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AG00; Initiat Comments

Are-licensure, complaint investigation
2025015060 and 2026000993] and generator
monitoring survey was conducted at Great

. Deficiencies were identified at the
time of survey.

A010 429.26(
8§8=D

Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-

{1) The owner or administrator of a facility is

admission of an individuat to the facility and for
ining the conti propri of
residence of an individual in the facility. A

of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in

in law or rule related to admission criteria or

the facifity under this part. The following criteria

in a facility:
{a) A facility may admit or retain a resident who

{b) A facility may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is

Amerian Assisted Living Community at Tampa on

} FS; 59A-38.006(4) FAC Admissions -

responsible for determining the appropriateness of

determination must be based upon an evaluation

accordance with facility policy, and any limitations
continued residency for the type of license held by

apply to the determination of appropriateness for
admissicn and continued residency of an individual

receives a health care service or treatment that is

designed to be provided within a private residential
setting if all requirements for providing that service
or reatment are met by the facility or a third party.
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agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the resident
can be met at the facility. The resident must have
a plan of care which delineates how the facility
and the hospice will meet the scheduled and
unscheduled needs of the residert, including, #
applicable, staffing for nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢), a
facility may niot admit or retain a resident who is
bedridden or who requires 24-hour nursing
supetvision. For purposes of this paragraph, the
term "bedridden” means that a resident is confined
{0 a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physical .

2. Aresident may continue to reside in a faciiity if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. ¥ a facility is ficensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to anather without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
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Children and Families, the administrator rust
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not have
financial interests in the facility.

59A-36.008
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a} through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a ~to-
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C, The resuits of the examination
must be recorded on the practitioner's form or on
AHCA Form 1823, which is incorporated by
reference in paragraph (2)(b) of this rule and must
be completed in accordance with that paragraph.
Exceptions to the requirement to meet the criteria
for continued residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant 1o
Section 428.26(1)(c), F.$.
{b) A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care, or
the facility has a limited nursing services license
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and services are provided pursuant to a plan of
care issued by a health care practitioner,

2. The condition is docurnented in the resident's
record; and,

3. #f the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged from
the facility.

{C)A , Wl resident who no longer meets
the criteria for continued residency may continue
1o reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a ficensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legat
representative i applicable, and the facifity agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the i ' of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from the
assisted fiving facility's staff which are within the
scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the faciiity’s
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A010 Continued From page 4

ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionatl licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.AC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an interdisciplinary care plan
describing the care and services the facility and
hospice provided for one (Resident #11) of one
sampled resident admitted to hospice services.

Findings included:

A record review, conducted on .
revealed no evidence of an interdisciplinary care
plan for resident #11.

Resident #11 was admitted to hospice on

During an interview on at 115 p.m,,
the Weliness Coordinator stated not being aware
of the requirement of Resident #11 needing an
interdisciplinary care plan.

Class 1l

A030 59A-36.007(5) FAC; 429.28( ) FS 420.27
88=D | Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as

A010

A030
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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
adrmission 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
recelving and responding to resident complaints
and a written procedure to allow residents to
recommend changes to facility policies and
procedures. The facility must be able to
demonstrate that such procedure is implemented
upon receipt of 8 complaint.

{c) The telephone number for lodging complaints
against a facility or facifity staff must be posted in
full view in a common area accessible to 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 Hofline
1(888)419-3456, and the statewide toll-free
telephone nurnber of the Florida Hotline,
1{800)96- or 1{800)362-2873. The
telephone numbers must be posted in close
proximity o a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facifity 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;
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5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions,;

8. The requirements for coordinating the delivery of
services to residents by third party providers;

9. Assistive devices; and

10. Physical .

{e) Residents may ot be required to perform any
work in the facility 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.

429.28 Resident bill of rights.~

(1) No resident of a facility shall be deprived of any
civil or legat rights, benefits, or privileges
guaranteed by faw, 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:
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(a) Live in a safe and decent fiving 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.
{c) 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
receiving and sending unopened correspondence,
access to a telephone, and visiting with any
person of his or her choice, at any time between
the hours of 8 am. and 9 p.m. at a minimum.
Upon request, the facility shail 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 fo pursue
the highest possible level of independence,

L and i 1 within the
{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
ins. 429.27.
{g) Share a room with his or her spouse if both are
residents of the facility,
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at regular
and frequent intervals except when prevented by
inclement weather.
(1) Exercise civil and religious fiberties, including
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the right to independent personal 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
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

o . and the performance of health care
services in accordance with s, 429.255 which are

i with i and i
standards within the community.
{k) At least 45 days’ notice of relocation or
termination of residency from the facility unfess,
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 to other residents. in the case
of a resident who has been adjudicated mentaily
s , the guardian shall be given at least

45 days' notice of a nonemergency retocation 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 Ombudsman Program
for assistance with reocation and must include
the statewide toll-free telephone number of the
program, in order for a facility to terminate the
residency of an individual without notice as
provided herein, the facility shall show good cause
in a court of competent jurisdiction.
(1) Present grievances and recommend changes in
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policies, procedures, and services o the staff of
the facility, governing officials, or any other person
without , interference, coercion,
discrimination, or reprisal. Each facitity 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 to associate with advocacy or special interest
groups.

(2) The administrator of a facility shall ensure that
a written notice of the rights, o , and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must inciude the statewide toll-free
telephone number and e-mall address of the State
Long-Term Care Ombudsman Program and the
telephone number of the local ombudsman
council, the Eider 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 councl, 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 p i i or for fsing
any other resident right. The facility must ensure a
resident's access to a telephone to cail the State
Long-Term Care Ombudsman Program or [ocat
ombudsman council, the Elder Hotfine
operated by the Department of Children and
Farnilies, and _ Rights Florida.
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429.27 Property and personal 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, untess the resident is adjudicated

. or . 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
personat 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 Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to provide one (resident #12) out of one
sampled resident with a 45-day notice of
termination of residency which included a
statement the resident may contact a State
Agency for assistance with the statewide toll-free
telephone nurmber of the program.

Findings included:

Arecord review, conducted on ,
revealed a discharge notice provided to resident
#12 on did not include the name and a
{oli-free telephone number of a state agency to
contact for assistance with refocation.
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During an interview on at 2:00 p.m. the

Administrator agreed the 45-day notice did not

include the State Agency name and toll-free

telephone nurmber and stated the information

would be added.

Class il

A032

A 032 59A.36.007(7) FAC Resident Care - Elopement
85D standards

59A-36.007

{7) ELOPEMENT STANDARDS,

{a) Residents Assessed at Risk for Elopement. All
residents assessed at risk for elopement or with
any history of elopement must be identified so
staff can be alerted to their needs for support and
supervision. All residents must be assessed for
risk of elopement by a health care provider or a
mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a heaith assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.AC., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make, at
a minimum, a daily effort to determine that at risk
residents have identification on their persons that
includes their name and the facility's name,
address, and telephone number, Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (¢),
F.A.C., must be generally aware of the ocation of
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all residents assessed.at high risk for elopement
at all-times.

2. The facility must have a photo identification of at
risk residents on file that is accessible {o alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent fo
admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.

{b) Facility Resident Efopement Response
Policies and Procedures. The facility must develop
detailed writtens policies and procedures for
responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement response
poticies and procedures, including specific duties
and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrcgate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c¢) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one {Staff B) out of three
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sampled employees participated in annual
elopement drills.

Findings included:

A record review, conducted on .
revealed the facility completed two elopernent drilis

on and . Staff B participated
inthe elopment drill. Staff B had a hire
date of

During an interview on at 2:03 p.m, the

Administrator agreed Staff B did not participate in
two elopement drills in 2025 and stated not being
aware ail employees had to participate in at least
two drills annually.

Class il

A 083 50A-36.011(5) FAC Training - First Aid and A083
88=D
{5) FIRST AID AND

( }. A staff member who has
completed courses in First Aid and and holds
a currently valid card documenting completion of
such courses must be in the facility at all times.

{a) Documentation that the staff member possess
current certification that requires the student
1o demonstrate, in person, that he or she is able
o perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National

Safety Council, or an organization whose training
is ited by the C ission on itati
for Pre-Hospital Continuing Education satisfies
this requirement.
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{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently certified
under chapter 401, Part Ill, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure at feast one staff member with a
valid card documenting completion of

. . { ) and First Aid
was in the facility.

Findings included:

An employee record review, conducted on
, reveaied the facility was unable to
provide documentation assuring on every given day
at least one employee with a valid and up-to-date
{First Aid card was scheduled o work the
11:00 p.m. to 7:00 a.m. shift.

During an interview on at 2:03 p.m, the
Administrator agreed the facility could not provide
documentation that at least one employee with a
valid care and first aid was in the faciity at all
times.

Class il
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43050254 & ) / .
Training

{4) Employees of covered providers must complete
the following training for ‘s and
related forms of :
{a) Upon beginning employment each employee
must receive basic written information about
interacting with persons who have ‘s

or related forms of
{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training program
provided by the department.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most common
forms of . how to identify the signs and
symptoms of , and skills for
commumcatlng and mteracnng with persons with

's or related forms of

. Arecord of the completion of the
training program must be made available fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of the
employee's completion of the training program
and, upon written request of the employee, provide
the employee with a copy of the record of
completion consistent with the employer’s written
policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment to
a different covered provider.
{c}) Within 7 months after beginning employment
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for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}. The
additional training must include, but is not limited
1o, behavior management, promoting the person ' s
independence in activities of daily living, and skills
in working with families and caregivers.
{d} Within 7 months after beginning employment
for a nursing home, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal care
must complete 3 hours of training in addition fo
the training required in paragraphs (a) and (b). The
additional training must include, but is not limited
{0, behavior management, promoting the person's
independence in activities of daily living, skills in
working with farmilies and caregivers, group and
individual activities, maintaining an appropriate
environment, and ethical issues.
{e) For an assisted fiving facility, adult family-care
home, or adult day care center that advertises and
provides, or is designated to provide, specialized
care for persons with " or
related forms of , in addition to the
training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning empioyment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning empioyment,
each employee who provides personal care must
complete an additionat 4 hours of

-specific training. Such training must
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include, but is not limited to, understanding
and related forms of

, the stages of 's s
communication strategies, medical information,
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic iearning .- Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to help
develop and refine the employee's skills for caring
for a person with or a related
form of . The continuing education must
cover at least one of the topics included in the

-speciic training in which the employee
has not received previous training in the previous
calendar year. The continuing education may be
fulfilled and documented in a minimum of one
quarter-hour increments through on-the-job training
of the employee by a facility administrator or his or
her designee or by an electronic learning

. chosen by the facility administrator.
On-the-job training may not account for more than
2 hours of continuing education each calendar
year.
{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {d}), or
paragraph {e} that s applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of the
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employee, if applicable, must be provided to the
covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or referring
an employee {0 a covered provider.

(7) For a certified nursing assistant as defined in
8. 464.201, training hours completed as required
under this section may count toward the totat
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, , or referred
to provide services before , must
complete the fraining required in this section
before . Proof of completion of
equivalent training completed before |, | s
shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
after . may complete training using
approved curriculum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one {Staff B) out of three
sampled employees who provide personal care
completed the required 's training.

Findings included:
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Arecord review conducted on revealed
no evidence Staff B completed either the required
one-hour onlfine trai k

ing on s
within 30 days of hire or the additional three hours
of training within seven months of hire.
Staff B had a hire date of

During an interview on at2:00 p.m,,
the Administrator agreed Staff B did not complete
the required training.

Class il
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