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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

21322

Based on review of the facility's policies and procedures and staff interviews, the facility failed to protect the 
health, welfare and rights of each resident by failing to ensure 1 (Staff A) of 5 staff reviewed was screened 
for a history of abuse, neglect, exploitation, or misappropriation of resident property before beginning 
employment. 

The findings included:

Review of the facility's Abuse Prevention Program effective 2012 and most recent change date of November 
2024 revealed, The facility has designated and implemented processes, which strive to reduce the risk of 
abuse, neglect, exploitation, mistreatment, and misappropriation of resident's property . Implementation and 
ongoing monitoring . Potential employees will be screened, per federal &/or state regulation, during the hiring 
process for history of abuse, neglect, or mistreatment of residents. Screening will consist of . Criminal 
background checks will be completed to identify any potential employee unfit to work in LTC (Long Term 
Care) .

Review of the facility's current employees list revealed Staff A was a dietary aide with a date of hire of 
1/14/25. 

On 2/26/25, review of the Florida Agency For Healthcare Administration's Care Provider Background 
Screening Clearing house revealed Staff A's last employment at a position that requires a background 
screening ended on 5/8/23. 

Staff A's employment at the facility was not entered in the background screening clearinghouse. The last 
eligibility determination for employment at a Medicaid/Medicare Participating Provider was 3/23/23. 

On 2/26/25 at 12:43 p.m., in an interview the Human Resources Director verified Staff A date of hire was 
1/14/25.

She verified Staff A was not entered in the Background Screening Clearing house. 

She verified Staff A had a break in employment greater than 90 days when he was hired on 1/14/25 and the 
facility failed to obtain a new background screening as required by the Florida Agency for Healthcare 
Administration. 
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Review of Staff A's timecard revealed Staff A worked on 2/16/25, 2/17/25, 2/20/25, 2/21/25, 2/22/25, 2/23/25, 
and 2/25/25 without the required screening. 
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