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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service 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 nationat
screening if the person returns fo 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 rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat 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
inftial 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 parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
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 & 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 maintain the employment status of 1 out
of 3 sampled staff members (Staff D, a
Caregiver). Staff D had expired and
needed a new screening.

Findings included:

A review of Background Screening revealed that
Staff D's last screening was dated

and a new screening was required.

A review of Staff D 's records showed a hire date
of and a screening date of

Interviewed on at 8:20 AM, the Owner
stated that she was not aware that Staff D
needed a new screening, and she would obtain a
new screening for him.
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Initiat Coraments

Are-visit to a standard re-certification survey was
conducted at Osmani MALF on .
Deficiencies were identified at the time of the
survey.

B9A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
(a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
tcations or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. theresident may have;

2. The name of the resident’s health care
provider and the health care provider's telephone
number,
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.$., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

A 000}

A0s4y
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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain an
accurate medication observation record for 2 out
of 6 sampled residents (Resident 2, Resident 6)

Findings included:

Resident 6)

Observation on at 7:.05 AM showed

that & medication dose of 100 mg of ,
scheduled for at7:00 AM

was missing from Resident 6's medication card.

Areview of Resident 6's MOR (Medication

Observation Record) revealed that the medication
100 mg scheduled for

at 7:00 AM was not signed.

Interviewed on at7:10 AM, the Owner
stated that she had passed the medications to the
resident at 6:00 AM on that day.

Interviewed on at 7:12 AM when she
was asked why the medication was not signed on
Resident 8's MOR the Owner stated, i forgot to
sign it. | am sorry."”

Resident 2)

Areview of Resident 2's MOR revealed that the

resident . were not documented. The
section was left blank.

Interviewed on at 7:15 AM the Qwner

stated that she would ask the doctor to complete

the missing information on Resident 2's MOR.

Class Hil
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429.42 Pharmacy and dietary services.-
{1) Any assisted living facility in which the agency
has documented a class | or class Il deficiency or
uncorrected class 11 tencit i

icinal drugs or the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
i igation in resp! toa int, shall, in
addition to or as an alternative to any penaities
imposed under s. 429.18, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consuftant
shall, at a minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consultation
services are no longer required.
{2) A corrective action plan for deficiencies
related to assistance with the self-administration
of medication or the administration of medication
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be life-threatening.

58A-5.033(3)

{3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. Haclass |, class I, or uncorrected class 1
deficiency directly relating to facility medication
practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
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notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant to Section 465.0125, F.8,, or
registered nurse as determined by the agency.

2. After ping and § ing a i
action plan in compliance with Section 429.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or i deficiency and within 14 working days
of the notice of an uncorrected class il
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no tater than 10 working
days subsequent to the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consuitant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to correct deficiencies relating to
medication records from a previous survey, The
facility is required fo contract the services of a
ficensed pharmacist or a registered nurse that will
provide quarterly consultation until the Agency
determines that these services are no longer
needed.

Findings included:
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Areview of records revealed that during a
standard re-certification survey on

the facility was cited for medication deﬁmency
practices pertaining to setf-administration of
medication and medication records. During a
re-visit survey conducted on

deficiency praciices regarding pharmacy were
found to be uncorrected and the facility was cited
for deficiency practices refating to medication
records.

Findings included:
Resident 6)

Observation on at 7:05 AM showed
that a medication dose of 100 mg of ,

scheduled for at 7:00 AM
was missing from Resident 6's medication card.

A review of Resident 6's MOR (Medication

Observation Record) revealed that the medication
100 mg scheduled for

&t 7:00 AM was not signed,

Interviewed-on at 7:10 AM, the Owner
stated that she had passed the medication to the
resident at 8:00 AM on that day.

Interviewed on at 7:12 AM when she
was asked why the medication was not signed on
Resident 6's MOR the Owner stated, " forgot fo
sign it. | am sorry.”

Resident 2)
A review of Resident 2's MOR revealed that the

resident . were not documented. The
section was left blank.
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Interviewed on at 7:15 AM the Owner

stated that she would ask the doctor to complete

the missing information in Resident 2's MOR.

Class il

{A 078} 59A-36.010(2) FAC Staffing Standards - Staff {078}
S8=F

{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 6 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
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individ
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating.that the individual does not

i arisk of itting & icable
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{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
mote residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
10 each staff member; and,

2. Maintain time sheets for all 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.S.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility falled to ensure that 1 out of
3 sampled staff members was gualified to
perform their assigned duties consistent with their
level of training, preparation and experience
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Continued From page 7

{Staff D, a caregiver). Staff D failed to accurately
describe . {

Findings included:

Observation on at 7:00 AM showed
that Staff D was on duty with 6 residents in the
facility.

at 9:00 AM when he
and breaths,
, Staff D

Interviewed on

was asked how many ,
he would give a resident needing
stated that he could not remember the
procedure. Staff D stated, " don't remember”

According to the American Association,
"For healthcare providers and those trained:
conventional using s
-to- breathing at a ratic of 30:2
-to-breaths.”

and

Avreview of Staff D's personnet records showed a
hire date of with training on

Interviewed on at 9:50 AM, the Owner
stated that Staff D would complete the
training again.

Class Hl
Uncorrected

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Cther

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

A078}

A152)
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2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F. S, residents

must be given the option of using their own

belongings as space pernits, When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a maitress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personat laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment, free of
hazards to the residents. The facility also failed to
maintain existing structural systems in good
working order.
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Findings included:

Observation on al 7:.00 AM revealed
that the floor throughout the facitity was in poor
condition. The vinyl floor was worn out and
peeling resulting in an uneven walking surface
{Photographic evidence obtained)

Interviewed on at 7:15 AM the Owner
stated that the landlord had a proposal to have
the flooring replaced and she expected that the
work would start soon.

Observation on al 7:20 AM showed
that a closet door in # where Resident 1
fived was broken (Photographic evidence
obtained)

Interviewed on at 7:21 AM the Owner

stated that the closet door would be repaired,

Class
Uncorrected

A 162 59A-36.015(3) FAC Records - Resident A162
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

4. Date of birth,

. Place of birth, if known,

. Sociat security number,

. Medicaid and/or Medicare number, or name of
other health insurance ,
8. Name, address, and telephone number of next

{

1
2.,
3. Race,
5

6.

7
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of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HiA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annuaily. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage 3 pilt organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
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the required medication records maintained
pursuant to Rule 50A-36.008, FAC.
{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.
(i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an atforney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F.8,
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
0 or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1) ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for
o ), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
http: firules. .asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonsirate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0) The resident's ,DH
Form 1896, if applicable.
{p) For independent living residents who recsive
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meals and occupy beds included within the
licensed capacity of an assisted lving facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
faciliies holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-38.022, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain an accurate, up io date heaith
assessment for 1 out of 6 sampled residents
{Resident 6)

Findings included:

Interviewed on at 7:00 AM, the Owner
stated that Resident6 had a |

Interviewed on at 8:35 AM the
Hospice Care Nurse stated that Resident 6 was
receiving daily care fora

Areview of Resident 6's health assessment dated
showed diagnoses of s
" .\ of the pancreatic duct.
Physical limitations showed none.
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status showed and N .
Nursing requirements showed bedbound, hospice
care. The activities of daily living (ADL) showed
needed total care for ambulation, bathing,

_» self-care, toileting, transferring and
needed supervision with eating.

Further review of Resident 6's health assessment
showed no documentation of a |

Interviewed on at 9:50 AM the Owner
stated that the doctor would update the
Resident's health assessment.

Class Hl
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