for several hours between breakfast
and lunch while the facility used fogger bombs to
treat for pests. He stated they received no water.

Resident #7 stated at 3:27am they were required
to wait outside for approximately 1 to 2 hours in
the morning before noon.

Resident #1 stated at 3:07am they were outside
from breakfast to lunch. The staff did not allow
them come inside while the treatment was
occurring. She did not receive water.

Resident #2 stated at $:10am they were required
to be outside on the porch for 2 hours while it was
hot. The staff did not provide them with food or
water.

Resident #3 confirmed at 9:15am that they had to
stay outside for 2 hours.

Resident #4 confirmed at 9:28am that she did not
receive water or food.

Staff A and B confirmed during interviews
conducted on between 10:45 am and
10:55am that all 13 residents were required o be

A025
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outside on the porch after breakfast for anywhere
between 2 1o 3 hours and could not come inside
because of the smoke from the foggers.

An observation on revealed the
porch was covered and had 2 ceiling fans. The
area did not receive direct sunfight between 9am
and 12:30pm.

According to the website localcenditions.com the
temperature for the facility's location on

ranged from 82 degrees to 91
degrees Fahrenheit between 9am and 12pm. The
humidity level ranged from 82% at 9am to 63% at
12pen.

Record review conducted on revealed
Resident #10 was admitted to the facility on or
around with hospice care. Resident
#10 was diagnosed with .\

ofthe . _ with to the

and bone.
Resident #6 stated during his interview on
at 9:08am that he called the

Emergency Medical services for Resident #10
after he complained of being , and getting
worse.

Areview of the local Emergency Department
notes for Resident #10, conducted on
revealed Resident #10 was evaluated on

1204 for complaints of feeling overheated
after being put outside on the porch while they
bug bombed the facility.
After being evaluated Resident #10 was
discharged to the facility the same day.

During an interview with the administrator
conducted on at 9:41am she

A025

confirmed having residents outside on the porch
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Continued From page 6

on for about 1 % to 2 hours. She
confirmed a resident called the ambulance for
Resident #10 who was under hospice care. She
stated Resident #10 was discharged from the
facitity to a hospice house on .

The administrator confirmed at 11:52am itis
normal procedure to ask the residents to stay
outside during pest treatment. She stated that
she thought it was appropriate.

Class 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 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 § 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
pasis. 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 annuat
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

A025

AQ78
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Continued From page 7

2. If any staff member has, or is suspected of
having, a col 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 fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and
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, F.AC.
(d) An assisted living facility Lto
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 or contractor will provide to residents.
() For faciiities 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 alf 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.8.

A078
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Continued From page 8

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
provider failed to provide annual documentation
verifying freedom from for two (Staff
C and D) out of three sampled employees.

Findings included:

A record review for Staff C and Staff D's
employee records conducted on
revealed no evidence of an annual
documentation verifying freedom of

During an interview with the Administrator
conducted on at 12:30pm, she
agreed to the missing documentation verifying
freedom from

Class Ili

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facifity must maintain required records in a
manner that makes such records readify available
at the licensee's physical address for review by a
tegally authorized entity, if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.

A078
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Continued From page 9

{b} An up-to-date admission and discharge fog
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha s and,
2. Date of discharge, reason ior discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to retum pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

(c) Alog listing the names of alf temporary
emergency placement and respite care residents
if not included on the [og described in paragraph
(b).

(d} The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility’s liability insurance poticy required
in Rule 58A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{h) If the facility advertises that ut provtdes special
care for persons with or
related .acopyof all such facility
advertisements as required by Section 429.177,
F.8.

A180
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Continued From page 10

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007. F.AC.
{j) Al food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to Section 429.435, F.8., and rule Chapter
69A-40, F.A.C,, issued within the last 2 years.
{I) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Sechon 429 35, F.S., all

survey, and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FA.C.;
{q) The facility's prevention poficies and
procedures;
{r} The facility's medication practices;
(s} The facility's policy on physical
{t) The facility's policy on assistive devices;
{u} The facility's policy on third-party providers;
{v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.
{w} For facilities licensed as limited mental health,

A180
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extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have resident and facility records readily
available for review.

Findings included:

An attempted resident record review for residents
# 3, #6, #9 and #10 conducted on
revealed records were not available for review.

The facility was alsc unable to provide the facility
admission and discharge log, as well as the
comp 1sive emergency planto
the surveyors for review on

During a phone interview with the Administrator,
conducted on at approximately
9:00am she stated she was out of the country
and her staff did not have access to any records.

Class Il

A181| 429.275(2) FS; 59A-36.015(2) FAC Records -
88=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,

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of alf licenses or certification held
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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
P ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. 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 alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with levef 2
packground screening for alt staff subject to
screening requirements as specified in Section
429.174, F.8,, and Rule 59A-36.010, FA.C.,
4. For facilities with a ficensed 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
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
{b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facifity. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
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{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 ensure an employee application was
furnished with references for two (Staff C and
Staff D) out of three sampled employees.

Areview of Staff C and Staff D's personned files
conducted on revealed the employee
ications were missing i

references.

During an interview with the administrator
conducted on at 12:30pm she agreed
with the findings.

Class Il

A185 429.23( & ) FS Risk Mgmt & QA
88=D
429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.~
{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
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purposes of this section, the term, "adverse
incident” means:
{a) An event over which facility personnel could
exercise control rather than as a resuit of the
resident's condition and results in:
2. or .,
3. Permanent H
) or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including faiture to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due 1o the incident rather than the
resident's condition before the incident; or
7. An event that is reported to faw enforcement or
its personnel for investigation; or
{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.
(3) Licensed facilities shalt provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.
{4) Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
portal is offine, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must inciude the resuits
of the facility’s investigation into the adverse
incident.
{8)

damage,;

, neglect, or must be
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reported 1o the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
5. 456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciplinary action
by the appropriate board, the agency shal report
this fact to such regutatory board,

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to file an Adverse Incident Report {AIRS)
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with the Agency of Healthcare Administration
within the required timeframe of one business day
for two (#3 and #9) out of two sampled residents
after a Resident-to-Resident

Findings included:
AResident interview with Resident #3 conducted
on at 9:15am revealed that he had an
altercation with resident #9 outside the facility on
. Resident #3 stated Resident #8 hit
him in the and Resident #3 called law
enforcement. He was sent to the hospital for
evaluation.

Arecord review of Resident #9, conducted on
reveated that Resident #9 was
on

During an interview with Staff A conducted on

at 11:37am , Staff A confirmed the
incident between Resident #3 and #9 and stated
that the residents did not bave altercations before
and since the incident on

During a phone interview with the administrator
conducted on at approximately
11:55am she confirmed the altercation between
two residents and stated Resident #3 was

by law enforcement. She stated she did not
contact the Florida Department of Children and
Families and agreed that she shouid have filed an
AIRS with the Agency for Healthcare
Administration.

Class Ili
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