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

435.12 Care Provider Background Screening
Clearinghouse.-

{2){b} Untll such time as the . | are
enrolled in the national retained print

nofification 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 retums 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 80
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 clearinghouse.

1. Before P , 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 .o , 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, middie
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 that employment changes were
made within 5 days of a person’s change in
employment status for one (Staff A) or the five
sampled staff.

Findings included:

Arecord review of the facility schedule revealed
that Staff A, medication technician (MT) was
terminated from the schedule as of

Arecord review of Staff A's background screening,
conducted on . revealed that Staff A,
MT was hired on and had no
termination date on the facility roster.

During an interview with the Health and Wellness
Director (HWD), conducted on at
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Continued From page 2

10:32AM, the HWD confirmed that Staff A was no
fonger employed at the facilty.

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 |i of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vill 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;

ing, personal p i i and
other controf protocols for visitors;
permissible length of visits and numbers of
visitors, which must meet or exceed the standards
in s5. 400.022(1)(b) and 429 28(1)(d), as
applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physical
contact between a resident, client, or patient and
the visitor.

CZ814
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(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 allow 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 careto a
resident, client, or patient of a provider, and
oroviders may not require an essential caregiver to
provide such care.

(c) The visitation policies and procedures required
by this section must allow 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 living 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
oreviously 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 fabor and
delivery.

8. patients.

(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

CZ841

AHCA Form 3
STATE FORM

20-0007

s

7IRIN

¥ continuation sheet 4 of 18




Agency for Health Care

PRINTED. 08/13/2024

FORM APPROVED

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

AL11968729

B.WING

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

(X3) DATE SURVEY
COMPLETED

07/26/2024

NAME OF PROVIDER OR SUPPLIER

THE MANOR AT LAKE JACKSON

2301 US 27

L3

SEBRING, FL 33870

STREET ADDRESS, CITY, STATE, ZIP CODE

oxayin
PREFIX
e

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

©
PREFIX
TG

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

COMPLETE
DaTE

CZ841

Continued From page 4

in-persen 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 licensure, 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.

(fy 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 record review and interview, the facility
failed to ensure that essential caregivers were
allowed to visit with residents for at least 2 hours
daily for one (Resident #1} of the nine sampled
residents.

Findings included:

A record review of Resident #1's record, conducted
on , revealed muitipte notes from
L services mentioning their spouse:
-Anote with a visit date of revealed that
Resident # 1 had wanted paper to be able to pass
notes from their facility to their spouse’s faciity.
Resident # 1 went on to say that they were
missing their family. The intervention notes from
the provider for this visit recommended to

family icati falty with
the spouse.
-Anote with a visit date of revealed that
Resident #1 stated that their spouse lived ina

CZ841
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fimited. The provider interventions recommended o
expiore options for obtaining alternative means of
communication.

During an interview with Resident #1's family,
conducted on at 11:20AM, the famity
stated that Resident #1 had been on isolation and
totally restricted since _ The family
went on fo say that they had no access to
Resident #1 during this time.

During an interview with the Administrator,
conducted on at 2:13PM, the
Administrator stated that they consider the
visitation to be an open door policy.

Class Ill

4305025(4 & ) / :
Training

{4) Employees of covered providers must complete
the following training for ‘s and
related forms of :
{a) Upon inni P , each emp
must receive basic written information about
interacting with persons who have

or related forms of .
{b} Within 30 days after beginning employment,
each employee who provides personat care to 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

s

CZ841
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Continued From page 6

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
curricuia, the name of the empleyee, 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
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 facifity, an
adult family-care home, or an adult day care
center, each employee 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 limited
to, behavior management, promoting the person's

CZ875
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independence in activities of daily living, skills in
working with families and caregivers, group and

activities, maintaining an i
environment, and ethical issues.
(e) For an assisted living facility, adult family-care
home, or adult day care center that advertises and
orovides, 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 baginning employment,
each employee who provides personal 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
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 B
[ ication ies, medical i ion,
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 ... Forthis
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

or a refated

AHCA Form 3020-0001
STATE FORM

s

7IRIN

¥ continuation sheet 8 of 18



Agency for Health Care

PRINTED. 08/13/2024

FORM APPROVED

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

AL11968729

B.WING

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

(X3) DATE SURVEY
COMPLETED

07/26/2024

NAME OF PROVIDER OR SUPPLIER

2301 US 27

THE MANOR AT LAKE JACKSON

L3

SEBRING, FL 33870

STREET ADDRESS, CITY, STATE, ZIP CODE

oxayin
PREFIX
e

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

©
PREFIX
TG

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

COMPLETE
DaTE

C2Z875

Continued From page 8

form of . The continuing 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
fulfited and documented in a minimum of one
quarter-hour increments through on-the-job training
of the employee by a facility administrator or his o
her designee or by an electronic leaming

. chosen by the facility administrator.
On-the-job training may not account for more than
2 hours of continuing education each calendar
year.
(/1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph {(c), paragraph {d}, or
paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the

training and i of the

employee, if applicable, must be provided to the
covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, o referring
an employes to a covered provider.
(7) For a certified nursing assistant as defined in
5.464.201, 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 health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the fotal
hours of continuing education required by that
practitioner's licensing board.
(9} Each person employed, , or referred

CZ875
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to provide services before | , must
complete the training required in this section
before |, | . Proof of competion 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

op under (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 record review and interview, the facility

failed to ensure that staff had the required 1-hour of
and related ‘s

trainings (ADRD) within 30-days of hire for two

(Staff B and Staff £) of the five sampled staff.

Findings Included:

A record review of Staff B's employee record,
conducted on revealed that Staff B, a
medication technician, who was hired on

had no evidence of the required ADRD
training.

A record review of Staff E's employee record,
conducted on revealed that Staff E, a
medication technician, who was hired on

had no evidence of the required ADRD
training.

During an interview with the facility's Business
Office Manager (BOM). conducted on
at 12:25PM, the BOM confirmed the training was

CZ875

not in either of the employee's records.
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Continued From page 10

Class Ill
Initial Comments.

A complaint survey (complaint numbers
2024010097) in conjunction with a generator
monitoring survey was conducted at The Manor at
Lake Jackson - Memory Care LLC on
Deficiencies were identified at the time of the
survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care -
Supervision

429.26
{7} The facility shall notify a ficensed physician
when a resident exhibits signs of ar

" . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing fo
such or . The notification
must ocour within 30 days after the
acknowledgment of such signs by faility staff . If
an underlying condition is determined to exist, the
facility 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
designes cannot be located or is unresponsive,
the facility shall arrange with the appropriate
health care provider for the necessary care and
services to treat the condition.

59A-36.007 Resident Care Standards.

CZ875
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Continued From page 11

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, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while 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 susrogate, 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 illnesses
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 record review and interview, the facility
failed to contact resident's appropriate responsible
party in the event of a significant change for one
(Resident #1) of the nine sampled residents.
Furthermore, the facility failed to ensure that it was
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providing supervision appropriate to meet the
needs of the residents as well as maintaining
awareness of the residents physical and emotional
well-being for one (Resident #1) of the nine
sampled residents.

Findings included:

A record review of the facility's adverse incident
reports (AlRs) to the state, conducted on

revealed that Resident #1 had an AIRs
filed with an incident date of . the AIRs
report stated that the facility did not contact the
responsible party and that law enforcement had
contacted a family member. Furthermore, it stated
that the resident had not been checked on from
approximately 5:30PM - 11PM.

A record review of Resident #1's power of attorney
paperwork (POA), conducted on s
revealed that Resident #1's primary on their POA
was their spouse.

During an interview with the Resident's son and
spouse, conducted on at 11:20AM, the
son, who was the alternate on the POA stated that
no one from the facility had called to notify him of
the incident. He stated that he was informed by
focal law enforcement and had to follow up with the
facility himself. The spouse, who was the primary
on the POA stated that no-one from the facility had
informed them of the incident and that they were
unaware until the son was able to fly in to inform
them.

During an interview with the Health and Wellness
Director (HWD), conducted on at
10:32AM, the HWD confirmed that they had been
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waiting for law enforcement to notify the son.

A record review of the facility's Basic Care
Services policy, conducted on which
was last revised on . revealed that it
was the expectation that residents be checked on
every two hours.

During an interview with Staff A, conducted on

at 11:39AM, Staff A, medication
technician revealed that the night of the
she was solely responsible for all the medications
for the facility was well as training a new staff
member, and doing care for half the building. Staff
Awent on to say that she felt there were not
enough staff on the evening shift to assist. She
confirmed that from approximately 5:30PM - 11PM
she did not go to check on the resident, nor did
she have the staff in training go check on him.

During an interview with the Health and Wellness
Director (HWD), conducted on at
10:32AM, the HWD confirmed that it was her
expectation residents be checked on at minimum
every two hours.

Class Il

429.52(1 & 7) FS; 59A-36.011(
Staff In-Service

) FAC Training -

428.52

{1)(a} 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
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duration and cover topics that help the employee
provide responsible care and respond to the needs
of facility residents. Upon completion, the
employee and the administrator of the facility must
signa that the the
required preservice orientation. The facifity must
keep the signed statement in the employee 's
personnel record.

(b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted fiving facility
ficensed as a limited mental health facility under

5. 428.075 is exempt from the training
requirements under s. 430.5025(4)(d).

(c} If an assisted fiving facility employee

completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph {a).

(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) Faciliies must provide a preservice orientation
of at least 2 hours to all new assisted living facility
employees who have not previously completed
core training as detailed in subsection (1).

(b) New staff must complete the preservice
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orientation prior to interacting with residents.
(c) Once complete, the employee and the facility
administrator must sign a statement that the

P the preservi i i
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by the
facility admini . the preservice i
must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents, other
than nurses, certified nursing assistants, or home
health aides trained in accordance with rule
B59A-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

cffering this training. Documentation of compliance
with the staff training requirements of 29 CFR
19101030, relating to borne,
may be used to meet this requirement.
(b} Staff who provide direct care to residents must
receive a minimum 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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() Staff who provide direct care to residents, who
have not taken the core training program, shall
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 faciiity.
2. Recognizing and reporting resident .
neglect, and | . The facility 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 59A-8.0085, F. A.C., must
receive 3 hours of in-service fraining within 30 days
of employment that covers the following 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
handling practices.
(f) All facility staff shal receive in-service training
regarding the faciiity'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 facility's resident elopement response 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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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that staff had the required 2-hour
preservice orientation training, the 1-hour reporting
major incidents training, the 1-hour resident rights,
and the 3-hour resident behavior and needs
training and activities of daily living (ADL} for one
(Staff A) or the five sampled staff.

Findings included:

A record review of Staff B's employee record,
conducted on revealed that Staff B, a
medication technician, had no evidence of a
preservice orientation, reporting major incidents,
resident rights or the behavioral needs and ADL.
training.

During an interview with the facility's Business
Office Manager (BOM). conducted on

at 12:25PM, the BOM confirmed the training was
not in the employees record.
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