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Initiat Coraments

An unannounced Change of Qwnership (CHOW),
Extended Congregate Care (ECC) and Generator
Monitoring survey was conducted on

at the Barclay at Boyton Beach. The facility had
deficiencies related to the CHOW and the ECC
were identified 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

responsible for determining the appropriateness

of admission of an individual to the facility and for
= N of

G appropri
residence of an individuat 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
by the facility under this part. The following
criteria apply to the determination of
approprk 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 treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or freatrnent are met by the facifity or
a third party.
{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
agreed to by the facility and the resident,
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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 unscheduted 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 {c), a
facility may not admit or refain 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 tota 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 physicat .

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

3. i a facility is ficensed 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
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
Children and Families, the administrator must
notify the appropriate contact person in the
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applicable department.

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

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (&) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
ission. As part of the i i
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
isi by in (2)(b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
reguirement 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
recelving licensed hospice services pursuant to
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 pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
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record; and,

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

{c)A . i 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 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
1o 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 i of
placement of a resident in the facility at all times.

{e) Ahospice 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 facllity'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
professionat licensure or training.

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

This Statute or Rute is not met as evidenced by:
Based on observation, interview, and record

review the facility failed to ensure that 1 out of 2
sampled residents (Resident #1) was eligible for
confinued residency after a change in condition.

The findings included:

During a tour of the facility conducted on

at 11:00AM, Resident #11 was
observed seated in a wheelchair in her living
room area watching a children's television show.
Despite attempting an inferview with the resident,
she was unable to communicate verbally or
nonverbally.

Areview of Resident #1's file revealed an

admission date of . Further review
reveated a Resident Health Assessment (AHCA
Form 1823) dated that documented
diagnoses of s f
and . The resident was

receiving hospice care as a specialty service and
required fotal assistance with bathing, grooming,

toileting, ambulating, . and transfer.
Additionally, she had decline and
general

A review of Resident #1's hospice documentation
in her file revealed that she was enrolled in

hospice services on . Further review
revealed the resident was discharged from
hospice on with a final service date of

, due 1o her condition improving, At
this time, there was no additional documentation
for re-enrolliment.
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During an interview conducted with the
Administrator on at 11:59AM, he
stated the resident was admitted to the ECC
ficense for being Total Care with ADLs, He further
stated that this was due fo the resident being
disenrolied from hospice. At this time, he was
notified that Resident #1 was eligible for
continued residency when she was total care
under hospice services. Since the resident was
disenrolied, this was a change in condition that
required a new medical assessment by the
resident's physician and the findings documented
on a new Health Assessment. it was further
discussed that based on the findings of the new
assessment the resident must be assessed for
continued residency due to the signficiant heaith
changes,

Class #Hl

AE205] 50A-36.021(5); 420.07(3)(b)  ECC - Health AE205
88=D| Assessment

59A-36.021

{5) HEALTH ASSESSMENT. Before receiving
extended congregate care services, all persons.
including residents transferring within the same
facility to that portion of the facility ficensed to
provide extended congregate care services, must
be i by & health care practiti

pursuant to rule 59A-36.006, F.A.C. A health
assessment conducted no more than 60 days
before receiving extended congregate care
services meets this requirement. Once receiving
services, a new health assessment must be
obtained at least annually.
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429.07 {3)(b), FS

6. Before the admission of an individual to a
facility licensed to provide extended congregate
care services, the individual must undergo a
medical examination as provided in s. 429.26(5)
and the facility must develop a preliminary service
plan for the individual.

7. a facility can no longer provide or arrange for
services in accordance with the resident’s service
plan and needs and the facility's policy, the facility
must make arrangements for relocating the
person in accordance with s. 429.28(1)(k}).

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assess the needs of 1 out of 1 sampled
residents (Resident #1) prior to admission under
the extended congregate care (ECC) services
ficense. Additionally, the facility failed to develop a
preliminary service plan for the resident.

The findings included:

Areview of Resident #1's file revealed an
admission date of . Further review
revealed a Resident Health Assessment (AHCA
Form 1823) dated that documented
diagnoses of Ca

. and . The resident was
receiving hospice care as a specialty service and
required total assistance with bathing, grooming,
toiteting, ambutating, _ and transfer.
Additionally, she had decline and
general .

During an interview conducted with the

Administrator on at 11:59AM, he
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stated the resident was admitted to the ECC
license for being Total Care with ADLs. He further
stated that this was due fo the resident being
disenrolied from hospice. Documentation of
Resident #1's updated Resident Health
Assessment and preliminary service plan were
requested.

A review of the documentation provided by the
Administrator revealed three service plans
created in 2025. None of the service plans were
signed or acknowledged by the ECC Nurse,
Resident #1's Power of Attorney, nor the
Administrator. Additionally, there were blanks on
the service plan in areas that levels of care
needed to be identified by the ECC Nurse.

During an interview conducted with the facility's
ECC Nurse (Staff 1) on at 5:26PM,
she stated that she was just made aware of
Residertt #1's admission to the ECC most
recently. She further stated that she did not
created a service plan for Resident #1 because
she did not assess her yet.

During an interview conducted with the
Administrator on at 6:05PM, he was
notified about the missing assessment and
service plan. He acknowldeged the findings and
stated Resident #1 was just admitted to the ECC
on and the facility was behind on
paperwork.

Class il
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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before . , initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic | submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain the employment status of 1 out
of 4 sampled staff (Staff |} in the Agency's
background screening clearinghouse.

The findings included:

A review of the facility’s extended congregate
care (ECC) documentation revealed that Staff |
{Registered Nurse) was as the
facility's ECC Nurse.

Areview of Staff I's file revealed there was no hire
date on file. Further review revealed there was no
documentation of her employment status in the
Agency's background screening clearinghouss.

During an interview conducted with Staff | on
at 5:35PM, she stated that she was
unsure when she started her contract with the

facility. Additionally, she stated she had been
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working with the facility since at least 2015 or
20186.

During an interview conducted with the
Administrator on at 6:09PM, he was
notified that Staff 1 did not have her
employment registered in the facility's

ing roster. He
the findings and stated he did not know she was
missing from the roster,

Unclassified
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