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Initial Comments.

A complaint {complaint number 2023006941) in
conjunction with a generator monitoring survey
was conducted at Elderly Pride Assisted Living
LLC on - Deficiencies were identified
at the time of survey.

429.26(7) F'S; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide adequate supervision to prevent
the elopement of two (Resident #3 and Resident
#4) of the five sampled residents,

Findings included:

An interview with Resident #1's family member
conducted on at 10:25AM via phone
revealed that Resident #1's family member had
seen Resident # 3 walking in front of an auto
shop while on her way to visit the facility. The
family member went on to say that when they
reported saw Resident #3 to the Administrator
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Continued From page 2

that the Administrator was unaware the resident
was missing. The family member stated that they
drove to go pick up the resident and returned
them to the facility.

A record review conducted on of
Resident #3's health care record revealed no
incident reports and the health assessment dated
for revealed that resident was at risk
of elopement.

An interview with the Administrator conducted on
at 11:43AM confirmed that Resident
#3 had eloped from the facility a month prior to
the survey and that no incident report or
fon was for the

Arecord review of the facility’s incident report
book conducted on revealed that
Resident #4 had an elopement from the facility on

An interview with Staff A conducted via phone on

at 11:56AM revealed that Resident #4
had eloped through the bathroom window. Staff A
went on to say that Resident #4's family was
contacted to see if the resident was with them,
and he was not.

An interview with the Administrator conducted on
at 11:43AM confirmed that Resident
#4 had an elopement on

Class Il

429.52(1 & 7) F8; 59A-36.011( ) FAC Training
- Staff In-Service

429.62(1)
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{1) Each new assisted living facility employee
who has net previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to ail new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior o interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
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the facility administrator, the preservice
orientation must cover:
1. Resident’s rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living faclity.
2. Recognizing and reporting resident .
neglect, and . The facility must use its
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prevention policies and procedures when
cffering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handfing practices.
{fy All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.
1. All facility staff shall be provided with a copy of
the facifity's resident elopement respense policies
and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure for 2 (Assistant Administrator and
Staff A) of 3 sampled staff, who performed direct
care for residents, had aif their required training
completed.

Findings included:

A081

AHCA Form 3
STATE FORM

20-0007

s

5MPQT1

If continuation sheet 6 of 15




Agency for Health Care

PRINTED. 06/12/2023

FORM APPROVED

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

AL 11969846

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/02/2023

NAME OF PROVIDER OR SUPPLIER

306 W GRANT ST
PLANT CITY, FL 33563

ELDERLY PRIDE ASSISTED LIVING LLC IF

STREET ADDRESS, CITY, STATE, ZIP CODE

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

A081

A 162
§8=D

Continued From page 6

A review of employee records conducted on
revealed that the Assistant

Administrator, who had a hire date of

and was a direct care staff, was missing

documentation for completing 1-hour of Major

Incidence and reporting training.

Areview of employee records conducted on

revealed that Staff A, who had a hire
date of and was a direct care staff,
was missing documentation for completing 1-hour
of Major incidence and reporting training.

During an interview conducted on at
11:35am with the Administrator he confirmed the
Assistant Administrator and Staff A were missing
the 1-hour Major Incident training.

Class Ili

59A-36.015(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
rmust be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

8. Social security number,

7. Medicaid and/or Medicare number, or name of
other heaith insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,

9. Name, address, and telephone number of the
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resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the heaith care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C,

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusa of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

{HHA ., . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their . , .recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writtngthat  ,  not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.
{h) For faciliies that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

(i) A copy of the resident's contract with the
faciiity, including any addendums fo the contract

AHCA Form 3020-0001
STATE FORM aw SMPQT If continuation sheet 8 of 15
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as described in Rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.S.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ( ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the ... ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident's . DH
Form 1898, if applicable.

{p) For independent living residents who recelve
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personat, limited
nursing, or extended congregate care services,

A162
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record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{a) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

3 i resident records i for
facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to maintain an updated and completed
Agency for Health Care Administration (AHCA}
Form 1823 assessment form (1823) for 4 of {
Resident #2, Resident #3, Resident #4 and
Resident #5) of & sampled residents.

Findings Included:

A record review conducted on for
Resident #2, who was admitted on

revealed Resident #2 required medication
administration. Also, Resident #2's 1823 did not
identify the phone number or address of the
examiner.

During an interview conducted on at
11:35am with the Administrator he confirmed he
and Staff A who had medication technician
training, provide medications to all residents.

A record review conducted on for

A162

AHCA Form 3
STATE FORM

20-0007

s

5MPQT1

f continuation sheet 10 of 15




Agency for Health Care

PRINTED. 06/12/2023
FORM APPROVED

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

AL 11969846

B.WING

A BUILDING:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED

05/02/2023

NAME OF PROVIDER OR SUPPLIER

306 W GRANT ST

ELDERLY PRIDE ASSISTED LIVING LLC IF
PLANT CIT’

Y, FL 33563

STREET ADDRESS, CITY, STATE, ZIP CODE

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 x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

A162

A 165
§8=D

Continued From page 10

Resident #3, who was admitted on

revealed Resident #3's 1823 did not identify the
tevel of assistance Resident #3 required with
medications.

Arecord review conducted on for
Resident #4, who was admitted on

revealed the level of assistance Resident #4
required with medication was not identified. Also,
Resident #4's 1823 did not identify the phone
aumber or address of the examiner.

Arecord review conducted on for
Resident #5, who was admitted on

revealed there was no assessment for elopement
risk.

During an interview conducted on at
11:35am with the Administrator, he confirmed the
there were errors on the 1823's.

(Photographic evidence obtained)

Class Ili

429.23( & ) FSRisk Mgmt& QA

429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements -

{1} Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
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Continued From page 11

{2) Every facility licensed under this partis
required to maintain adverse incident reports, For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1 B

2. or ., damage;

3. Permanent o H

4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the fransfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

(b} Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3} Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mait, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
portal is offine, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facllity's investigation into the adverse
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incident.
[ , neglect, or | must be

reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shal
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to discipiinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

(8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shalt report
this fact to such regutatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the facility
failed to report an adverse incident through the
state agency's online portal for three (Resident
#1, Resident #3, and Resident #4) of the five
sampled residents.

Findings included:

Arecord review conducted on of the
facifity's incident book revealed that Resident #1
hada . on that resulted in the
resident being transferred to a more acute
setting. Furthermore, the book had no evidence
that the incident had been reported to the
agency's online portal.

An interview conducted with Resident #1's family
member conducted via phone on at
10:25AM confirmed that Resident #1 had

and been taken to a more acute setting at a locat
hospital.

An attempted record review conducted on

of the facility's incident book revealed
that Resident #3 had no documented incidents
and no incidents reported through the agency's
online portal.

An interview with Resident #1's family member
conducted on at 10:25AM revealed
that the family member had seen Resident # 3
walking at an auto shop on their way o visit the
facitity. The family member reports that they told
the Administrator once arriving at the facility and
the Administrator was unaware that Resident #3
had been missing. The family member stated that
she left the facility to go and pick up
Resident #3 to return them o the facility.

A record review conducted on of the
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facility's incident book revealed that Resident #4
had an elopement on that was
reported to law enforcement. Furthermore, the
book had no evidence that the incident was
reported to the agency's online portal.
During an interview with the facility's Administrator
conducted on at 11:43AM, the
Administrator confirmed that Resident #3 had
recently eloped from the facility. The
Administrator went on to confirm that the
incidents for Resident #1, Resident #3, and
Resident #4 had not been reported to the
agency's online portal.
Class It
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