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A0Q00 Initial Comments

the re-licensure survey was conducted at
La Casa Memory Care Assisted Living Facility
| (ALF) Located at 211 Mcl.eod Street, Merritt
tsland, Florida.

The facility had deficiencies found at the time of
i the visit

A004 58A-5.016 FAC Licensure - Requirements

License Requirements.

(1) SERVICE PROHIBITION. An ALF may not

hold itself out to the public as providing any

| service other than a service for which itis

licensed to provide.

(2) LICENSE TRANSFER PROHIBITION.

Licenses are not transferable. Whenever a facility

is sold or ownership is transferred, including

leasing, the transferor and transferee must

comply with the provisions of Section 429.41,

| F.8., and the transferee must submit a change of

ownership license application pursuant to Rule

58A-5.014, F.AC.

(3) CHANGE IN USE OF SPACE REQUIRING

CENTRAL OFFICE APPROVAL. Achange in the

use of space that increases or decreases 2

facility * s capacity shall not be made without prior

approval from the Agency Central Office.

Approvat shall be based on the compliance with

the physical plant standards provided in Rule

58A-5.023, F.A.C., as well as documentation of

compliance with applicable fire safety and

| sanitation requirements as referenced in Rule
58A-5.0161, FAC.

| (4) CHANGE IN USE OF SPACE REQUIRING

| FIELD OFFICE APPROVAL. A change in the use

| of space that involves converting an area to

resident use, which has not previously been

inspected for such use, shall not be made without
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prior approval from the Agency Field Office.
Approval shall be based on the compliance with
the physical plant standards provided in Rule
58A-5.023, F.A C., as well as documentation of
compliance with applicable fire safety and
sanitation standards as referenced in Rule
58A-5.0161, FAC,
(5) CONTIGUOUS PROPERTY. if a facility
consists of more than one building, all buildings
| included under a single license must be on
contiguous property. " Contiguous property "
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
| be expanded to include additional contiguous
property with the approval of the agency to
: ensure continued compliance with the
requirements and standards of Part I, Chapter
429, F.S., and this rule chapter.
(6) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-5.0161, F.A.C., shall be
submitted annually to the Agency Central Office.
The annual inspections shall be submitted no
later than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Section
429.14, F.S., and Rule 58A-6.033, FA.C.
(7) MEDICAID WAIVER RESIDENTS. Upon
request, the facility administrator or designee
must identify Medicaid waiver residents to the
agency and the department for monitoring
purposes authorized by state and federal laws.
(8) THIRD PARTY SERVICES.
(a) In instances when residents require services
from a third party provider, the facility
administrator or designee must take action to
assist in facilitating the provision of those
services and coordinate with the provider to meet |
the specific service goals, unless residents of |

|
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their representatives decline the assistance. The
declination of assistance must be reviewed at
teast annually. These actions must be
documented in the resident ' s record.
(b} In instances when residents or their
representatives arrange for third party services,
the facility administrator or designee, when
requested by residents or representatives, must
take action fo assist in facilitating the provision of
| those services and coordinate with the provider to
meet the specific service goals. These actions
| must be documented in the resident ' s record.
(c) The facility ' s facilitation and coordination as
described under this subsection does not
represent a guarantee that residents will receive
! third party services. If the facility ' s efforts at
facilitation and coordination are unsuccessful, the
facility should include this documentation in the
resident ' s record, explaining the reason or
reasons its efforts were unsuccessful, which will
| serve to demonstrate its compliance with this
subsection

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
| failed to ensure it did not provided services other
than a service for which it was licensed to
| provide.

| Findings:

During the facility tour on » at approximately
| 9:30 AM residents #1 and #2 were noted to have
portable | concentrators in their . _

The facility's manager provided a list of the
hospice patients and Resident #1 and #2 were on
the list.
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| 1. Record review for Resident#1 noted a resident
| health assessment form 1823 that was dated
with diagnosis that included

By-pass and spasms.

Further record review revealed that she received
| hospice service. A hospice Interdisciplinary plan

of care revision/physician orders, form signed by
lanurseon . noted the resident required

T

|

|

|

1

|

|

- . ! |

2. Record review for Resident #2 noted a |
resident health assessment form 1823 that was

| dated with diagnosis that included '

i

i

|

|

|

1

|

i

|

|

i

|

\

|

. +and .
Further record review revealed that she received
hospice service. A hospital discharge order dated
noted 13 liters,

The facility's nurse stated on at
approximately 1 PM, that when both of the
resident's required the . she would provide
the to them because they were not able to
do it themselves.
The facility had a Standard License, the
Administration and regufation of portable
required a Limited Nursing Service license,
Interview with the facility's manager and
administrator, who both stated on at
approximately 2 PM that they did not feel the the
. concentrators used by the residents were !
considered portable 1 and they thought that
| if the resident's received hospice services the
nurse could provide assistance with the
| without obtaining a Limited Nursing Service
License.
Class Il

A 010 58A-5.0181(4) FAC Admissions - Continued A010
| Residency

(4) CONTINUED RESIDENCY. Except as follows
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in paragraphs (a) through (e) of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face
medical examination by a licensed health care
provider at least every 3 years after the initial
assessment, or after a significant change,
whichever comes first. A significant change is

| defined in Rule 58A-5.0131, FA.C. The results of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be
completed in accordance with that paragraph.

| After the effective date of this rule, providers shall

have up to 12 months to comply with this

requirement.

(a) The resident may be bedridden for up to 7

consecutive days.

(b) A resident requiring care ofa pressure

may be retained provided that:

1. The facility has a LNS license and services are

provided pursuant to a plan of care issued by a

licensed health care provider, or the resident

contracts directly with a licensed home health

| agency or a nurse to provide care;
2. The condition is documented in the resident * s
record; and

| 3. If the resident ' s condition fails to improve
within 30 days, as documented by a licensed
health care provider, the resident shall be
discharged from the facility.
(c) A 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 the services of a licensed hospice
which coordinates and ensures the provision of
any additional care and services that may be |
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2. Continued residency is agreeable to the
resident and the facility;
3. An interdisciplinary care plan is developed and
| implemented by a licensed hospice in
consultation with the facility. Facility staff may
provide any nursing service permitted under the
facility ' s license and total help with the activities
of daily fiving; and |
4. Do fon of the requi of this |
| paragraph is maintained in the resident ' s file. |
(d) The administrator is responsible for |
monitoring the continued appropriateness of |
placement of a resident in the facility. |
(e) Continued residency criteria for facifities i
1 holding an extended congregate care ficense are i
described in Rule 58A-5.030, F.A.C. "
H
\
H
|
i
|
|
i
|
\
i

|

needed: ‘I
|

i

[

(5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged in accordance with Section

| 429.28(1), F.S.

“This Statute or Rule is not met as evidenced by: |
Based on record review and interview the facility I
failed to obtain a Resident Health Assessment |
(AHCA form 1823) after a significant change for 1 |
i
1
|
|
|

of 2 sampled residents (#2).
Findings.

Record review for resident #2, revealed hospital
discharge paperwork that noted he was admitted
into the hospital on and discharged on
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|

Further record review revealed that i

| there was no Resident Health Assessment |
| (AHCA form 1823) in the resident's record dated |
for the time that the resident was admitted into |
the hospital and returned to the facility (after the i

| significant change). |
|

The facility's manager stated on at
approximately 1 PM, that she was not aware that |
the admittance into the hospital was a significant
| change.

Class

A025 58A-5.0182(1) FAC Resident Care - Supervision | A025

| An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

1 (1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following: |
(a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FAC. |
(b) Daily observation by designated staff of the |
activities of the resident while on the premises, !

| and awareness of the general health, safety, and i
physical and emotional well-being of the l
individual.

| {c) General awareness of the resident' s |
whereabouts. The resident may travel t

independently in the community. I
(d) Contacting the resident’ s health care {
provider and other appropriate party such as the |
resident * s family, guardian, health care :
surrogate, or case manager if the resident i
exhibits a significant change; contacting the |

| resident * s family, guardian, health care i
surrogate, or case manager if the resident is

. discharged or moves out. {
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. {e) A written record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
| Based on record review and interview the facility
failed to maintain a written record of significant
| changes, ilnesses which resulted in a hospital

admission 1 of 2 sampled residents (#2).

+ Findings:

Record review for resident #2, revealed hospital
| discharge paperwark that noted he was admitted
| into the hospital on and discharged on

Further record review revealed that
there was no written record of what had occurred
that required medical attention/hospital

| admission

The facility's manager stated on cat
approximately 1 PM, that she was not aware that
the admittarice into the hospital was a significant
change.

Class

A078 58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
| on a examination conducted within the last six
months, that the person does not have any signs
| or symptoms of a communicable

A025

AQ78
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AQ078

Continued From page 8

including Freedom from
: must be documented on an annual

basis. A person with a positive ___._ -test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable

, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
(p) All staff shall be assigned duties consistent
with histher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately ficensed or certified. Al staff
shall exercise their responsibilities, consistent
with their qualifications, o observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
(e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description

AQ78
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Continued From page 9

to each staff member; and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on Personnel Record review and interview,
the facifity, licensed for more than 17 residents,
failed to evidence that 2 of 3 sampled staff were
provided a copy of their job description and there
was no documentation o confirm that 1 of 3
sampled staff (B) was free from i

Findings:

Personnel record review on .. __at
approximately 12:30 PM for staff B and Staff C
revealed that there was no evidence to confirm
that they were provided a copy of their job
description.

The facility's manager stated on s at
approximately 2 PM that there was not
documentation in Staff B and Staff C personnet
record to confirm that there were provided a job
description.

Further personne! record review for Staff B,
revealed that there was documentation that she
had obtained a . _ test in , further review of
the documentation revealed that the section to
document whether the result was positive or

‘ negative was left blank.

The facility's manager stated on -at
approximately 1 PM that Staff B had the . _ test
conducted and did not have documentation to
confirm freedom from . _ in her file.

Class

A078
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(1) Pursuant to Section 429.24, F.S., prior to or at
| the time of admission, each resident or legal
representative shall execute a contract with the
facllity which contains the following provisions:
{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.
{b) The daily, weekly, or monthly rate.
(¢) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shail be attached to
the contract,
(d) A provision giving at least 30 days written
notice prior to any rate increase.
i (e) Any rights, duties, or of residents,
| other than those specified in Section 429. 28, F.8.
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.
{g) Arefund policy which shall conform to Section
429.24(3), F.S.
iy Anwritten bed hold poticy and provisions for
ing a bed hold if a facility
; agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
i facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident’ s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
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A 167, 58A-5.025(1) FAC Resident Contracts A167
Resident Contracts.
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Continued From page 11

the resident does not have a responsible party to
act in the resident ' s behalf,

(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
so, which organization and its relationship to the
facliity.

(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care sefting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
pl . if there is disag e ing the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take

 effect,

(k) A provision that residents must be assessed
upon admission pursuant to subsection

| 58A-5.0181(2), F.AC., and every 3 years
 thereafter, or after a significant change, pursuant
| to subsection (4) of that rule.

(1) The facility ' s policies and procedures for
self-administration, assistance with
self-administration and administration of

i medications, if applicable, pursuant to Rule

58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.

(m) The facility ' s poficies and procedures related
to a properly executed -

. This Statute or Rule is not met as evidenced by:

Based on resident record review and interview

A167
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the faciiity failed to ensure that each resident
contract contained the rights, duties and
i of residents, other than those
specified in the Resident Bill of Rights for 2 of 2
sampled residents #1 and #2.
Findings:
Resident record review including contracts for
residents #1 and #2 revealed that their contracts
did not include a statement to inform the
residents or r ible party that ali resident
, must be assessed upon admission, every 3 years
thereafter, or after a significant change,
whichever comes first.
The administrator stated on iat
approximately 1:30 PM the above information
was not included in contracts. i
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FORDASGENCY FOR HER

RICK SCOTT N ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY

2013

Administrator

La Casa Memory Care, Inc
211 McLeod St

Merritt Island, FL 32953

Dear Administrator:
Re: Biennial relicensure

This letter reports the findings of a state licensure survey that was conducted on . 2013 by
representative(s) of this office,

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were identified
on the day of the visit. Section 408.81 1(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe, Staff from this office
will conduct a review after . 2013, to verify that the necessary corrections are in place to correct
the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

httg://ahca.myﬂorida.com/hxg cations/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the Survey process.

‘Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at .

Sincerely,

Theresa DeCanio, RN

Field Office Manager
LH/be
Enclosure
XG90
— ——e
Headquarters Orlando Field Office

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/fahca ryflorida.com

400 W. Robinson St., Suite $-309
Orlando, FL 32801
Phone (407) 420-2502; Fax (407) 245-0998




