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A000; Initial Comments A 000

A standard survey was conducted at Villa Nora
Assisted Living Facility on . The
provider had deficiencies at the time of the
survey.

A 025 428.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=D - Supervision

429.26
{7) The facility shatl notify a licensed physician
when a resident exhibits signs of or

. or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for heaith care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facifity.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
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59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a written
record, updated as needed, of any significant
changes for one (Resident #1) out of five
residents.

Findings:

Observation on at7:28 AM Staff B
{Caregiver) fed Resident #1 ensure and water.
Areview of Resident #1's records showed a
pureed diet.

Interviewed on at7:28 AM Staff C
{Caregiver) stated that Resident #1 does not eat
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the pureed food and had been for about a month.
Areview of Resident #1's progress notes found
no documentation of a refusal to eat pureed
meals.
A 027, 59A-36.007(3) FAC Resident Care - Arrangement AQ27
$8=0 | for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. In
order to facilitate resident access to health care
as needed, the facifity must:

{a) Assist residents in making |, and
remind residents about scheduled |

for medical, dental, nursing, or mental health
services.

{b) Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

{c) The facility may not require residents to
receive services froma | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to make medical
arrangements for health care for one (Resident
#1) out of five sampled residents who refused to
eat pureed foods for more than a month.

Findings:

Observation on at 7:28 AM found
Resident #1 in room,

Interviewed on at7:28 AM Staff C
{Caregiver) stated that Resident #1 does not eat
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the pureed food and had been for about a month.

Interviewed on at 7:31 AM when
asked if the primary care physician was notified
that Resident #1 was not eating the pureed
meals, the Administrator stated that the doctor
was not notified.

Class Hil

A032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=F | Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

(a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for slopement or
with any history of elopement must be identified
s0 staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mentai health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph §9A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
4151051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)e) or (c),
F.A.C., must be generally aware of the location of
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all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facllity, the resident, or the
resident's representative.
{b) Facility Resident Elopement Response
Policies and Procedures, The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews, and record
review, the facility failed to conduct a minimum of
two resident elopement drills each year and did
not document participation in the drills by three
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out of four sampled staff. (A, B, and C)
Findings included:

During an interview on at 6:30am
Staff C stated she did not know when the last
time was that she participated in an elopement
drifl.

Areview of employee records shows that the date
of hire for the Administrator was L the
date of hire for Staff B was . and the
date of hire for Staff C was

A review of the facility elopement drills showed
that the last elopement drill was held on

and only the Administrator
participated. Before that day the last elopement
drill occurred on . There was only one
elopement drill in 2025 and one elopement drilf in
2024.

Observation on at 6:20am showed
Residents #3 entering and leaving the facility
several times during a 60-minute period.

Areview of Resident #3's health assessment
showed that he had " A

According to the National Institute of Health, a

is not timited to any or
condmon but may manifestations of & condition. It
is also used interchangeably with "

" Itis an inclusive term used to
descnbe the . of different parts of
cognmon such as attention, memory, knowledge,

king, ptanning, re ing, judgment,
perception comprehension, language, and
visuospatiat function.
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A036] 50A-36.007(10) CONTROL A038
$8=D! PROCEDURES
{10) CONTROL PROCEDURES.

Facilities must provide services in a manner that
reduces the risk of tansmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an exposure to transmissible
agents in y . '
. nonintact skin, and mucuous

during the provision of personat
services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facitity must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according fo the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, and record review, facility
failed to follow proper control procedures
when assisting with self-administration of
medications for one out of five sampled residents

AHCA Form 3020-0001

STATE FORM

OR311T

i coninuastion sheet 7 of 27



Agency for Healih Care Administration

PRINTED: 08/08/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11866014

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

07/11/2025

NAME OF PROVIDER OR SUPPLIER

VILLANORAALF

STREET ADDRESS, CITY, STATE, ZIP CODE
4040 WEST 10 COURT
HIALEAH, F1. 33012

(X410 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A038 | Continued From page 7

Findings included:

Observations on at 8:00am showed
that Staff B assisted Resident #4 with his
medications.

at 8:02am Resident
#4 medications were in pack form. The
packs are organized by containing one
medication per numbered by the days of
the month.

Observation on

concise labeling.

Observation on at 8:02am showed
that Staff B was breaking the numbered
eleven {11) one at a time info a cup for Resident
# 4 medications. However, occasionally, the pil
would
B would place the dose that
the cup and would
was also observed putting on the gloves in the

prior to assisting the resident with medication in

his room.

received fraining on controf on

Class il

A052 420.256( ) 59A-36.008(3) Medication -
$8=D | Assistance with Self-Admin

428.256
{3) Assistance with seif-administration of

its previously dispensed, properly labeled

packs facilitate the tracking. of
medications, are easy to use, and have clear and

onto her gloves instead of the cup. Staff
onto her glove in
it to Resident #4, Staff B

kitchen and handling other objects with the gloves

Areview of Staff B's records showed that she fast

medication includes: (&) Taking the medication, in

A038

A052

AHCA Form 3020-0001
STATE FORM

OR311T

i coninuastion sheet 8 of 27



Agency for Healih Care Administration

PRINTED: 08/08/2025
FORM APPROVED

container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefifled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered

cati in previ i properly
{abeled 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.
{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

dose of into

the dispensing cup of the

{4) Assistance with seif-administration of

medication does not include:

{a) Mixing, . . converting, or
. medication doses, except for

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11966014 B.WING 07/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
4040 WEST 10 COURT
VILLANORAALF
HIALEAH, FL. 33012
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A082] Continued From page 8 A0S2

AHCA Form 3020-0001

STATE FORM

OR311T

i coninuastion sheet 9 of 27



PRINTED: 08/08/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11966014 B WING 07/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4040 WEST 10 COURT
VILLA NORA ALF
HIALEAH, F1. 33012
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A082] Continued From page 9 A0S2

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 of medications by any inj

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 freatment of a skin condition.
{f) Assisting with . Lor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
unless the order is written with specific
that preciude i judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{1t} 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.

i with the self- ini ion of

byan 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

. . orolder, trained to assist with self
administered medication pursuant to the training
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requirements of Rule 59A-36.011, F A.C,, and
must be available to assist residents with

ini ications in accordance with
procedures described in Section 429.256, F.S.
and this rule.
{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbatly 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 iterns 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 to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
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 health 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 member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
orgarnizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
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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

i ing vital signs and ing or

assessing a resident's condition.

{n) Al trained staff must adhere fo the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation and record review, facility
failed to follow the procedure outfined by the
State when assisting with self-administration of
medications for one out of five sampled residents
{Resident #4),

Findings included:
Observations on at 8:00am showed
that Staff B assisted Resident #4 with his

medications.

Areview of the Resident #4's medication
observation records (MOR) showed that Staff B

assisted Resident # 4 with 100 mg,
3125 mg, 500 mg,
2mg, 125 mg,
. oimg, | 4 mg, D50
mg. 75 mg.
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Observation on at 8:01am showed
that Staff B only advised the resident on the name
of the medication and did not orally advise the
resident on the dosage of the medication.

Avreview of Staff B's employee records showed
that she last received training in assisting with
self-administration of medication on

at 8:02am Resident
#4 medications were in pack form. The
packs are organized by containing one
medication per numbered by the days of
the month. packs facilitate the tracking.of
medications, are easy to use, and have clear and
concise fabeling.

Observation on

Observation on at 8:02am showed
that Staff B was breaking the numbered
eleven (11) one at a time into a cup for Resident
# 4 medications. However, occasionally, the pill
would  onto her gloves instead of the cup. Staff
B would place the dose that  onto her glove in
the cup and would it to Resident #4. Staff B
was also observed putting on the gloves in the
kitchen and handling other objects with the gloves
prior to assisting the resident with medication in
his room.

Areview of Resident # 4's health assessment
showed that he needed assistance with
medications.

Avreview of Staff B's employee records showed
that she last received training on control
on

Class il
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429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 420.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

429.52

(4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faiture 1o do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS, Every facility must be
under the supervision of an administrator who Is
responsible for the operation and maintenance of
the facifity including the management of afl staff
and the provision of appropriate care to all
residents as required by chapters 408, part i,
429, part i, F.8., and rule chapter §9A-35, F.A.C.,
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and this rule chapter,
{a) An administrator must:
1.Beatleast .t
2. if employed on or after
have, at a minimum, a high school diploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant o sections
408.809 and 428,174, F.8.;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 90 days after
becoming employed as a facility administrator.
Administrators who attended core training prior fo
. are not required to take the

competency test unless specified elsewhere in
this rute; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, F.AC.

ors who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facifity administrator, the
agency may permit an individual who otherwise
has not satisfied the fraining requirements of
subparagraph {1)(a)4. of this rule, to temporarily
serve as the facility administrator for a pericd not
o exceed 80 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC.; and,
2. Complete all additional training requirements if
the facility maintains icensure as an extended
congregate care or limited mental heaith facility.
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{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facilities on & single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

i or supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{¢) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

N " and continui .
requirements as an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program prior to

. are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided. in paragraph {1){c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.8., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , which
is i by d ilable online
at:

hitpy/Avww firules. .asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
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interview, the facility failed to ensure that it was
under the supervision of an Administrator who
provided appropriate care of all residents. The
Administrator failed to make heaith care
arrangements for Resident #1 who has nothad a
pureed meal for one month. The Administrator
failed to maintain a written record updated as
needed of a significant change for Resident #1.
The Administrator failed to ensure Resident #2
received a mechanical soft diet. The
Administrator failed to conduct two elopement
drills semi-annually. The Administrator failed to
identify two (Residents #3, #4) mental health
residents in the facility. The Administrator faited to

the amount of emergency fuel in hours
needed to be stored during a power outage or a
major hurricane. The Administrator failed to
maintain a cooling device in the event of a power
outage for a census of five residents.

Findings:

Observation on at 7:28 AM Resident
#1 served ensure and water.

Interviewed on at 7:28 AM Staff C
stated that the resident had not eaten pureed for
about a month.

Interviewed on at 7:31 AM when
asked if this was documented in the progress
notes and if the primary care physician was
notified, the Administrator stated that she did not
document anything and did not contact the
doctor.

Observation on at 7:32 AM Resident
#2 served a ham and bread sandwich with
margarine.
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Areview of Resident #2's health assessment
showed dietary instructions stated mechanical

soft diet.

Interviewed on at 9:20 AM the
Administrator stated that Resident #2 was on a
regular diet.

Observation on 3t 6:11 AM no cooling

device in the facility.

Interviewed on at7:11 AM the
administrator stated that she does not remember
whether she put the cooling devices in storage,

Interviewed on at 9:20 AM the
Administrator wanted to know how many
elopements drills she needed to do annually.

Class #ll

A058 420.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy A058
88=D! & Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-

{1) Any assisted living facility in which the agency
has documented a class | or class |l deficiency or
uncorrected class 11 deficiencies regarding
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
investigation in response to a complaint, shall, in
addition to or as an alternative fo any penaities
imposed under s. 429,19, be required to employ
the consultant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
licensed dietitian, as applicable. The consuitant
shall, at a minimum, provide onsite quarterly
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consultation until the inspection team from the
agency determines that such consuitation
services are no longer required.

{2) A corrective action plan for deficiencies
related to assi with the self- ink

of ication or the ion of

must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sconer if the deficiency is
determined by the agency to be fife-threatening.

58A-5.033(3)
{3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. #f a class |, class i, or uncorrected class i
deficiency directly relating to facility medication
practices as established in Rule 58A-5,0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
licensed pursuant to Section 465.0125, F.$., or
registered nurse as determined by the agenocy.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or #f deficiency and within 14 working days
of the notice of an uncorrected class Hl
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initiat on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
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netification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required, The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to correct deficiencies
regarding medication storage and disposal. The
facility also had a new deficiency with regards to
medication administration. The facility is required
to employ the consultant services or a licensed
registered nurse or pharmacist o provide onsite
quarterly consuitations until the Agency for Health
Care Administration has determined that such
consultation services are no onger required.

Findings included:

Observation on at 5:58am showed
that in the kitchen, in the refrigerator there was an
untocked medication box containing the hospice
comfort kit for Resident # 1. {(photographic
evidence obtained).

According to Keiser Permanente, a hospice
comfort kit is a medication kit kept at home that
helps manage symptoms that occur toward the
end of life. The kit includes instructions for
administering which medications to specific
symptoms. Medications usually included in &
comfort kit include . . .
P B . and

Observations on at 8:00am showed
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that Staff B assisted Resident #4 with his
medications.

Observation on at 8:01am showed
that Staff B only advised the resident on the name
of the medication and did not orally advise the
resident on the dosage of the medication.

Areview of Staff B's records showed that she last
received training in assisting with
self-administration of medication on 04/

Observation on at 8:02am Resident
#4-medications were in pack form. The
packs are organized by containing one
medication per numbered by the days of
the month. packs facilitate the tracking of
medications, are easy to use, and have clear and
concise labeling.

Observation on at 8:02am showed
that Staff B was breaking the numbered
eleven (11) one at a time into a cup for Resident
# 4 medications. However, occasionally, the pill
would onto her gloves instead of the cup. Staff
B would place the dose that  onto her glove in
the cup and would it to Resident #4. Staff B
was also observed putting on the gloves in the
kitchen and handling other objects with the gloves
prior to assisting the resident with medication in
his room.

Areview of Resident # 4's health assessment
showed that the resident needed assistance with
medications.

Areview of Staff B's records showed that she last
received training on controf on
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A093 59A-36.012(2) FAC Food Service - Dietary A093
$8=6| Standards

{2) DIETARY STANDARDS,
{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitpy firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review at:

od.nih.gov/t VDietary
Reference_Intakes.aspx. Therapeutic diets must
meet these putritional 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 physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For faciliies 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 fo 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

itionist, or a reg dietetic ici

supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
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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
the menus or on a separate sheet,

1. Dally 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 nufritionat 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 fo
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 facility.

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 meals a
day, no more than 14 hours must elapse between
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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 faciliies,
snacks must be offered at least once per day.
Snacks are not considered o 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 to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on B
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility 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
aiso be stored, or the facliity 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, record review and
interview, the facility failed to prepare and serve a
therapeutic diet for Residents #1 and #2 as
ordered by a health care provider. The facility
failed to follow a pureed diet for Resident #1. The
facility failed to follow a mechanical soft diet for
Resident #2.

Findings:
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Observation on at7:28 AM Staff C
{Caregiver) served Resident #1 ensure and water
only.

Interviewed on at7:28 AM Staff C
stated that Resident #1 was not eating her
pureed meals for about a month.,

Areview of Resident #1's progress notes showed
no documentation.

A review of Resident #1's health assessment
dated showed a diagnosis of
. Ostec .

hand ,, . The

physical status showed bedbound. The nursing
treatment showed hospice care. The resident had

N precautions. The dietary instructions
showed pureed. Resident #1's activities of daily
fiving showed total care in ambulation, bathing,

.« self-care, toileting, eating and

transferring.

Interviewed on at 9:20 AM, the
Administrator stated that Resident #1 was not
eating pureed meals.

Areview of the pureed menu for breakfast
showed assorted juices, cooked cereal, poached
egg, and milk. Margarine and coffee or tea.

Rutgers institute of New Jersey states: "A
pureed diet is a regular food that is blended.
Mashed or whipped to be smooth and free of
Iumps, just like pudding. Foods with nuts or
seeds, and uncooked fruits and vegetables are
not allowed on this diet.”
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The Cleveland Clinic states: " | is caused

when something other than air gets into your
airways. Often, it's something that you meant to
swallow or that belongs in your tract.
This could include food, water or liquid,

or saliva, and foreign objects
What are causes and symptoms of |
coughing, feeling like something's stuck in your

, trouble swallowing.”

2)
Observation on at 7:32 AM Resident

#2 was eating a slice of ham that was not minced
or diced up between two slices of bread in his

hospital bed.
Areview of Resident #2's health assessment
dated showed a diagnosis of
- s s
,and . . Prostatic Hyperplasia. The
resident had | precautions. The dietary

instructions showed mechanical soft. The
activities of daily fiving showed total care in
ambulation, bathing, . self-care, toilsting,
transferring, but supervision with eating.

Areview of Resident #2's hospice plan of care
dated showed mechanical soft diet.

Interviewed on at 9:20 AM the
Administrator stated that Resident #2 eats a
regular diet.

Areview of the menu dated showed a
noted substitution of ham and cheese, melon
juice, margarine and milk. Photographic evidence
obtained.
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My plate.gov states: "Mechanical soft foods are
made to be easy to eat without the need to chew
down into little pieces that are safe to swallow.
These foods help people who may have missing

or who can't chew hard foods or those
recovering from surgery or . The
mechanical soft diet includes soft foods and helps
you safely swallow and move foods in your

. Fruits: enjoy fruits fike bananas, apple
sauce, canned peaches, or pears without added
sugar, or 100% fruit juice. Chop and dice frult into
small pieces. Vegetables: enjoy soups, sauces,
and purees, without meat, most canned
vegetables and 100% vegetable juices. Chop and
dice vegetables into smali pieces. Grains: enjoy
soft bread and cooked cereal, Protein foods:
enjoy scrambled eggs. Cut up and remove bones
from meats, poultry, and seafood. Shelifish
shouid be shell free. Meat can be cut up, minced
or ground. Cook beans, peas, and lentis until soft
and mash able. Mince or grind deli or luncheon
meats, soy-based products.”
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