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Initiat Coraments

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Leoray ALF, inc. The facility had deficiencies
related to the Relicensure at the time of the
survey.

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;

examinations of residents.-

{1) The owner or administrator of a facility is

T ible for ining the appropri

of admission of an individual to the facility and for
o N . of

9 P
residence of an individual in the facility, A
determination must be based upon an evatuation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
confinued residency for the type of license held
by the facility under this pari. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:

{a) A facility may admit or retain a resident who
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 treatment are met by the facility or
a third party.

{b} A facifity 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
agreed to by the facifity and the resident,
additional care is provided by a licensed hospice,
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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
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision, For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to 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

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

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

3. if a facility is licensed fo 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) Aresident may not be moved from one facility
1o another 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
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{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-36.006
{4) CONTINUED RESIDENCY. Except as foliows
in paragraphs {(a) through (¢) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
critetia, 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 results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by reference in {2)(p)
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 fo
Section 429.26(1)(c}, F.S.
{b) Aresident requiring care ofa
may be retained provided that:
1. The resident contracts direcly with a licensed
horme health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident’s
record; and,
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3. ¥ 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.

{CYA . ill resident who no longer meets
the criteria for continued residency may continue
to 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 if applicable, and the facility agree
o continued residency;

3. Allicensed hospice, in consuliation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and these
being provided by the facility; and,

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

{d) The facility administrator is responsible for
itoring the i appropri 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 living 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 facility's
license and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g} Continued residency criteria for facilities
holding an extended congregate care license are
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described in Rule 50A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, it was determined that the facility failed to
ensure a Resident's Health Assessment form
{AHCA form 1823) was accurate and reflective of
the Resident's current care needs and diagnosis,
for 1 out of 2 sampled residents' records
reviewed (Resident# 2),

The findings included:

An observation during lunch between 11:30 AM
and 12:15 PM this surveyor observed Staff B
{Caregiver) feeding a puree meal to Resident #2.

During an interview with the Administrator on

at approximately 11:35 AM, she was
informed to provide a list of residents on a special
diet. The Administrator stated the facility does not
have residents on a special diet. At this time, she
was informed to provide a Health Assessment for
Resident #2.

During an interview with Staff B (Caregiver) on

at approximately 12:00 PM she was
asked if Resident #2 can feed herself and she
stated no. Staff B stated, Resident #2 forgets that
she is eating also has problems swallowing
regular meals.

Areview of Resident #2 file documented that she
was admitted on . Review of Resident
#2's Health Assessment dated 11/26/2024
revealed the following diagnoses, _, N
A N , Abnormal gall and
mobility. The form also documents the resident's
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" status as memory loss, The resident's
special Diet documented as regular. Further
review of Resident #2's Health Assessment
revealed the resident requires assistance with all
Activities of Daily Living {ADL). The form aiso fist
the nursing/treatment/ ., service
requirements as "yes".

An additional review of the resident's file revealed

a prior AHCA form date: fisted a
diagnosis of .
In reviewing of both Heailth forms,

the following additional concerns were noted.

1) The current Health Assessment(dated 2024)
for Resident #2 failed to list the ongoing diagnosis
of .
2) The resident's current AHCA form 1823 (dated
2024) failed to identify the decline in the
resident's ADLs. Resident requires total
assistance with feeding(eating).

3) The form also list the

nursingftreatment/ ., service requirements
as "yes". However, the form failed to fist the type
of services.

4) Tne form also failled to identify the resident's
current dietary status of "puree” and the difficulty
in swallowing.

During an interview on at
approximately 4:30 PM, the Administrator
acknowledged the findings. The Administrator
was informed that a resident must be able to
perform ADLs with assistance or supervision in
order to maintain continued residency and that
the facility must be able to meet the resident's
care needs based on the current AHCA form
1823.
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