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ADQ00 Initial Comments A 000

Arelicensure, emergency power plan monitoring,

and health faclity reporting system survey was

conducted at American House Fort Myers on
through

Deficiences were identified at the time of the
survey.

A025 429.26(7) FS; 58A-36.007(1) FAC Resident Care = A025
88=H . Supervision

429.26
{7) The facility shall notify a licensed physwman
when a resident exhibits signs of

or has a change of condmon
in order to rule aut the presence of an underlying
physiclogical condition that may be contributing to
such or . The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making | | for the
necessary care and services to ireat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee 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.

An assisted fiving 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,
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including the following:

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

{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 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.

{fy 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 resuited in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed.to provide supervision
to ensure a therapeutic diet ordered due to

.. . [(achange in condition) was provided
for 1 (Resident #14) of 2 residents as ordered by
& healthcare provider.

The findings included:
On , record review of Resident #14's file

revealed a Health Assessment Form 1823 dated
which noted the Resident #14's diet to
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be "Regular diet - consistency- Pureed.” An order
from a healthcare provider dated

changed-the diet that Resident #14 was
prescribed o a mechanical soft diet. A second
order dated prescribed, "Downgrade
liquid consistency to nectar thick liquids {NTL)
dueto , , .  [difficulty swallowing due to
fiquids getting stuck in the 1" No other diet
order post was found in the chart.

On at 11:45 a.m., during observation of
lunch service, Resident #14 was observed seated
in the dining room and was served a glass of
un-thickened lemonade.

Photographic Evidence Obtained**

Observation of the Memory Care refrigerator on
at 1:29 p.m., found no thickened liquids
available for Resident #14.
** Photographic Evidence
Obtained™

On at 12:00 p.m., during an interview,
Resident Assistant { ) Staff G said that
Resident #14 always gets regular fiquids and that
she has never heard of thickener for liquids.

On at 1:10 p.m., during an interview, the
Executive Chef said that they don't use thickeners
but get nectar thick juices in boxes that are
premixed and kept in the kitchen. He said they
keep a few in the Memory Care refrigerator. After
iooking for some, the Executive Chef said that
they didn't have any in the kitchen and didn't
know why. He said that they should always have
some in the facility. The Executive Chef said he
didn't know what they used today for breakfast
and junch.
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On at 2:55 p.m., during an interview, the

Director of Health and Weliness (DHW) said that
they should have the thickened liquids in the
kitchen and be supplying the care staff. The
DHW reviewed the photographic evidence from

the noon meat on and acknowledged that
Resident #14 did not receive a thickened liquid at
junch that day.
Class It
A078 59A-36.010(2) FAC Staffing Standards - Staff AO78
88=D
(2) STAFF.

{a) Within 30 days affer 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 eatlier 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
individuatl with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of
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2. )f any staff member has, or is suspected of
having, a communicable , such individual

must be immediately removed from duties untif &
written statement is submitted from a heatth care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring ficensing 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
health care provider in accordance with this rule
chapter.

{c) Al staff must comply with the training
requirements of rule 89A-36.011, FA.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
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 all staff.

{fy Level 2 background screening must be
conducted for staff, including staff by
the facifity to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.
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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 within 30 days of
employment, staff submit a written statement
from a health care provider documenting the
individual is free from signs/sympioms of
communicable for 2 (Staff D, Staff £) out
of 3 records reviewed.

The findings included:

On , record review of employee files
revealed that Resident Assistant () Staff D had
a hire date of . Staff D's employee file
contained no documentation of freedom of
signs/symptoms of communicable

On , record review of employee files
revealed that Resident Assistant () Staff E had
a hire date of . Staff D's employee file
contained documentation of freedom of
signs/symptoms of communicable dated

. The statement was dated 55 days after
hire date, beyond the 30 day limit.

On at 11:35 a.m., during an interview, the
Business Office Manager said she is trying to
locate the person who was in her position before
her fo attempt to locate the  /Communicable

statements from the staff members. She
said that she undersiands that the regulation is
that they need to be done within 30 days of
employment or within 8 months prior to
employment.

On at 1:32 p.m., during an interview, the
Executive Director said that they are having
chalienges in getting background clearinghouse
and communicable staternents done and
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updated in a timely manner,

Class |i

A 093 59A-36.012(2) FAC Food Service - Dietary A093
$8=H Standards

{2) DIETARY STANDARDS.

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

hitp/Avww firules. org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2019, which are
incorporated by reference and available for
review at.
hitps://ods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

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

{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed
nufritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or

AFICA Form 3020-0001
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a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

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

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
1o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident’s refusat
to corply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

AFICA Form 3020-0001
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{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed. throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of _ the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

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

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to provide a
therapeutic diet for 1 (Resident #14) of 2
residents as ordered by a healthcare provider.

The findings included:

On , record review of Resident #14's file

AVCA Form 30200007
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revealed an order from a healthcare provider
dated stating that Resident #14 was
prescribed a mechanical soft diet with nectar
thick liquids. No other order post was

found in the chart.

Oon at 11:45 a.m., during observation of
lunch service, Resident #14 was observed seated
in the dining room and was served a glass of
un-thickened lemonade.

** Photographic Evidence Obtained™*

On at 12:00 p.m., during an interview,
Resident Assistant { ) Staff G said that
Resident #14 always gets regular fiquids and that
she has never heard of thickener for liquids.

On at 1:10 p.m., during an interview, the
Executive Chef said that they don't use thickeners
but get nectar thick juices in boxes that are
premixed and kept in the kitchen. He said they
keep a few in the Memory Care refrigerator. After
fooking for some, the Executive Chef said that
they didn't have any in the kitchen and didn’t
know why. He said that they should always have
some in the facility. The Executive Chef said he
didn't know what they used today for breakfast
and iunch.

Observation of the Memory Care refrigerator on
at 1:29 p.m., found no thickened fiquids
available for Resident #14,
** Photographic Evidence
Obtained™*

On at 2:55 p.m., during an interview, the
Director of Healith and Weliness {DHW) said that
they should have the thickened liquids in the
kitchen and be supplying the care staff. She said
ARCA Form 3020-0001
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that she would look into the fact that they didn't
have any. The DHW acknowledged that, through
photographic evidence, Resident #14 did not
receive a thickened liquid at funch today that day
but should have.

On at 12:15 p.m., during an interview, the
Executive Director acknowledged that it was not
performed to regulation,

Class It
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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  _ |

enrolied 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 Lo , 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 o 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 . , 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.

are

Zz814
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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 affiiation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must inciude 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 individuat
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
facility failed to ensure 1 (Staff D) of 3 employees
reviewed were registered in the Background
Screening Clearinghouse Roster within 5 working
days of hire, Failure to ensure staff are added to
the Roster within & working days of hire allows a
non-eligible employees to remain on the job and
work with the most population.

The findings included:

On , record review of employee files
revealed that Resident Assistant () Staff D had
a hire date of . Staff D's employee file
contained no documentation of being added to
the Background Screening Clearinghouse Roster.

On at 12:00 p.m., the Business Office
Manager provided documentation of
Non-Eligibility for Staff D effective
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On at 12:00 p.m., during an interview, the

Business Office Manager (BOM) said that the
Corporate Human Resources (HR) department
has a new person and failed to update Staff D in
the clearinghouse. The BOM said that she knows
that this is an issue and against regutation.

On at 12:15 p.m., during an interview, the
Executive Director said that it was our mistake
and our HR team should have caught the notice
that she was no longer eligible to work here.

Unclassified

22815 408.809(1)(  ); 435.02(2); 435.06 FS 22815
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

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

{a) The licensee, if an individual.

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

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

{d) Any person who is a controfling interest.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her 1o, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
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autharizing statutes, with a licensee

or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or . with a ficensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of coniractor
screening may be retained by the contractor's
employer or the licensee.

ByAl must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s. 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

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

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

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

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

{d) Section 409.8201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
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{f} Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
listed in this subsection.

{g) Section 784.03, relating to battery, if the victim
isa adult as defined in 5. 415,102 or a
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

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

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

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

{k) Section 817.50, refating to fraudulently
obtaining goods or services from a health care
provider,

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

{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.

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

{p) Section 831.01, relating to forgery.

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

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

{s} Section 831.08, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
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{v} Section 895.03, relating to racketeering and
coflection of unlawful debts.
{w) Section 896.101, relating to the Fiorida Money

Laundering Act.
If, upon rescreening, a person who is currently
employed or with a licensee and was

screened and qualified under 5. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
licensing agency renders a decision on the
application for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

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

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

1. Does not have an active professionat license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or ceriification.
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{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Heatth or a regulatory
board within that department and that person is
providing a service within the scope of his or her
licensed or certified practice.

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

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

435.06 Exclusion from employment.-

{1) If an employer or agency has reasonabie
cause to befieve that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her
disqualification or o request exemption from
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disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise allow an employee fo have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. if the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

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

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

{d) An employer may hire an employee fo a
position that requires background screening
before the employee completes the screening
process for fraining and orientation purposes.
However, the employee may not have direct
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contact with persons untit the

screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including | if required, must be
disquatified for employment in such position or, if
employed, must be dismissed.

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

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

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

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
facility failed to ensure 1 (Staff D) of 3 employees
reviewed remained "Eligible” and failed to
terminate or seek an exemption when changed to
a Non-Eligible status. Failure to ensure staff
remain in eligible status allows a non-eligible
employees to remain on the job and work with the
most population,

The findings included:
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On , record review of employee files
revealed that Resident Assistant () Staff D had
a hire date of . Staff D's employee file

contained no documentation of background
screening results,

On at 12:00 p.m., the Business Office
Manager provided documentation of
Non-Eligibility for Staff D effective

On at 12:00 p.m., during an interview, the
Business Office Manager (BOM) said that the
Corporate Human Resources (HR) department
has a new person and failed to update Staff D in
the clearinghouse. The BOM said that she knows
that this is an issue and against regulation. She
verified Staff [ continued to be employed 63
days after being determined to be Non-Eligible.

On at 12:15 p.m., during an interview, the
Executive Director said that it was our mistake
and our HR team should have caught the notice
that she was no longer eligible to work here.

Unclassified
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