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A000; Initial Comments A 000

An i i survey and
investigation (2024010058) was conducted on

. Deficiencies were identified at the time
of survey.

A 026 59A-36.007(2) FAC Resident Care - Social & A026
Leisure Activiies

(2) SOCIAL AND LEISURE ACTIVITIES,
Residents shalt be encouraged fo participate in
social, recreational, educational and other
activities within the facility and the community,
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
coungil, & monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television progrem is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
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normally congregate.

{d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted foward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to offer its 5 residents
activities 6 days a week for at least 12 hours per
week.

Findings included:

On , the facility's Activity Schedule for the
month of was observed on the bulletin
board in the facility's great room. On ,and
every Wednesday, the Activity Schedule had 2
hours of music ., assigned. The schedule
said that every Friday they would have piano
playing, and every Saturday they would have a
sing-a-long. The calendar also listed 2 hours of
snack and hydration every Tuesday, and 2 hours
of aroma ., every Sunday.

In an interview with Resident #1 at 11:55am on

1125, she stated that no one ever came to do
activities with them, they did not have any
activities.

In an interview with Resident #2 at 12:08pm on

, she stated that no one ever came to do
any activities, except for twice a year, when a lady
came to play the piano and they sang together.

In an interview with a visitor for Resident #3 at
1:27pm on , she stated she visited a few
times a week. When asked about activities, she
stated she was only aware of music for the facility
activity. 1t involved a lady who came to play the
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piano and have a sing along, which happened
twice per year.

An observation of the facility, during the hours of
10:00am to 2:30pm on , revealed no
group activities were offered, and no music was
played for the residents during that time.

Photographic evidence obtained.

Class il

AOBZ 429.256( ) 59A-36.008(3) Medication - A052
Assistance with Self-Admin

428.256

{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmagist and an . thatis
prefifled by the manufacturer are considered
medications in previously dispensed, properly
labeted containers.

{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
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{c) Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by lifting the container to his

or her .

(d) Applying medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a . opening the unit
dose of solution, and pouring the

i dose of icati
the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
(a) Mixing, . .. converting, or

. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
inistration o jcations by any inj

into

route,
{c) Administration of medications by way of a tube
inserted ina . of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with s ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,"
unless the order is written with specific

that preciude | judgment
orn the part of the unficensed person, and the
resident requesting the medication is aware of his
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or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) i with the seif-ach ion of
ication by an unli person as
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be

. .. or older, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F. A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.8.
and this rule.

{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, oralty
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned fo the container,

(d) Trained staff must observe the resident take
the medication. Any concerns about the
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resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The heailth care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family mermber upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and ing or
assessing a resident's condition.
{h) All frained staff must adhere to the facility's
control policy and procedures when
assisting with the self-adminisiration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
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review, the facility failed to accurately inform 1 of
2 residents sampled of the name of the name of
the medication when assisting with
self-administration {(Resident #1).

Findings included:

An observation of Staff A, Medication Technician,
assisting Resident #1 with medication
self-administration at 1:15pm on . StaffA
was not observed reviewing the medication
observation record (MOR) when preparing to
assist Resident #1, Staff Awas observed pulling
out medication from the medication storage
closet and bringing them over to Resident #1,
who was waiting in a chair, for her medication.
Staff A held up the bottle of medication and told
Resident #1 she was getting . StaffA
was seen opening the bottle of pills and
attempting to pour a dose into a cup for Resident
#1. When Staff A was questioned about which
medication was being given, she corrected
herself and stated it was . , not

A review of Resident #1's MOR on

revealed that the only medication that was due to
be given, during the 1:00pm to 3:00pm window,
was her s 100mg capsule.

In an interview with Staff A at 1:15pm on .
she stated that she had been mistaken when she
said Resident #1 would be receiving her

Class #ll

59A-36.012(2) FAC Food Service - Distary
Standards

A0S52

A083
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{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
http:/iwww firules.org/Gatewayireference.asp?No
=Ref-04003, and the current fable 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 available for
review at:
hitps://ods.od.nih.gov/Healthinformation/Dietary_
Reference_lntakes.aspx. Therapeutic dists 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 annuaily by a
ficensed or registered dietitian, a licensed

itionist, or a regi dietetic i
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 license number, and
date reviewed. Portion sizes must be indicated on
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the mernus or on a separate sheet,

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommedate 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
facility 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 & 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 facility.

2. The facility must document a resident's refusal
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 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 a2 morning meal.
Intervais between meals must be evenly
distributed throughout the day with not less than 2
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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 fo be meals for the
purposes of . the time between meais.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged 1o eat at tables in the dining areas. A
supply of eating ware sufficient for alf residents,
including adaptive 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 facifity has
with residents to 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.

This Statute or Rule is not met as evidenced by:
Based of observation, record review, and
interview, the facility failed to ensure that
substituted menu items for its 5 residents had a
comparatively equal nutritional value as the meny
item, or items, that were being replaced.

Findings included:

A review of the facility's lunch menu showed that
on , the residents were to be served the
following lunch: luncheon meat, cheese,
macaroni salad, tossed salad, biscuit, ginger
bread and milk. Photographic evidence obtained.
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Staff A stated in an inferview at 11:30am on

that they were supposed to have pizza
that day, but if it didn’t come in time, she had a
can of ravioli o serve.

Staff A then presented a substitution log for the
day which stated they were substituting pizza or
ravioli for the intended kunch on

At 11:35 on Staff Awas observed opening
a large can of Chef Boyardee Ravioli, emptying it
into a plastic "to go" container and putting it in the
microwave. Staff A then was observed serving the
microwave heated ravioll, with no other side
dishes, to the residents.

Class il

A 160, 50A-36.015(1) FAC Records - Facility A 160

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily avaitable" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's!
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1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the og must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(o).

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C,, that must
be readily available by facility staff.

{e) The facility’s liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.AC.

{g) The admission package presented to new or
prospective residents (less the resident's
confract) described in Rute 59A-36.006, F.A.C.
{h) If the facility advertises that it provides special
care for persons with ‘s of
related , & copy of all such facility
advertisements as required by Section 428.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident compiaints and
recommendations as described in Rule
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59A-36.007, F.A.C.

{j) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county heaith department
inspection reports, Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate fo operate.

{k) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rute Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 429.35, F.S,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.,

{n) The facility's resident elopement response
policies and procedures.

{0) The facility's documented resident elopement
response drills,

{p) The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FAC

{q) The facility's prevention policies and
procedures;

(1) The facility's medication practices;

{s) The facility's policy on physical ;

{t) The facility'’s policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FAC.,
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respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure facility records were maintained
on site and readily available at the licensee's
physical address for review.

Findings included:

On . an attempt was made 1o review
facility records, including the comprehensive
emergency plan (CEMP} and the elopement
drills, as well as Resident records for Residents
#2, #5, and #6.

Additionally, employee records for the
Administrator, Staff B, and Staff C were
attempted.

An with the Administrator 10:15am on

was conducted via telephone. in the interview,
she stated that she was out of state. Almost all
the facility records were kept in her home office,
offsite, away from the facility. None of the records
requested were able to be produced for review at
the fime of the survey.

Class il

A160
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