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

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b) Unti 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 observations, interview and record
reviews, the facility failed to ensure two of two
staff (C and D) were properly added to the facility
packground-screening roster as required.

Findings include;

CZ814
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On at 6:15 PM, in an observation, the
Agency entered the facllity and found four
residents, one in a bedroom (Resident #4) and
three residents sitting at a dining room table
(Residents #1, #2 and #3). Staff D was engaged
in preparing Resident #4 for bed in Resident #4's
bedroom.

On at 6:25 PM, in an agency tour of
the facilfity, it was observed Staff D was providing
direct care of alf four residents. Staff D changed a
resident who was and answered
questions and guidance to the remaining
residents.

at 6:45 PM, in an interview with
Staff C, Staff C stated she was helping the
administrator of the facility. Staff C stated the
administrator cafled her to come and meet with
the Agency. Staff C stated she helps share duties
and comes 1o help at the facility when called.
Staff C stated she Is the administrator of another
assisted living facility in the area. When asked
Staff C was aware of the facility census.

at 7:40 PM, in an interview with the
Stah‘ D, Staff D denied providing care for the
residents. Staff D was reminded the Agency had
cbserved her providing care and Staff D stated
she doesn't really work at the facifity she just
helps. Staff D stated she does not get paid.

On , in & record review of the facilities
background-screening roster, the roster did not
document either Staff C or Staff D as being listed
on the facility roster. Staff C and D are listed in
the background-screening system,

Unclassified
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Initial Comments

Ant int inve

2019009025, was conducted at House of Light

Assisted Living Facility, in Palm Bay, Florida, on
. Deficient practice was found at the

time of the investigation.

58A-5.0182(8) FAC: 429.41(1)(a)3 & 3.(1)
Resident Care - Elopement Standards

58A-5.0182

{8) ELOPEMENT STANDARDS.

{a) 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 heaith care provider within 30 calendar
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-5.0191(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.

AGO0
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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

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

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
facility 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), F.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 shall
include a review of procedures to address

A032
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resident elopement. Facilities must document the
implementation of the drills and ensure that the
drills are conducted in a manner consistent with
the facifity's resident elopement policies and
procedures.

(1) The establishment of specific policies and
procedures on resident elopement. Facilities shall
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.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility
placed one of four residents (#1) at-risk by failing
to maintain a photo of the resident as required for
residents deemed an elopement risk on the
residents Agency 1823 health assessment
(1823).

Findings include:

On , in & record review of the facility
elopement policy, the policy states the facility
must maintain a photo of the resident, if the
resident is deemed a high-risk of elopement or
suffers from or 's related

On , in @ record review of Resident #1's
1823, Resident #1's 1823 list Resident #1 as an
elopement risk and suffers from

with .., and .., ., .
Resident #1's file does not include a photo of
Resident #1.

On , in a record review of law
enforcement report 18-78250, the report
documents Resident #1 had eloped from a facility

A032

holiday party on . Resident #1 was
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Continued From page 5

iocated by law enforcement and staff a short
distance from the facility.

at 10:18 AM, in an interview with
Staff A, Staff A stated she remembers the
elopement at the Christmas Party. Staff A stated
she was unaware Resident #1 was an elopement
risk and she had left the gate open when she was
taking out the trash.

Class Ili

58A-5.0185(6) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

(b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facliity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in

A032
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a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, F A.C.

{c} Centrally stored medications must be:

1. Kept in a locked cabinet; focked cart; or other
focked storage receptacle, room, or area at all

times;

2. Located in an area free of dampness and
abnormat . except that a i
requiring refri ion must be kept refrig

Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if

AHCA Form 3020-0001
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prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (7).
{f i that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
‘ssued by the Board of Pharmacy may re(urn
drugs to the di
pharmacy pursuant to rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
placed four of four residents (#1, #2, #3 and #4)
at-risk by failing to secure ali medication in a
iocked receptacle at all times.

Findings include:

On at 6:51 PM, as entering the office
of the administrator, it was observed a cup with
pilis located inside. {photographic evidence
obtained). The office door was open, and the
fights were on at the time of the observation.
Residents were moving around the facility and
had access to the office.

On at 6:51 PM, in an interview with the
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administrator, the administrator was asked whose
medication did the pills belong too. The
administrator stated they must be mine. When
the agency representative requested to see the
pills so they could be identified, the administrator
refused to turn them over for examination.

Class It

58A-5.019(3) FAC Staffing Standards - Levels

(3) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities must maintain the following minimum
staff hours per week:
Number of Residents, Day Care Participants, and
Respite Care Residents  Staff Hours/Week
0-5 168

212
16-25 253
26-35 294
36-45 335
48-55 375
56-85 416
66-75 457
76-85 498
86-95 53¢
For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
2. Independent living residents, as referenced in
subsection 58A-5.024(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facitity and resident records in case of an

ADBS
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emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility,
4. In facifities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . .
{ )and holds a currently valid card
documenting completion of stich courses must be
in the facility at alf times,
a. Documentation of attendance at First Aid or
courses pursuant to subsection
58A-5.0191(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part ill, .8, is
considered as having met the course
requirements for both First Ald and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least .. Must be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
8. The administrator or manager's time may be
counted for the purpose of meeting the required

AD079
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staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule,
9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 58A-5.0182,
F.AC.
{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
(d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {(a) are not met. The
facitity must immediately increase staff above the
minimum levels established in paragraph (a}, if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
58A-5.0182, F.A.C., are not being met, or that the
faciiity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the locat fire

AD079
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safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
68A-40, F.AC., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency wil require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
fonger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f} Faciliies holding a fimited mental heaith,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 58A-5.029,
58A-5.030 or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation and interviews, the facility
placed four of four residents (#1, #2, #3 and #4)
at-risk by failing to maintain a work schedule
which, as required, reflects the facilities 24-hour
staffing patterns.
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Findings include:
On at 6:25 PM, in a tour of the facliity,

it was observed the posting of a work scheduie
reflecting staffing hours during the month of
. {photographic evidence obtained).

On at 6:51 PM, in an interview with the
administrator, the administrator was requested to
provide the current work schedule for the facility.

On at 7:25 PM, in an interview with the

ini , the ini was reg 10
provide a copy of the current work schedule, The
administrator stated she did not have a work
schedule and would need to send someone {o get
one.

Class Ili

A 190 58A-5.033( .) & (3)(b} FAC; 429.075(6)
$8=D | Administrative Enforcement

58A-5.033( )& (3)(b) FAC

Facility staff must cooperate with agency
personnel during surveys, complaint
investigations, monitoring visits, license
application and renewal procedures and other
activities necessary to ensure compliance with
Part it, Chapter 408, F.S., Part |, Chapter 429,
F.S., Rule Chapter 59A-35, F.A.C., and this rule
chapter.

{1) ABBREVIATED SURVEY.

{a) An applicant for license renewat who does not
have any class | or class | violations or
uncorrected class [l violations, confirmed
fong-term care ombudsman program complaints,
or confirmed licensing complaints within the two.
ficensing periods immediately preceding the

A190
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current renewal date, is eligible for an
abbreviated biennial survey by the agency. For
the purpose of this rule, a confirmed long-term
care ombudsman program complaint is a
complaint that is verified and referred to a
regulatory agency for further action. Facilities that
do not have two survey reports on file with the
agency under current ownership are not eligible
for an abbreviated inspection. Upon arrival at the
facifity, the agency must inform the facility that it
is eligible for an abbreviated survey, and that an
abbreviated survey will be conducted.

{b) Compliance with key quality of care standards
described in the following statutes and rules will
be used by the agency during its abbreviated
survey of eligible facifities:

1. Section 429.26, F.S., and Rule 58A-5.0181,
F.A.C., relating to residency criteria;

2. Section 429.27, F.8,, and Rule 58A-5.021,
F.A.C., relating to proper management of resident
funds and property;

3. Section 429.28, F.S., and Rule 58A-5.0182,
F.A.C,, relating to respect for resident rights;

4. Section 429.41, F.S., and Ruie 58A-5.0182,
F.A.C., relating to the provision of supervision,
assistance with the activities of daily living, and
arrangement for and transportation

to . H

5. Section 429.256, F.S., and Rule 58A-5.0185,
F.A.C., relating to assistance with or
administration of medications;

6. Section 429.41, F.S., and Rule 58A-5.018,
F.A.C., relating to the provision of sufficient
staffing to meet resident needs;

7. Section 429.41, F.8., and Rule 58A-5.020,
F.A.C., relating to minimum dietary requirements
and proper food hygiene;

8. Section 429.075, F.8., and Rule 58A-5.029,
F.A.C,, relating to mental health residents’
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community support living plan;

9. Section 429.07, F.S., and Rule 58A-5.030,
F.A.C,, relating to meeting the environmental
standards and residency criteria in a facility with
an extended congregate care license; and

10. Section 429.07, F.8., and Rule 58A-5.031,
F.A.C,, relating to the provision of care and
staffing in a facility with a timited nursing services
ficense.

(c} The agency will expand the abbreviated
survey or conduct a full survey if violations that
threaten or potentially threaten the health, safety,
or welfare of residents are identified during the
abbreviated survey. The facility must be informed
when a full survey wilt be conducted. If one or
more of the following serious problems are
identified during an abbreviated survey, a full
biennial survey will be immediately conducted:

1. Viotations of Rule Chapter 69A-40, FAC.
relating to firesafety, that threaten the iife or
safety of a resident;
2. Violations relating to staffing standards or
resident care standards that adversely affect the
health, safety, or welfare of a resident;

3. Violations refating to facility staff rendering
services for which the facility is not licensed; or

4. Violations refating fo facility medication
practices that are a threat to the health, safety, or
welfare of a resident.

{2) SURVEY DEFICIENCY.

{a) Before or in conjunction with a notice of
violation issued pursuant to Part il, Chapter 408,
F.8., and Section 429.19, F.S., the agency must
issue a statement of deficiency for class |, 1f, lif,
and violations that are observed by agency
personnel during any inspection of the facility.
The deficiency statement must be issued within
10 working days of the agency's inspection and
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must include:

1. A description of the deficiency;

2. A citation to the statute or rule violated; and
3. Atime frame for the correction of the
deficiency.

(b) Additional time may be granted to correct
specific deficiencies if a written request is
received by the agency before the expiration of
the time frame included in the agency's
statement.

{3){b} Distary Deficiencies.
1. ) aclass i, Il or uncorrected class Ili
deficiency directly related to dietary standards as
established in Rule 58A-5.020, F.A.C. is
documented by the agency pursuant fo an
inspection of the facility, the agency must notify
the facifity in writing that the facility must employ
or contract the services of a registered or
ficensed dietitian, or & licensed nutritionist.
2. The initial on-site consultant visit must take
place within 7 working days of the notice of a
class 1 or Il deficiency or within 14 working days
of the notice of an uncorrected class IIf
deficiency. The facility must have available for
review by the agency a copy of the license or
registration of the consultant dietitian or
nutritionist and the consultant's signed and dated
review of the facility's corrective action plan, if a
plan is required by the agency, no later than 10
working days after the initial on-site consuitant
visit.
3. If a corrective action plan is required, the
facitity must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the dietary consuitant and facility
ini , that defici are and
staff has been trained to ensure that proper
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dietary standards are followed and consultant
services are no longer required. The agency must
provide the facility with written notification of such
determination.

429.075(6)

As provided under 5. 408.814, the agency shalt
impose an immediate moratorium on an assisted
fiving facility that fails to provide the agency with
access to the facility or prohibits the agency from
conducting a regulatory inspection. The licensee
may not restrict agency staff from accessing and
copying records at the agency's expense or from
conducting confidential interviews with facility
staff or any individual who receives services from
the facility

This Statute or Rule is not met as evidenced by:
Based on observation, record reviews and
interviews the facility placed four of four residents
{#1, #2, #3 and #4) at-risk by failing fo cooperate
with the Agency representative during the course
of a complaint investigation.

Findings include:

On at 6:15 PM, in an interview with
Staff D, Staff D was requested to provide the
Agency with identification of her person because
she was not responding to the Agency asking her
name. Staff D turned her and walked away
from the Agency representative refusing to
answer any questions.

On at 6:51 PM, it was observed by the
Agency representative, when entering the open
office {door standing open with the lights on) of
the administrator a cup with unsecured
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medication. (photographic evidence obtained).

On at6:51 PM, in an interview with the
administrator, the administrator quickly picked up
the medication and denied the office being open.
The administrator stated the office was locked
and secured. The administrator denied the office
being unlocked and stated the door was locked
when we arrived for the interview. The Agency
representative requested 1o see the cup of
medication and the administrator refused to
return it for observation and review by the Agency
representative.

On at8:51 PM, in an interview with the
administrator, the administrator was requested to
provide a copy of the current work schedule
which reflect the 24-hour pattern of coverage,
resident census and copy of the adverse incident
report related to the Christmas elopement by
Resident #1.

On at 7:25 PM, in an interview with the
administrator, the administrator was again
requested to provide a census, work schedule
and copy of the adverse incident report refated to
the Christmas elopement by Resident #1. The
administrator stated she would have to send out
to get a copy of the work schedule and instead
provided a -written list of names of workers.
{photographic evidence obtained), The
administrator stated she had spoken to the
Agency Field Office and was told she needed the
adverse for House of Light Senior Living IIi.

Class Il
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