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A 000 Initial Comments AD00

An unannounced off-hours complaint survey for
#2022007848 and #2023011832 was conducted
on Saturday at Discovery Village at
Naples, an assisted living facility in Naples,
Florida.

Complaint #2022007848 was substantiated at A
165.

Complaint #2023011832 was substantiated at A
093 and A 152.

The following Is a description of the deficiencies.

A 093 59A-36.012(2) FAC Food Service - Dietary A093
Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidetines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the curent table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and avaifable for
review at:
hitps://ods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
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standardized recipes are not required. Unless a
resident chooses to eat iess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care

AD093
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provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

AD093
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This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to follow the dietician
approved menu. The facility failed to
conspicuously post or have a menu easily
available to residents in the memory care unit or
the main dining room.

The Findings included:

On at 11:35 a.m., a menu platter and
menu was placed outside the door of the main
dining room showing lunch optiens which
included chicken and rice soup, a turkey burger,
or steak wrap, fries and fresh fruit. (photo
documentation obtained).

OnOn at 1:00 p.m., the Executive
Director verified the menu did not match what
was being served to the residents.

On at 1:00 p.m., the Executive Director
{ED) agreed the posted menu was not approved
by the dietician. He said he spoke with the cook,
and she made the changes without consuiting
others or having the menu signed. The Executive
Director agreed the current menu should be
available to residents in the memory care center
and main dining room. He said it was not posted
in the memory care due fo remodeling.

On at 3:00 p.m., the ED provided the
menu substitution log and confirmed the
substitutions were filled out today for the past
several days.
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A 152

Continued From page 4

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

(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 rogintained 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 fumishings, 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
. o ensure easy access by the resident,

2. A closet 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 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 availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not

A152
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be

This Statute or Rule is not met as evidenced by:
Based on observation, and interview the facility
failed to ensure a safe living environment for
residents. The facility must ensure all existing
mechanical, and electrical systems are
maintained in good working order. The facility
failed to maintain electronic focks on exit doors
within their specified times for opening and
closing.

The findings included:

On at 10:41 a.m., during a tour of the
facility, two exit doors leading to the community
courtyard had a sign posted, saying: "DOORS
WILL LOCK at 4:30 PM and Reopen at 7:30 AM".
The doors were locked and the only access

into the building was the front doors. (photo
documentation obtained).

On at 12:35 p.m., the Maintenance
Director said, "The locks are on time lock, the
signs are not correct, | have to contact the IT
department and they will have to come in with
thelr computer to correct it."

On at 12:40 p.m., the Executive Director
agreed the inability of residents and families to
re-enter the building is a concern and
maintenance is working on the system now.

On at 12:45 p.m,, a resident's family
was visiting in the courtyard and had the door
propped open with a . They asked not to
have the removed because they have been
iocked out before and want to be able to get
inthe building.
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Class Ili

42023( & ) FSRisk Mgmt & QA

429.23 internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-
(1} Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facifity incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facility personnel could
exercise control rather than as a resuit of the
resident's condition and results in:
2. or .,
3. Permanent . H

) or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including faiture to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due 1o the incident rather than the
resident's condition before the incident; or
7. An event that is reported to faw enforcement or
its personnel for investigation; or
{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

damage,;

A152
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{3) Licensed facilities shalf provide within 1
business day after the occurrence of an adverse
incident, through the agency's ontine portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
rust include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident,

{4) Licensed facilities shall provide within 15
days, through the agency's onfine portal, or if the
portal is offline, by electronic mail, a full reportto
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility's investigation into the adverse
incident.

[ , neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shal
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to discipiinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

(8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or

A185
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through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciptinary action
by the appropriate board, the agency shaii report
this fact to such regulatory board.

(9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to provide within 15 days, through the
agency's online portal, or electronic mail, a full
report to the agency on all adverse incidents
specified in this section. The report must include
the results of the facility's investigation into the
adverse incident.

The Findings included:

On . Resident #1 was found in her
apartment with an apparent self inflicted .
Resident #1 required transport to the hospital for
evaluation and treatment.

A preliminary report was submitted on
and updated on

Afulf report was never submitted showing the
results of the facility’s investigation into the
adverse incident.

On at 4:20 p.m., the Executive Director

A185
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and Director of Nursing both stated they were not

employed at the facility at the time of the incident

and were unable to verify any investigation or

completion of a full report.
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