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

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee 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.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to ensure the
background screening was cleared for one out of
five (E) sampled staff.

Findings included:
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Review of the employee records and the
background screening database for Staff £, hired
on , found the background screening
completed on Review of the staffing
schedule documents
On at 11:20 AM the Administrator stated
“He is the manager for my other facility and |
have to remove him from the roster.”
Unclassified
AHCA Form 3020-0001
STATE FORM am 527111 f continuation sheet 2 of 2




PRINTED. 07/24/2019
FORM APPROVED
Agency for Health Care

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED

A BUILDING:

AL11965438 R ———— 06/24/2019

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1110 NORTHWEST 134TH AVENUE

JR FAMILY CARE
MIAMI, FL 33182

x4y SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x6)

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e GROSS-REFERENCED TO THE APPROPRIATE OATE

DEFIGIENCY)

A081 58A-50191( ) FAC Training - Staff In-Service A081
88=D
{2) STAFF PRESERVICE ORIENTATION.

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

(b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation 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
59A-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
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to barne
) ., may be used to meet this
requirement.
(b} Staff who provide direct care to residents
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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.

{c} 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

foliowing subjects:

1. Resident rights in an assisted living faclity.

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-8.0095,

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

tiving.

{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.

{fy All facility staff shall receive in-service training

regarding the facility'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

A081
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understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
faild to provide the two hours pre-service
orientation required for two out of four (C and D}
sampled staff.

Findings included:

Record review revealed that Staff C was hired

and Staff D hired did not have
the required two hours pre-service orientation for
new employee in their files.

On at 12:45 PM Administrator
acknowledge Staff C and D did not receive the
two hour pre-service orientation training.

Class Il

A 180| 58A-5.026(1) FAC Emergency Management A180
88=D
Emergency Management.

(1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 429.41, F.S., each facility
must prepare a written comprehensive
emergency management plan in accordance with
the "Emergency Management Criteria for
Assisted Living Facilities,” dated ,
which is incorporated by reference and availabl
at

http/iwww.firules.o asp?No
=Ref-04010. This document is available from the
iocal emergency management agency. The
emergency management plan must, at a
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minimum, address the following:
(a} Provision for all hazards;
{b} Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or P ion; protecting
the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;
{c} Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheitering
arrangements; supplies; staffing; emergency
equipment; and medications;
{d) Provision for the care of additional residents
who may be evacuated fo the facility during an
including the i ification of such

residents, staffing, and supplies;
{e) Identification of residents with 's

or related , and residents with
mobility limitations who may need specialized
assistance either at the facility or in case of
evacuation;
{f} Identification of and coordination with the locat
emergency management agency;
(g} Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the local emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and
{h} The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have the approved emergency
rmanagement plan reviewed annuaily.
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Continued From page 4

Findings included:

Record review found that the facility did not have
comp Isive emergency plan
{etter submitted and approved fo local
management office. Facility had a receipt from
the Dep: dated

On at 12:54 PM the Administrator stated,
"I have the receipt that | paid since | and | stili
have not recelved the letter.”

Class Il

58A-5.026(2) FAC Emergency Plan Approval

(2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c) The facility must review its emergency
rmanagement plan on an annual basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.
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Continued From page 5

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

(d} The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facilities.

(e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rute.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have the updated approved emergency
rmanagement plan reviewed annuaily.

Findings included:
Record review found that the facility did not have
a current emergency management plan

submitted and approved annually. The last letter
of approval was dated and expired on

On at 12:54 PM the Administrator stated,
"1 still have not received the letter.”

Class llf

Initial Comments.

A Biennial Re-Licensure was conducted at J R

Family Care Inc. on . . Deficiencies
were identified at the time of the survey.

A181
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58A-5.0182(2) FAC Resident Care - Social &
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.

{b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity.

{c} Scheduted activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facitity whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d} If residents assist in planning a speciat activity
such as an outing, seasona festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

A026
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This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview the facility failed to provide and consuit
with four out of four (Resident#1, 2, 3, and 4)
sampled residents.

Findings included:

On at 9:17 Am during tour the activity
showed Monday bingo from 2 PM to 4 PM. On

the resident were observed in living room
sitting on the couch doing nothing and in and out
of there room in their beds. On the facility
had not offered and had not provided any activity
to the resident residing in the facility during
survey process from 9:08 AM to 4:30 PM.

On at 9:38 AM resident #1 sated, "l don't
do anything. No, | do not go to a program. | would
fike to."

On at 9:42 AM Resident #2 stated, "l do
not do any activities just lay in the bed.”

On at 9:50 AM Resident #3 stated, "No, |
do not have a radio. [ would like come music."

On at 9:57 AM Resident #4 stated, "l
dor't do any activities. | am always in the bed | go
outside to walk. "

On at 4:00 PM the Administrator
acknowledge there were no activities offered and
done with Residents #1, 2, 3, and 4.

Class Il

A032) 58A-5.0182(8) FAC; 429.41(1)(a)3 & 3.)
88=D| Resident Care - Elopement Standards

58A-5.0182

A026

A032
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Continued From page 8

{8) ELOPEMENT STANDARDS.
(@) i at Risk for .
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a heaith care provider or
a mental health care provider within 30 caendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 58A-5.0181(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 58A-5.0181(10)(a) or {c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures

A032
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Continued From page 9

for responding to a resident efopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), E.S.

429.41(1)(2)3 & 3(),FS
3. Resident elopement requirements.-Facilities
are required to conduct a minimum of two
resident elopement prevention and response
drills per year. All administrators and direct care
staff must participate in the drills which shait
include a review of procedures to address
resident elopement. Facilities must document the
implementation of the drills and ensure that the
drills are conducted in a manner consistent with
the facility's resident elopement policies and
procedures.

(1) The establishment of specific policies and
procedures on resident elopement. Facilities shail
conduct a minimum of two resident elopement
drills each year. All administrators and direct care
staff shall participate in the drills. Facilities shall
document the drills.

A032
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to complete the elopement/ -
assessment for two out of five {Resident # 2 and
5) sampled residents.

Findings included:

Record review revealed Resident #2 was
admitted on - Resident #3 admitted on

and Resident #5 admitted on . did
not have _ assessments completed
within 30 days of admission to the facility,

On at 4:15 PM the Administrator
there were no
complete for i #2and 5.

Class Ili

429.176 FS; 429.52(  ),58A-5.019(1) FAC
Staffing Standards - Administrators

429.176
Notice of change of administrator.-If, during the
period for which a license is issued, the owner
changes administrators, the owner must notify
the agency of the change within 10 days and
provide documentation within 80 days that the
new administrator has completed the applicable
core educational requirements under s. 429,52, A
facliity may not be operated for more than 120

ive days without an in who
has completed the core educational
requirernents.

42952( ) FS
{4} A new facility administrator must complete the

A032
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required training and education, including the
competency test, within 90 days after date of
employment as an administrator. Failure to do so
is a violation of this part and subjects the violator
to an administrative fine as prescribed in s.
429.19.

{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

58A-5.019

Staffing Standards.

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of atl staff
and the provision of appropriate care to alt
residents as required by Part il, Chapter 408,
F.S.,, Part|, Chapter 429, F.8., Rule Chapter
58A-35, F.A.C., and this rule chapter.

{a) An administrator must:

1. Beatleast o

2. If employed on or after

have, at a minimum, a high school dxploma or
GED.;

3. Be in compliance with Level 2 background
screening requirements pursuant fo Sections
408.809 and 429.174, F.S.; and

4. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, F.A.C., no later than 90 days after
becoming employed as a facility administrator.
Individuals who have

these requirements before

are not required to take either the 40 hour core
training or test uniess specified elsewhere in this
rule. Administrators who attended core training
priorto , are not required to take the
competency test unless specified elsewhere in
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this rule.
5. Satisfy the continuing education requirements
pursuant to Rule 58A-5.0191, FAC.

ini who are not in compli; with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the depariment.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraphs (1)(a)4. of this rule to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, FAC,; and
2. Complete all additional training requirements if
the facifity maintains licensure as an extended
congregate care or limited mental heaith facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a d of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
faciiiies.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirerents, and continuing education
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requirements of an administrator pursuant to
paragraph (1){a} of this rule. Managers who
attended the core training program priorto ., |

, are not required {o take the competency
test unless specified elsewhere in this rule. in
addition, a manager may not serve as a manager
of more than a single facility, except as provided
in paragraph {1)(c) of this rufe, and may not

. serve as an administrator of any

other facility,
{e) Pursuant to Section 429.176, F.S, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, ., whichis
incorporated by reference and avaifable onfine at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04002.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure the new manager had completed
the competency test, within 90 days of hired for
one out of three {C) sampled staff.

Findings included:

Areview of the facility's records and of the
Bakgrond Screening clearinghouse showed the
administrator operated more that one site.
Review of the personnel filed revealed that Staff
C was hired as a manager for the
facility. The background screening database
showed Staff C was hired on
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On at 11:58 AM The Administrator stated,

Class i

"Staff C took the class but had not taken the to
test. He is supposed to take the test on
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