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Initial Comments.

A revisit to the biennial survey of was
conducted at Quality Home Care Services on

. The facility had deficiencies at the
time of survey.

59A-36.019(2) FAC Emergency Plan Approval

{2} EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule
59A-36.014, F.A.C., and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

{c) The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facitities.

A 000}

A18T}

{e} Any plan approved by the local emergency

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TLE

(x5 DATE

STATE FORM

PEIX12

i continuation sheet 1 of 2



Agency for Health Care

PRINTED: 12/02/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968670

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
11/29/2022

NAME OF PROVIDER OR SUPPLIER

QUALITY HOME CARE SERVICES

TAMPA, FL.

33812

STREET ADDRESS, CITY, STATE, ZIP CODE
11104 N 28TH STREET

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A1t}

Continued From page 1

management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit and obtain approval for the

i i Plan

Comp g
(CEMP) on an annual basis,
Findings included:

Record review conducted revealed
the CEMP had not been submitted to the local
authority for annual review.

An interview was conducted with the
Administrator on at 10:08am and
when asked for the facility's current approvat of
their CEMP the Administrator stated he does not
have a current letter of approval for the local
authority.
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408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and

{cZ841}
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providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,

{Cz841)
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providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a visitation policy and procedures
for visitors within thirty days of the effective date
of the act under part 1 of chapter 429, Florida
Statute.

Findings Included:

During an attempt to review the facility's visitation
policy and procedures, conducted on

there was no visitation policy and procedures
provided for the facility. The visitation policy and
procedures did not include the following:

The aflowance of in-person visits in all of the
following circumstances:

-End-of-life situations

-A resident, client, or patient who was living with
family before being admitted to the provider's
care is struggling with the change in environment
and fack of in-person family support

-The resident, client, or patient is making one or
more major medical decisions

-Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

-A resident, client, or patient needs cuseing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver

-Aresident, client, or patient who used fo tatk and
interact with others is seldom speaking.

{Cz841)

~The tength of the visits and numbers of visitors
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which allow for consensual physical contact
between residents and the visitors

-The control and education policies for
visitors for screening, personal protective
equipment, and other control protocols
for visitors.

~The designation of a person responsible for
ensuring that staff adhere to the policies and
procedures

During an interview with the Administrator,
conducted on at 10:08am, the
Administrator agreed that the visitation policy and
procedures was not posted on the facility's
website and no paper copy was available for
review.
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