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59A-35.090(3)(c), FAC Results of Screening &
Notification in File

59A-35.080(3) Results of Screening and
Notification.

{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 53A-36.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on a staff record reviews and interview,
the facility failed to have background screening
results for 1 of 5 staff records (Staff B).

The findings include:

On an employee file review was
conducted for staff member B, a Dietary Aide,
which revealed there was no background
screening results in the employes file.

On at approximately 1:30 PM, the
Regional Director was informed there was no
ground screening for staff B in his file. The
Regional director returned with the background
screening and stated he pulied it off the Internet.

Unclassified

435.12(2)(b-d), F'S Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

(b} Untif such time as the | | are envolled
in the national retained print notification

CZ813

CzZ814

program at the Federal Bureau of Investigation,
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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 & 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 ali 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 ail
criminal history checks through the clearinghouse
before referring an employee or potential

0l for electronic ., ission 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 review of the facilities Background
Screening Clearing House Roster and interview,
the facility failed fo ensure that staff were added
to the roster for 4 of 4 staff sampled (B, C,D &
E).

The findings include:

On a review of the facility's Background
Screening Clearing House roster was conducted.
Staff members B, C, D and E were not on the
roster.

CZ814
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On at approximately 2:00 PM, an
interview was conducted with the Director of
Nursing (DON). The DCN stated the facility had
not had a human resources person for some time
and was unaware of the clearing house and did
not know why the staff members had never been
added to the roster.

Unclassified

Initial Comments

Ant survey for

contained within compliant 2019009387 was
conducted on at Guif Breeze Courtyard.
Deficient practice was identified at the time of this
survey.

428.176 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 90 days that the
new inis has the i
core educational requirements under s. 429.52. A
facitity may not be operated for more than 120
< ive days without an inis who
has completed the core educational
requirements.

428.52( ), FS

{4) A new facility administrator must complete the
required training and education, including the
competency test, within 90 days after date of

CZ814

A0O0

AOTT

employment as an administrator. Failure to do so
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is a violation of this part and subjects the violator
to an administrative fine as prescribed in s.
429.19.

{B) 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 facifity must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of all staff
and the provision of appropriate care to alf
residents as required by Part il, Chapter 408,
F.S., Part |, Chapter 428, F.S., Rule Chapter
53A-35, F.A.C., and this rule chapter.
(a} An administrator must:
1. Beatleast | i
2. If employed on or after
have, at a minimum, a high school dlploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to 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.AC,, no later than 90 days after
pl as a facility i

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 fraining
priorto .., , are not required to take the
competency test unless specified elsewhere in
this rule.
5. Satisfy the continuing education requirements.
pursuant to Rule 58A-5.0191, FAC.

AD077
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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 department.
(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-5.0181, FAC; and
2. Complete all additional training requirements if
the facifity maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} ini may a d of
either three assisted living 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 i 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
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirements of an administrator pursuant to
paragraph (1){a} of this rule. Managers who
attended the core training program priorto .,

upervi

AD077
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1997, are not required to 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 rule, and may not

. serve as an administrator of any
other facility.
{e) Pursuant to Section 429.176, .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 3180-1008, , which is
incorporated by reference and available online at:
hitp/iwww.firules.ol asp?No
=Ref-04002.

This Statute or Rule is not met as evidenced by:
Based on a review of the Background Screening
Ctearing House Roster and staff interviews the
facitity failed to inform the Agency for Health Care
Administration within 10 days of a change in
Administrator and failed to ensure the
Administrator completed Core training within 90
days of hire.

The findings include:

On a review of the facilities Background
Screening Clearing House Roster was conducted
and revealed the Administrator had a date of hire
of . Neither the Regional Director or the
Director of Nursing knew if the change of
Administrator had been submitted to the Agency
for Health Care Administration {AHCA).
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On at approximately 10:00 AM, the
Regional Director stated he was the acting
Administrator while the current Administrator was
out of town attending Assisted Living Facility Core
Competency training.
On at approximately 1:30 PM, a
telephone interview was conducted with the
Administrator who verified she was in Tallahassee
attending Core training.
Class Ili
A165 42923 & . ) FS;58A5.0241 FAC Risk NS

$8=D| Mgmt & QA; Adverse Incident Report

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.~

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facifity personnel could
exercise control rather than as a result of the
resident’s condition and results in:

2 or damage;

3. Permanent
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4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including faiture to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due 1o the incident rather than the
resident ' s condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

(3) Licensed facilities shalt provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimite, or United
States mail, a prefiminary report to the agency on
alt adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility's
investigation of the incident,

{4) Licensed facilities shall provide within 15
days, by electronic matl, facsimile, or United
States mail, a full report to the agency on alt
adverse incidents specified in this section. The
report must include the resuits of the facility's
investigation into the adverse incident.

{8) . neglect, or . must be
reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3} which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which

A185
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case the provisions of s. 4566.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

(8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shalt report
this fact to such regutatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The Department of Elderly Affairs may adopt
rules necessary to administer this section.

58A-5.0241 Adverse Incident Report.

{1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 429.23(3), F.S., must be submitted within
1 business day after the incident pursuant to Rule
59A-35.110, F.A.C., which requires online
reporting.

(2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1)
above, the facility must submit a full report within
15 days of the incident. The full report must be
submitted pursuant to Rule 58A-35.110, FAC,,
which requires online reporting.

A185
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This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facitity fatled to report an adverse incident to the
Agency for Health Care Administration (AHCA}
for 1 of 2 sampled residents (#1).

The findings include:

On a review of the facility's records
revealed a lack of documentation related to an
incident in which resident #1 alleged that staff
member A, a resident assistant, had pinched the
resident leaving a . The incident was
reported to have ocourred in -, of 2019 and
resulted in the suspension, and ultimate
resignation, of staff member A.

On at approximately 1:25 PM the
Regional Director verified that the incident in
of 2019 regarding resident #1 was not sent to
AHCA,

On at 1:30 PM a telephone interview was
conducted with the facility administrator during
which she stated that the incident was reported to
{aw enforcement and the family as an allegation
of however it was not reported to the
Agency for Health Care Administration. She
further stated she did not report it because she
was not the one who called taw enforcement as it
was another state agency who reported the
incident.

Class Il

A185
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