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A000, Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Pear] House ALF, LLC. The facility had
deficiencies at the time of the survey.

A008 420.26( ) FS; 59A-36.006(2) FAC Admissions - A008
Health Assessment

429.28

{5) Each resident must have been examined by a
licensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 428.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shail use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
10 or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission o, continued
residency in, or the defivery of services at the
facifity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission fo or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facifity's record of the resident and must be made
available to the agency during inspection or upon
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request, An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfilis the requirements for a medical
examination under this subsection and s.
429.07(3)(0)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Famities must
have been examined by medical. personnet within
30 days before placement in the facility. The
ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The compieted form must accompany the
resident and be submitted 1o the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
indivi has been by a psychiatrist,
clinical psychologist, clinical social worker, or
L, nurse, or an individual who is
supervised by one of these professionals, and
determined to be approptiate to reside in an
assisted fiving facility. The documentation must
e in the facility within 30 days after the mental
health resident has been admitied fo the facility.
An evaluation completed upon discharge from 2
state mental hospital meets the requirements of
this fon related to i for
placement as a mentai health resident provided
that it was completed within 90 days prior o
admission to the facility. The Department of
Children and Families shall provide to the facility
administrater any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Families personnel

AHCA Form 3020-0001
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shall explain to the facility operator any speciai
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination compieted by a

health care practitioner as specified in either

paragraph {a} or (b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a faciity pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual wili

require supervision or assistance with the

activities of daily living,

3. Any nursing or , , services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

., s or any other
communicable . which are likely to be
transmitted fo other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care

AHCA Form 3020-0001
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practitioner, the individual's needs can be met in
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facifities, | , which is.
incorporated by reference and available onfine at:
http:/iwww firules.org/Gatewayfreference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. # the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either oraily or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facifity.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted

AHCA Form 3020-0001
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through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 428.26, F.S. and this rule.
{e) Any orders issued by the health care

iti ing the medical ination
for medications, nursing services, treatments,

. ., or therapeutic diets, may be attached to
the heaith A health care iti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish .\ . tobe
administered in the case of or

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
418.1081, F.8., is exempt from the examination
requirements of this subsection for up fo 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facifity's admission and discharge log and
counted in the facility census. A facility may not
exceed its ficensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that the
residents Florida Health Assessment (AHCA
Form 1823) was accurate and reflective of
resident care and needs for 1 of 2 sampled
recorded reviews {Resident #3}.

The findings included:

AHCA Form 3020-0001
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On , & review of the resident records

was conducted.
Resident #3 was admitted to the facility on

, with a diagnosis of

,and

The: Interdisciplinary Care Plan { ) located in
the file revealed Resident #3 as a Hospice patient
with an effective date of

Areview of the last AHCA 1823 medical
examination form dated on does rot
reflect the updated significant change with
Hospice services documented on the AHCA 1823
form.

On at approximately 2:30 PM, an
interview was conducted with Owner (RN), this
surveyor informed her that Hospice was not
documented on AHCA 1823 form. The Owner
further stated Resident #3 physician has visited
her twice since she became a Hospice patient on
and he provided no additional
Hospice documentation on the AHCA 1823,

This surveyor gave her the opportunity to locate
an updated AHCA 1823 form. No additional
information was provided.

During an interview on at 3:00 PM
with Owner she acknowledged the findings and
no additional information was provided.

Class il

A 054 59A-36.008(5) FAC Medication - Records A054

{5) MEDICATION RECORDS.

AHCA Form 3020-0001
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{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 pr ipti
number, the name and address of the issuing
pharmacy, the heaith care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{p) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

cations or medication agministration. 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

ication as i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

429.41, F.8,, maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statuie or Rule is not met as evidenced by:
Based on interview and record review, the facility
falled to ensure the Medication Observation
Records (MORs) were signed immediately after
medication assistance was provided to the
residents for 3 of 3 sampled medication audits
{Residents #1, #2 and #3).

AHCA Form 3020-0001
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The findings included:

On at 9:10 AM, a review of the MORs
was conducted. The review revealed several
medications were not signed off by Staff A & Staff
B on the MOR dated &

Resident #1 revealed on that 2
medications were not signed off as provided at
8:00 PM by Staff A; on 1 medications
was not signed off as provided at 8:00 AM by
Staff B.

Resident #2 revealed on that 2
medications were not signed off as provided at
2:00PM and 8:00 PM by Staff A; on .9
medications were not signed off as provided at
9:00AM by Staff B.

Resident #3 revealed on that 1
medication was not signed off as provided at 9:00
AM by StaffA.

During an interview on at 2:30 PM,

the Qwner acknowledged the findings.

Class il
A082 59A-36.011(4) FAC Training -/ A082
@)

[ ). Pursuant to section
381.0035, F.8., all facility employses, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must

AHCA Form 3020-0001
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obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rute.

This Statute or Rule is not met as evidenced by:

Based on interview and record review, the facility

failed to ensure that 1 of 5 sampled staff

employee records reviewed contained the require
1 training for the (Staff C).

The findings included:

Review of Staff C {Caregiver) employee record
review revealed a date of hire . Staff
C had direct contact and interaction with the
resident. Further review revealed no documents
of / training .

During an Interview on conducted
with Owner (RN) at 2:45 PM she confirmed she
couid not locate any documents of  /
training for Staff C.

She acknowledged the findings and provided no
additional documents.

Class il

A0S0, 59A-36.011(11) FAC Training - A090

(11}

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

AHCA Form 3020-0001
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{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of & sampled staff (Staff D) had
a completed training in the facility's

) Policy and
Procedures within 30 days of employment.

The findings included:

During review of the personnel files for Staff D
{caregiver} on . & certificate showing
completion of training in the facility's

Policy and Procedures within 30 days of
employment was not avaitable for review.

During interview on at 2:45 PM with
Owner (RN) revealed she was unable fo locate
any additional documents. She

the findings.

Class il
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22814,

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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
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 . , 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
inftial status or after a change in the person 's
status has been made.

22814
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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 ensure that ail employees be registered
in the Agency for Health Care Administration
{AHCA)background screening clearing house for
initial employment within & business days for 1 of
5 sampled staff records reviewed (Staff D).

The findings included:

On at approximately 11:45 AM the
facility Background Screening Clearing House
roster was reviewed and the following staff
member was not on the roster: Staff D -hire date

. The Administrator was unable to
provide documentation showing Staff D was
registered with the Clearing house.

During the interview with the Administrator on
at approximately 2:30 PM. She
acknowledged the findings.
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