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Initial Comments.

A generator monitoring survey was conducted at
Care and Love Retirement Home on .
Deficiencies were identified at the time of survey,

429.26(1&9) FS; 58A-5,0181(4) FAC Admissions
- Continued Residency

429.26
{1) The owner or administrator of a facility is

ible for i the i
of admission of an individual to the facility and for

ing the continued approprk of
residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. 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 Children
and Families, the administrator must notify the
appropriate contact person in the applicable
department.
{9 A , it resident who no longer meets
the criteria for continued residency may remain in
the facifity If the arrangement is mutually
agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of 2
physician who agrees that the physical needs of
the resident are being met.
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Continued From page 1

58A-5.0181
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for

ission. As part of the continued resi
criteria, a resident must have a -to-
medical examination by a health care provider at
feast 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, 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 and must be

in with that N

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.
{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 to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
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 health care
provider, the resident must be discharged from
the facifity.
{c} A , it resident who no [onger meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
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Continued From page 2

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 a
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
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
{e) A hospice resident that meets the
quatifications 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 daity
tiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

(g} Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure that one of
six sampled residents (Resident #1) met criteria
for continued residency.

Finding included:
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Continued From page 3

Observation on at %:00 am showed
Resident #1 lying on bed in #..

On at 9:00 am Staff G stated, "l will assist
her to come out from the bed, but | have fo get
help to do it"

Record review revealed that Resident #5's
(admitted ) health assessment (dated

) listed diagnoses of ; .

R . and Sensory
, decreased fine motor skills, decreased

ability to transfer, . . and decreased
function. Staff, through daily observation, was to
report cogitative or behavioral status as any
changes in behavior.

Observation on at 11:40 am revealed that
Resident #1 was not able to transfer or ambuiate.
In addition, observation revealed three staff (C, D
and L) were helping to get out of bed, but they
couid not transfer her, and Resident #1 refused
stating, "l cannot do it; | wil drop down.”

On at 12:00 pm Staff M stated, " She
cannot stand up because she has o

AB to drain the excess of liquid due to
microcephaly, which affected her motor mobility.
She also gained  ,  and the insurance does
not pay for physical rehabilitation anymore. We
have been helping as much as we can.”

Class Il

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other
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Continued From page 4

{3) OTHER REQUIREMENTS.

(a} All facilities must:

1. Provide a safe living environment pursuant to

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.8., 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. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, or other furniture designed for

storage of clothing or personal effects;

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms 1o 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

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
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Continued From page 5

Based on observation and interview, the facility
failed to maintain a safe living environment for a
census of 15 of 15 sampled residents.

Findings included:

Observation on at 9:30 am revealed the
closet door was broken in # and the
pathroom next to #. was leaking water from
the ceiling.

At 1:30 pm Staff M stated, "| already sent to fix
the ceiling, they did not make a good job."

Class Ili

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
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Continued From page 6

purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have the comprehensive emergency
management plan (CE|MP) reviewed annually.

Findings included:

Record review revealed that the facility had a
2018 CEMP issued on

Observation on revealed that the facility
did not have a 2018 CEMP in facility at time of
survey. The facility submitted the 2019 CEMP on

On at 11:54 am, Staff A stated, " The
facitity should have the CEMP already due to they
submitted it on .

Class Ili
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