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Initiat Coraments

An unannounced Change of Ownership (CHOW)
with Extended Congregate Care (ECC),
Complaint (2024007870) and Generator
Monitoring survey were conducted on

and at Alamar Senior Living (formerly
Harborchase of Wellington Crossing). The facility
had deficiencies related to the Change of
Ownership 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 i

of admission of an individual to the facility and for
ining the continued appropri; of

residence of an individual in the facility. A

determination must be based upon an evaluation

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

continued residency for the type of license held

Dby the facility under this part. The following

criteria apply to the determination of

appropri for ission and

residency of an individual in a facility:

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

receives a health care service or freatment that is

designed to be provided within a private

residential setting i 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
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receiving hospice services if the arrangement is
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
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
faciity may riot 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 fotal
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 i,
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 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
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Children and Families, the administrator must
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-36.006
{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 teast 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
isi by in @)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 fo
Section 429.26(1)(c}, F.S.
{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 fo provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
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pian of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,

3. i 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 , il 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 licensed
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 legal
representative if applicable, and the facility 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
itaring the contis propri of
placement of a resident in the facility at all times.

{&) 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
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
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professional ficensure or fraining.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-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 current resident's Health Assessment
{AHCA Form 1823) documented significant
changes for 1 out of 2 sample residents
{Resident# 4).

The findings included:

An observation during lunch on

between 12:00 PM and 1:00 PM this
surveyor observed Resident #4 been fed a puree
meal. Further observations revealed resident was
transported in her wheelchair by facility staff
during Activities and mealtimes,

During an interview with the Administrator on

at approximately 1:45 PM, she was
informed to provide Health Assessment and
Hospice services documentation for Resident #4.

Areview of Resident #4's chart documented that
she was admitted on
Further review of her Health Assessment dated

documented the following:
Medical History and Diagnoses:

or Behavioral status as

Speciaf Diet Instructions as mechanical soft
Activities of Daily Living (ADLs):
a) Needs assistance with ambulation (Staff
provides physical assistance with the resident's
participation)
b) Supervision with eating (Staff provide cueing or
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prompting, but resident completes the action}

Areview of Resident #4's hospice documentation
revealed she was admitted on .
Further review revealed hospice plan of care
dated documented resident is
wheelchair band.

During an interview on at
approximately 2:50 PM the Administrator
acknowledged the findings.

Class 1l

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities rmust;

1. Provide a safe living environment pursuant fo

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 429.27, F.S,, residents

must be given the option of using their own

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, comforteble bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for
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storage of clothing or personal effects,

4. Atable or nighistand, bedside lamp or floor
famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate
keys to resident bedrooms to 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
personal laundry services for residents who
require such services, Linens provided by a
facifity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
waorking order. Specifically, the Fire Panel and
Fire Alarms.

The findings include:

In an interview with the facility's Maintenance
Director on at 10:28 AM, a request
was made for the facility's current Fire Inspection
Report. He stated the facility failed their fire
inspection because of the fire alarms.
Specifically, he stated several fire alarms (which
are hard-wired to the electrical system) went bad
and are not working. He stated that he attempted
0 order replacements from their supplier but was
told they no longer make them. He further stated
that he had finally found a company that has the

ones needed, and that ( company} will
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be coming to the facility to install them.

Areview of the Fire inspection Report dated

documented the action required
included Replacing or repairing missing or
damaged self-closing devices on fire-rated doors.
More specifically, rear double doors, and exit
door in memory care are in need of repair. it also
documented that repairs were needed to the Fire
Alarm system, and the kitchen hood suppression
system {copy obtained).

In an interview with the Administrator on

at 3:23 PM she stated they failed the
inspection because the fire rated door must be
replaced. She stated they have ordered the door
and are awaiting its arrival 5o it can be installed.
After the installation, they will tet the local Fire
Department know so that the re-inspection can
be conducted.

As the facility is awaiting the arrival and
installation of the doors (and fire alarms), the
outstanding violations issued by the local Fire
Department remain in effect.

Class il
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