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INITIAL COMMENTS

Complaint surveys #2021016310 and
#2021016836 were conducted with a Focused
Control survey from 10
. Complaint #2021016310 was
substantiated. Ocoee Health Care Center had a
state deficiency found at the time of the visit.

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

435.12 Care Provider Background Screening
Clearinghouse .~

(2)(b) Until such ime as the
enrolled in the national retained print
noftification 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 @ 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 all
criminal history checks through the clearinghouse
before referring an employee or potential
employse 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 controlling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility This plan of Correction is submitted as
failed to enter 3 out of 8 employees in the required under Federal and state
Background Screening Clearinghouse roster regulation and statues applicable to long
within 10 days of hire, (Staff A, B, and C). term care providers. This plan of
correction does not constitute an
Finding: admission of liability on the part of the
facility, and such liability is hereby
Review of the facility's Background Screening specifically denied. The submission of the
Roster revealed Staff A, hired on , Staff B, plan does not constitute an agreement by
hired on , and Staff C, hired on the facility that the surveyors' findings or
were not entered into the Background Screening conclusions are accurate, that the findings
Clearinghouse roster for the facility nor the constitute a deficiency, or that the scope
staffing agency. or severity regarding any of the
deficiencies cited are correctly applied.
On at 5:10 PM, the Human Resources
(HR) Manager explained she was responsible fo Corrective action for the staff affected by
obtain the signed attestations and verification of the alleged deficient practice:
eligibility in the Agency for Healthcare Agency Staff have been registered in
ini: ion (AHCA) ‘West Orange Center for Nursing and
website for new employees, She stated she Healing ACHA Background Roster. The
verified Staff A, B, and C's eligibility to work but Human Resource Staff has been
failed to notice they were not added to the staffing educated by Nursing Home Administrator
agency's roster. She acknowledged Staff A, B prior to survey exit on the status or rule of
and C who were agency staff were not added to care provider background screening
the facility's roster until the staff's personnel files clearinghouse. No negative outcome was
were selected for review. The HR Manager identified by the alleged deficient practice.
expiained she knew it was important for aff facility
staff to be included in the AHCA roster because Corrective action taken for the agency
the faciiity or staffing agency would be notified in staff who had the potential to be affected
the event an employee became ineligible to work. by the alteged deficiency practice:
Audit on all current agency employee done
On at 7:25 PM, the Administrator stated and registered on West Orange Center for
she was still looking for a policy regarding Nursing and Healing ACHA Clearinghouse
Background Screening and did not provide an Roster
answer as to how this failure could have This will be compieted by date of
negatively facility residents, compliance by BOM/HR / Designee.
Unclassified Measures/ Systemic changes put in place
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o assure the alleged deficient practice
does not re- ocour:

HR/BOM has been educated into process
and immediate implementation has been
completed for those staff agency currently
active at this facility. Ongoing process for
registration of new agency staff will be
done when they are schedule before the
first shift and current by compliance date.

Corrective actions will be monitored to
ensure the alleged deficient practice wilt
not reocour:

The NHA/ Designee will conduct random
audits of compliance for ail current agency
staff 5 times per week for x4 week to
ensure compliance with background
screening clearinghouse. Audits will
continue then weekly (once a week) for 1
month and monthly for 3 months and
quarterly as needed. Any negative
patterns or findings will be presented to
Quality Assurance meeting for further
review/ Recommendations.
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