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Initiat Coraments

A complaint investigation {2024016355) was
ccnducted at Grand Vilia of Altamonte Springs on

. The facility had deficiencies
at the t!me of the survey.

BIA-36.007(5) FAC; 429.28( }FS428.27
Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1{800)86~ or 1{800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
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{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. inistrative and
and requirements;

control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
8. Assistive devices; and
10. Physical .
{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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429.28 Resident bill of rights.~
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{¢) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 pm.
at a mintmum. Upon request, the facility shalf
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ton within the ity.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429.27.
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{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medicafions, assistance in making | |
for health care services, the provision of or
arrangement of transportation to health care

- . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the i

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shali be
given af least 45 days' notice of a nonemergency
refocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
[o] 1 Program for ass with
relocation and must include the statewide toll-free

A030
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telephone number of the program, In order for a
facility to i the rest of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and o associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rignts, , and
prohibitions set forth in this partis pested ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the jocal ombudsman
council, the Etder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access (o a telephone to

AHCA Form 3020-0001
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call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personat affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or s under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
falled to treat residents with consideration and
respect when the facility closed the dining room
1o use it for a staff party, failed to respond ina
timely manner to cafls for assistance for 1 of 11
sampled residents (#2) and failed to have
documentation to indicate a resident's complaint
was responded to for 1 of 11 sampled residents
1)

Findings:
AHCA Form 3020-0001
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1.0n at 2:45 pm, resident #1 said that
on the staff had a Christmas party in the
main dining room. He said the resident's were
given sandwiches and had to eat in their room
due to the dining room being used for the party.

On at 7:40 am, the chef confirmed there
was a staff parly held in the main dining room on

. He said the residents who usually ate in
the dining room were given to-go meals of tuna
and turkey sandwiches with coleslaw and a
cookie.

On at 8:15 am, review of the menu for
indicated the dinner meal would be
chicken noodie soup, cuban sandwich, musseis
marinara over penne pasta, garlic roll, potato
salad and lemon meringue pie. The chef said that
every year for the three years he was employed
t0-go sandwiches were served fo the residents
during the staff Christmas party. He said it was
done that way because the administrator
instructed him to. Review of the substitution log
revealed that on the planned mend item
was Italian sausage and grifled cheese, which
was substituted with tuna and turkey sandwiches.

On at 12:40 pm, the regional director of
operations confirmed the staff party occurred.
She said the staff were mostly on the patio.
She said she never told residents they couid not
have dinner in the dining room,

On at 1:18 pm, the regional chef said
sandwiches were served to the residents during
the staff party because the residents were not
going to eat in the dining room. He provided a
menu then identified it as the correct menu for

. which had italian sausage and peppers
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for dinner. He said sandwiches were served
instead of that because the facility would not be
able to ensure the sausage and peppers would
be hot enough to serve as a to-go meal.

2.0n at 3:30 pm, resident #2 said there
was an incident in which he sat on the side of his
bed then slid to the floor. He pressed his pendant
but no one responded. He said his roommate,
resident #1, helped him off the floor. He said he
was not injured. He said he fold both the
administrater and the director of nursing about it
and was fold they would look into it.

A review of resident #2's record revealed that on
at approximately 3:42 am caregiver C
reported the resident's roommate, resident #1,
came to her and informed her resident #2 had a
. Caregiver C responded to the room and saw
resident #2 sitting on his bed. The resident said
he was trying to reach his and siid off the
bed. Emergency medical services ( ) came to
the facility and caregiver C did not know who
called them. Resident #2 was checked by
and remained in the facility. Review of one call
report revealed resident #2 called for assistance
on at 2:53 am that was cleared at 6:57
am and a call at 6:33 pm was cleared at 10:43
pm. A different report provided by the regional

director of operations indicated the cails
occurred at 6:53 am to 6:57 am then at 10:33 pm
10 10:43 pm.

A facility note indicated that on at

approximately 4:30 am caregiver C entered
resident #2's room and observed him on the floor
near his bed. The resident said he atternpted to
transfer to his wheelchair. The caregiver was
unable to assist the resident off the floor herself
and asked the shift leader to assist. At

AHCA Form 3020-0001
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approximately 4:45 am they were able fo get the
resident up. Review of the resident's call
response report reveated he called for assistance
at 12:23 am that was cleared-at 4:26 am. A
different report indicated a call was placed only at
4:23 am and cleared at 4:26 am.

On the resident care manager's
investigation summary of the

indicated the resident called for assistance to
transfer from the bed to his wheelchair. While
assisting him the medication technician said the
resident became unsteady and the technician
was unable to keep the resident from falling so
she assisted him to the ground.

On at 11:46 am the discrepancy of the
events was discussed with the resident care
manager, who said she would have to review the
incident report.

On at 11:59 am, the resident care
manager said she tried to review call reports a
few times each week. She could not remember if
she reviewed resident #2's report after the

. When asked if she interviewed
resident #1 about resident #2's she
replied that she did not because "he won't talk to
me.”

On at 12:30 pm, the regional director of
operations said a daily report of resident calls for
assistance went to the administrator, A request
was made of her to provide documentation of
how the long response times were addressed.
The findings specifically regarding resident #2's
response times was discussed with her, She said
a 10 minute response time was accepiable. A
request was made of her to provide
documentation to indicate the response times for
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this resident was addressed due to his history of

. She responded by saying there was one
caregiver who worked over night in that resident's
building and there was no way one caregiver
could respond to the calls within a couple of
minutes. She could not explain the differences
between the call reports.

3.0n at 9:15 pm, the administrator
documented resident #1 told him the medication
technician on duty the previous evening was
sitting outside on her phone and not answering
call bells. Resident #1 reported his rcommate,
resident #2, was pushing his pendant requesting
assistance to transfer to bed. The administrator
told resident #1 the situation would be looked into
and a solution would be presented. There was no
documentation in the record to indicate the
administrator investigated the resident's
complaint and none to indicate he provided a
resolution fo the resident. Review of resident #2's
call response report revealed a call was made on

at 10:28 pm and cleared on at
2:34 am. Adifferent report indicated no call was
placed at that time.

On at 3 pm, the regional director of
operations said she spoke with the administrator
who said he looked at resident #2's call report
after receiving resident #1's complaint and found
no issue. The administrator said he did follow up
with resident #1 but forgot to document the
resolution.

Class il

A 093 59A-36.012(2) FAC Food Service - Dietary A093
$8=D!| Standards
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{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-04003, and-the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:
https: .od.nih. + fon/Dietary_
Reference_intakes.aspx. Therapeutic dists must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutriional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses 1o eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

tionist, or a regi: dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
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1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary o accommodate resident needs
and preferences.

2. Menu iterns may be substituted with items of
comparable nutritional vaiue based on the
seasonat availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily avaitable
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
o comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a moming meal.
Intervals between meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of
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one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of _ the time between meais.
{g} Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The guantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
aiso be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to serve food at a
palatable temperature for 8 of 11 sampled
residents (#1,5,6,7, 8, 9.}

Findings:

On at 2:45 pm, resident #1 said the food
was . The resident said he attended one food
meeting.

On at 5 pm, residents #5, 6, 7 and 8

were all served a pasta dish. They all said it was
or lukewarm and not a satisfactory

temperature.
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On at 5:08 pm, resident #9 also had the

pasta dish. The resident said the food was
and said it was not unusual for the food to be

On at 7:40 am, the chef said resident
food meetings were held monthly. He said the
resuits of the meetings were not documented. He
said food complaints were verbally addressed. He
said food complaints included food. He said
some residents did not start eating right away,
which he contributed fo the food. He said if a
resident complained of food at the time of
the meal, they were offered a freshly made plate.
He said food temperatures were not documented
until after the health department conducted an
inspection op

A unsatisfactory health department food
inspection indicated the facility had a violation
regarding cooling time and temperature.

Class il

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
88=D 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
working order.

{b) Pursuant to section 420.27, F .S, residents
must be given the option of using their own
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belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the fop surface of the mattress at a comfortable
. 1o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms 1o 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

personat laundry services for residents who

require such services, Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain an
environment free of pests for 2 of 11 sampled
residents (#1, 3.}

Findings:

On at 2:45 pm, resident #1 said he killed
two roaches in his room on the previous night. He
said roaches were a problem for four months. He
sald pest control treated his room two weeks
prior, During the interview a live roach was seen
AHCA Form 3020-0001
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on the floor of his room. Two roach bates were
seen in the room.

On at 4:13 pm, ants were seen on
resident #3's kitchenette counter and the wall
near her shower. The resident said she fived at
the facility for more than one year and had ants
the entire time. The resident said she fold
someone about them but did not know their
name. She said she never saw pest controt treat
her room but that they could have done it when
she was not in there.

Areview of the pest control treatment service log

since revealed neither resident’s room
was listed.
On at 8:45 am, a live roach was seen on
the floor near the receptionist's desk in the main
building.
Class il
A 160 5OA-36.015(1) FAC Records - Facility At60

88=D
59A-36.016 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized enfity. 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
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:
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{a) The facility's license displayed in a
conspicuous and public place within the facifity.
{b) An up-to-date admission and discharge log
listing 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 facifity but
intending to return pursuant o Rule 88A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

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

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

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.A.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-38.013, FAC.

{g) The admission package presented fo new or
prospective residents (less the resident's
confract) described in Rule 59A-36.006, F.AC.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . a copy of all such facility
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advertisements as required by Section 428.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

(i) 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 safely inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
10 Section 428.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years,

(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
iast 5 years.

{n) The facility’s resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) The facility’s policies and procedures pursuant
to subsection 59A-36.007(10), FA.C.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
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Section 408.823(2)(a), F.S.;

{w) For facilities licensed as limited 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, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on review of health department inspection
reports and interview, the facility failed to maintain
a satisfactory food inspection and an annual
group care inspection.

Findings:

Review of a health department food
inspection report revealed it was unsatisfactory
with five violations.

Review of a health department group care
inspection revealed it was most recently
conducted on

On at 2:15 pm, the findings were
discussed with the regional director of operations,
who said a group care inspection was scheduled
for next week.

Class 1l

A160
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