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Initial Comments.

An unannounced relicensure, emergency power
plan, health facility reporting system, generator,
and visitation form survey

2/12/24 at La Colonia 1, an assisted living facifity
in Cape Coal, Florida.

The following is a description of the deficiencies.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith care provider documenting that the
individual does not have any signs or symptoms
of communicable disease. The examination
performed by the health care provider must have
been conducted no earlier than § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative tuberculosis
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
tuberculosis testing materials satisfies the annual
RO N qui An
individual with a positive tuberculosis test must
submit a health care provider's statement that the
individual does not constitute a risk of
communicating tuberculosis.
2. If any staff member has, or is suspected of
having, a i disease, such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not

A00C

AO078

AHCA Form 3

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

20-0007

TLE

(x5 DATE

STATE FORM

©35811

i continuation sheet 1 of 7




Agency for Health Care

PRINTED: 4

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

BWING

A BUILDING:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

COMPLETED

12024

NAME OF PROVIDER OR SUPPLIER

830 NE 10TH LANE

LA COLONIA 1 ALF, INC
CAPE CORAL, FL 33909

STREET ADDRESS. CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
TG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(x5)
COMPLETE
DATE

AD78

Continued From page 1

constitute a risk of transmitting a communicable
disease.
{b} Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, pre ton, and experi
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to 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 fraining
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility contracting to
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, inciuding staff contracted by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to provide Annual Freedom from
Tuberculosis Statements for 3 (Staff A,
administrator, and manager) of 3 staff personnel
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files reviewed.
The findings included:

Record review for Staff A {caregiver

122) documented most recent annual
freedom from tuberculosis m
2/22/ . 2/22/23.
Record review m (hired 10/28/17}
documented most recent annuat m .m

statement 122 and expired

4f

review for Manager (10/25/17)
documented most m from
tuberculosis m 1/10/23 and .

In an interview on 2/12/24 at 3:45 p.m., the
Administrator said it was an oversight and he will
ensure they will obtain freedom from tuberculesis
as soon as possible.

Class Il

A 083 59A-36.012(2) FAC Food Service - Dietary
$8=D | Standards

{2) DIETARY STANDARDS.

(a) The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020~2025, which are incorporated by reference
and avattable for review at:

hitp/ieww firules. e.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
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Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:
hitps:/fods.od.nih.gov/Healthinformation/Dietary
_intakes.aspx. Tl ic 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,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c} All regular 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 technician
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
facility 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 & separate sheet,
1. Daily food servings may be divided among
three or more 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
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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. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
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 facifity.

2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f} For facilities serving three or more meais 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.
Intervals between meals must be evenly
distributed throughout the day with not less 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 facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of calculating the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. Al residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
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findings included:

including adaptive equipment if needed by any
resident, must be on hand.

{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, must be on
hand at all times. 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.

This Statute or Rule is not met as evidenced by:
Based on observation, and resident and staff
interviews, the facility faited to have menus
prominently posted as required. Facility falled to
provide evidence of reguiar and therapeutic
menus served in the last six months with
substitutions noted before or when the meal

On 2/12/24 at 10:00 a.m. the posted menu was
m ending on 12/16/23. The posted
menu was in Spanish; all 5 residents in the facility

g interviews on 2/12/24, from 10:14 a.m. to
10:59 a.m., Residents #1, #2, #3, #4, and #5 said
they had no idea what was on the menu posted
since they did not

2/12/24 at 10:30 a.m., records requested of
regular and therapeutic menus served for the last
six months with substitutions noted before or
when the meat was served. None provided.
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124 at 11:40 a.m., Staff B acknowledged
that menu posted was from the week of
and that it was in Spanish. Staff B acknowledged
that there was no record of regular and
therapeutic menus served in the last six months
with substitutions noted before or when the meal
was served. Staff B said she was not aware of
the regulatory requirement.
Class Ili
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408.823( ) FS In-person Visitation
(1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities licensed under part I} of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

, . licensed and certified
under part Vill of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shalt establish
visitation policies and procedures. The policies
and procedures must, at a minimum, include

controf and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
(d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must aliow consensual physical
contact between a resident, client, or patient and
the visitor.
(b) Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and

CZ841

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

STATE FORM

C35811

If continuation sheet 1 of 3




PRINTED: 02/26/2024

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
AL 11967943 BWING 02/12/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
830 NE 10TH LANE
LA COLONIA 1 ALF, INC
CAPE CORAL, FL 33909
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
(2841 Continued From page 1 Cz841

providers may not require an essential caregiver
to provide such care.

(¢) The visitation policies and procedures
required by this section must allow in-person
visitation in alt of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider * s
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently .

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

8. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including labor and
delivery.

8. patients.

(d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures,

(e) The providers shalt provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
(f) Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facility failed to provide visitation policies and
procedures that included control and
education policies for visitors; screening, personal
protective equipment, and other control
protocols for visitors; permissible length of visits
and numbers of visitors, which must meet or
exceed the standards in ss. 400.022(1)(b) and
429.28(1)(d), as applicable; and designation of a
person responsible for ensuring that staff adhere
to the policies and procedures. Safety-related
policies and procedures may not be more
stringent than those established for the provider's
staff and may not require visitors to submit proof
of any or immunization.

Findings included:

On at 1:40 p.m. requested from visitation
policies and procedures that addressed

control and education policies for visitors;
screening, personal protective equipment, and
other control protocols for visitors;
permissible length of visits and numbers of
visitors.

Cn at 3:45 p.m. the Administrator said he
was not aware of the regulatory requirement. He
said no one informed him of the new regulation
that went in effect 30 days after bilt
impiementation on
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