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A000: Initial Comments

An Assisted Living Facility standard biennial
licensure survey was conducted on 03/1-

at Coral Springs, had licensure
deficiencies found at the time of the visit.

A010: 58A-5.0181(4) FAC Admissions - Continued
$8=D! Residency

(4) CONTINUED RESIDENCY. Except as follows
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

, or after a significant change,
whichever comes first. A significant change is
. defined in Rule 58A-5.0131, F. A.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 upto 7
consecutive days.
(b) A resident requiring care of a stage
sore - 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 licansed 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
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health care provider, the resident shall be
discharged from the facility.
{©)A ifl 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 ficensed hospice
which coordinates and ensures the provision of
any additional care and services that may be
needed;
2. Continued residency is agreeabie 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 dally living; and
4. Documentation of the requirements 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 facilities
holding an extended congregate care license are
described in Rule 58A-5.030, FAC.
{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:
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Based on record review and interview the facility
failed to ensure 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 for 2 out of 4
sampled residents reviewed (Resident # 3 & #4).

The findings include:

Areview on - of Resident #3's record
revealed an admission date of with a
diagnesis toinclude ._..._.._iand :
Interview on s at 10:20 AM
with the hospice nurse revealed the resident was
admitted to hospice in . . . 2012 with a diagnosis
of
Resident #4's record revealed an admission date
of .. with a diagnosis to include
and During an interview on
at 10:20 AM with the hospice Nurse,
she revealed the resident was admitted to

; hospicein .. i with a diagnosis of i

Record review revealed there was no evidence
the residents were reassessed by a physician
after aforementioned significant change in their
condition, to ensure continued appropriateness
of placement.

During an interview on . with the
Administrator/Qwner, she acknowledged the
findings. It was revealed no further
documentation was available for review.
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Administrator

The Gardens At Coral Springs, Inc.
2971 NW 95th Avenue

Coral Springs, FL. 33065

Dear Administrator:

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

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(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
http://ahea.myflorida.com/Publications/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 representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,

Tl berrt

. 6@,Ar]ene Mayo-Davis
Field Office Manager

AMD
Enclosure

Delray Beach Fieid Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Prone (561) 381-5840; Fax (561) 496-5924

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
nttpiifahca myflorida.com




