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Initial Comments.

A complaint investigation (complaint numbers
2021005235, 2021005236 and 2021007251), with
COVID-18 focused control survey and a
generator monitoring visit was conducted at Hyde
Park Assisted Living Facility on .
Deficiencies were identified at the time of the
survey.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medicat examination must
be recorded on the practitioner 's formoron a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident ' s admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner ' s direct observation of the
patient at the time of examination and must
include the patient ' s medical history. Such form
does not guarantee admission to, continued
residency in, o the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident ' s admission to
or continued residency in the facility. The medical
exarmination form, reflecting the resident ' s
condition on the date the examination is
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performed, becomes a permanent part of the
facifity ' s record of the resident and must be
made avallable to the agency during inspection or
upon request. An assessment that has been
through the Comp i
Assessment and Review for Long-Term Care
Services (CARES) Program fulfills the
requirements for a medical examination under
this subsection and s. 429.07(3)(b)6.
(8} Any resident accepted in a facility and placed
by the Departrment of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted fo the facility owner or
administrator. Additionaily, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the

dividual has been by a psychiatrist,
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An i upon dis froma
state mental hospital meets the requirements of
this ion related to appropri for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
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her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shal advise
and assist the facility administrator when the
special needs of residents who are recipients of
. require such

assistance.

59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-to- medical examination completed by a
health care provider as specified in either
paragraph (a} or (b} of this subsection.
(a} A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.8. The
examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional fimitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
8. Whether the individual has signs or symptoms
of R

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,
7. A statermnent on the day of the examination that,
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in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

(b} A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Faciiities, , which is
incorporated by reference and available onfine at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-08170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facllity either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c) Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
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admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.
{d) Medicai examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
(e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rule.
{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facitity may be attached to the heaith
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

.\ . to be administered
in the case of or .., . .
(g} 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 the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capachty in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

AHCA Form 3020-0001
STATE FORM

s

SFTHII

If continuation sheet 5 of 17




Agency for Health Care

PRINTED. 07/01/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11967471

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

06/16/2021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3011 WEST DE LEON STREET

HYDE PARK ASSISTED LIVING FACILITY

TAMPA, FL.

33809

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

A008

Continued From page 5

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that resident health assessment
included the level of assistance required with
medication for one resident (#3) and failed to
ensure that resident health assessment indicated
whether resident required 24-hour nursing or

s care for one resident (#2) of three
residents selected for record review.

Findings included:

Record review conducted on of
revealed AHCA FORM 1823 ( 13
dated , revealed that the assessment
did not indicate the level of assistance needed
with medication for Resident #3.

Record review conducted on of
revealed AHCA FORM 1823 ( ). dated
, revealed that the assessment did not
indicate whether Resident #2 required 24-hour
nursing or, ., care.
During interview with the Assistant Administrator,
conducted on , at 02:06 p.m., she
reviewed the resident health assessments and
confirmed the health did not indicate the levet of
medication assistant required for Resident #3,
and that Resident #2's health assessment did not
indicate whether Resident #2 required 24-hour
nursing or | care. The Assistant
Administrator stated that Resident #3 needed
assistance with medication seif-administration,
and Resident #2 did not require 24-hour nursing
or care.
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Class Ili
A055 59A-36.008(6) FAC Medication - Storage and ADBS
850 Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate 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
focked 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
facitity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and do d
by the heaith 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
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

8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-38.006, F.A.C.
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Continued From page 7

{c} Centrally stored medications must be:
1. Kept in a locked cabinet; focked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring refri fon must be kept
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
i~ i assisting with self- i
of or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i 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
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
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
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
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{f) Medications that have been abandoned 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
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to rute 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure that
medications observed on bedroom floor were
centrally stored and locked for one discharged
resident (#11).

Findings included:

During Facility tour, on ,at09:28 am.,
a Ziplock bag with medication containers
observed on the floor next to bed and wheelchair.
The medication containers were observed with
medication and labeled with Resident #11's name
{Photo Evidence). Resident #3, who was present
in the room, stated that medication on the floor
belonged to her rcommate who has been gone
for a week.

Review of Facility's Admission Discharge L.og, on
, revealed that Resident #11 was
discharged on .

Puring interview with the Assistant Administrator,
on , at 02:06 p.m., she stated that no
resident at the Facility managed their own

icatl The Assistant ini stated
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Continued From page 9

that Resident #11 did not manage their
medication.

On . at 02:17 p.m., The Assistant
Administrator observed a Ziplock bag with
medications on the floor of Resident #11 and
Resident #3's room. She confirmed that the
medications belonged to discharged Resident
#11, and stated that the medications were not in
the Resident #11's room during discharge.

Class Ili

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to section 428.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

ADBS
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4. Atable or nightstand, bedside famp or fioor
famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

(e} Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facitity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that alt existing architectural,
mechanical, efectrical and structural systems,
and appurtenances are maintained in good
working order in 10 Rooms (110, 111, 112, 113,
114, 210, 211, 212, 213, and 214) of 10 rooms
observed. Additionally, the facility failed to ensure
the residents lived in a safe and clean
environment free of hazards for 3 {Residents #1,
#2, and #3) sampled.

Findings included:

During a tour conducted on at9:32
a.m., the second-floor dining tables were
observed soiled with food, dirty napkins and
plates. Food was observed on the floors of the
dining room and there was a broken window near
the exit door leaning to the porch area
{Photographic evidence obtained).

On at 09:28 am., was
observed with mud dauber (insect nesting) on

A152

ceiling and excessive spider webbing in shared
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common sitting area shared by two residents that
reside at apartment. Common area floor was
observed with and alive insects and
accumulated dirt on floor, along base of walls.

was observed with live spiders,
webbing, and insects on walls and ceiling
corners. Ceiling Tiles in bathroom of 110B
observed with visual evidence of previous water
damage, and water pooled on the floor of the
bathroom and resident's room. Water observed
making contact with Resident's dirty clothes on
floor and shoe box. {Photographic evidence
obtained). A Ziplock bag with medication
containers observed on the fioor next to bed and
wheelchair. Resident who was present in the
room, stated that medication on the floor
belonged to her roommate who has been gone
for @ week. The resident also stated that the room
was flooded and that she almost slipped and
because of the water in her room.

On at approximately 09:28 a.m,, the
common seating area of was observed
with excessive spiders webbing and insects on
ceiling and fleors, and mud dauber (insect
nesting) on ceiling. was observed
with pooling water from bathroom fo resident's
room, under the resident's bed, and under
resident's mini refrigerator.

On at 08:36 a.m., the second-floor
common areas between Room A and B, of

. . 213 and 214 were
observed to have cobwebs and bugs around the
ceilings, on the furniture and pictures. The
common area to was observed to also
have a laundry basket, crutch and a mattress
teaning in the comner (Photographic evidence
obtained).
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During observation of . on

. at 09:39 a.m., there was black matter
on and around the ceiling air conditioning vent.
The edge corner of the wall near the entry had
chipped dry wall and paint. Behind the bedroom
door there was a hole in the wall with a blue cloth
or clothing item stuck inside.

During follow-up interview with resident that
resided in ,on ,at 09:56
a.m., the resident indicated that the flooding
happened on and did not know where
the leak came from. Resident that resident in

was observed using a walker to
mover around and stated that she tracked the
wheels for the watker with water all over the room
and foyer.

During an observation of the beauty salon at
10:01am there was hair trimmings underneath
the chairs, dirty linens under the sink and a dried
pink substance underneath the storage
containers (Photographic evidence obtained).

During follow-up interview with resident that
resided in ,on ,at 10012
a.m., the resident that resided in was
observed using walker to move around. The
resident stated that there her room had water all
over, and the toilet overflowed the night prior

During interview and,. . observation with the
Assistant Administrator, on ,at 1035
am., the Assistant Administrator observed sitting
water on floor in rooms and bathrooms of
and 111Aand 111B. The Assistant

ini informed ing fo take
care of the water due to safety of residents
actively using the space. Continued tour with the
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Assistant Administrator confirmed observation
accumulated of webbing, insects (alive and
) mud daubers on ceiling in N
. 113 114, and damaged ceiling tiles i
bathroom of

During interview with the Maintenance Staff,
conducted on ,at 10:39 a.m., he
stated that water feaks were from clogged toilets
which flooded more each time residents flushed
their toilets. He stated was notified in the morning
on . Maintenance staff stated that he
did not tell the housekeeping staff about the toilet
overflows because the of language barrier of
housekeeping staff.

During an interview conducted on
2:25 p.am., with the Owner, she stated on
1202 an intoxicated resident . onto a table
and the table broke the glass on the 2nd floor
dining area. She stated the beauty salon has not
been used for a while and she was unaware of
the hair on the floor or any of the dirty linen. The
Owner also stated she was unaware of any holes
in the walls for or issues with the air
conditioning vent.

Lat

Class Ili

59A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally authorized entity. if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
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immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

(a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Aleg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

(e} The facility's liability insurance policy required
in rule 59A-36.013, FAC.

{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
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Continued From page 16

prospective residents (less the resident's
contract) described in rule 59A-36.006, F.A.C.
{h} If the facility advertises that it provides speciat
care for persons with s or
related . a copy of all such facility
advertisements as required by section 429.177,
F.8.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, F.AC.
{j) Alt food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 428.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years,
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC,,
igsued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC,,
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respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain an up-to-date admission and
discharge Iog of alf residents with appropriate
reason for discharge, discharge location for two
residents (#10 and #11) of three discharged
residents selected for a closed record review.

Findings Included:

Avrecord review of the admission and discharge
{og conducted on revealed that the
fog did not identify reason for discharge or
discharge location for discharged Residnt #10,
and Resident #11,

During an interview conducted with the Owner on

at 1:45pm she confirmed the
admission discharge log was not up today with
where the residents were discharged too. She
stated some of the residents refuse to give the
address to where they are going.

Class Ili

A180
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