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59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS,
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.8., and
Rule 64816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

i as i in ion (2}, no
individual other than a pharmacist may fransfer
medications from one storage container to
another.
{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for,  , not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
heaith care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of &
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by g written, faxes, or electronic
copy of a medication order issued and signed by
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the resident's health care provider. The new
directions must promptly be recorded in the
resident’s medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
1o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.8., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they wers dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
iabel containing the following:
1. Practiioner’'s name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 466.0276(2)(c), F.8.,
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before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
faled to have medications available at the time of
medication pass for one resident (#9) of three
sampled resident that required assistance with
self-administration of medications.

Findings included:

During an observation of the medication pass
with Staff B (an unlicensed Medication
Technician) for Resident #8, conducted on

at 1:28 pm. Staff B was unable to
give resident his Tab 12.5 Milligrams.
{MG) due 1o it being finished.

During an interview conducted with the Weliness
Director on at 4:15 PM, the Wellness
Director stated residents should not run out of
medication. The Weliness Director explained that
when a resident’'s medication supply was running
iow, staff are expected to notify the appropriate
management so that appropriate steps can be
taken to ensure timely refills and continued
administration without interruption.

During an interview on at 4.38 PM the
Chief Wellness Director stated residents’
medications should be available at all imes to
ensure continuity of care. However, the Chief
Weliness Director noted that Resident #9 used an
outside pharmacy and provided own medication
by request.
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22875,

43050254 & ) / :
Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upen beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost, The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each

22875
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employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
0, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 's

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to complete the initial training required
within three months of hire, the four-hour training
within six months, nor the annual four-hour
refresher training as mandated, regarding

and related
{ADRD) for one employee (Staff A) of three
sampled employees.

Findings included:

Arecord review for Staff A, conducted on

, revealed there was no evidence in
Staff A's employee records that the employees
completed ADRD initial training required within
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thre months of hire, the four-hour training within
six months, nor the annual four-hour refresher
training. Staff A was hired on

During an interview on at 2:26 p.m.,
Chief of the Business Office stated S(affA had
not completed the required

and Related (ADRD} trammg.
Specifically, Staff A did not complete the initial
training required within three months of hire, the
four-hour training within six months, nor the

annual four-hour refresher training as mandated.

Class 1l
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A000; Initial Comments A 000

A complaint investigation (#2025010751,
#2025012268, and #2025013405} in conjunction
with a generator monitoring visit was conducted
on at Elevated Estates Edwinola. The
facility had deficiencies at the time of the survey.

A052 429.256(  ); 59A-36.008(3) Medication - A0S2
$8=D! Assistance with Seff-Admin

429.256

{3) Assistance with seif-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilied by the manufacturer are considered

ications i i i properly

in p
labeled 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
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storage.

{f) Keeping & 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

P p dose of ication into
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 fiquid
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 treatment of a skin condition.
{f) Assisting with , Jor
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
uniess the order is written with specific

that preclude & judgment
on the part of the unlicensed 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.
{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
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discretion on the part of the unlicensed person.

{5) i with the self- inis ion of
ication by an L person as

in this section shalt not be considered

administration as defined in s. 485.003.

B59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION,

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

. or older, trained to assist with seif
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.AC., and
must be avaifable to assist residents with
self-administered medications 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 verbally prompting a resident
1o 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 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
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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
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. icati may be i and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with seif-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.

{h) All trained staff must adhere to the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statuie or Rule is not met as evidenced by:
Based on nbservation and interview, the facility
falled to remove medications in front of the
resident and advise of the medication name and
dosage for one resident (Resident #14) of two
sampled residents that required assistance with
self-administration of medication .
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Findings included:

On at 11:52 a.m. through 11:58 a.m.
an observation of the medication pass for
Resident #14 with Staff A (unlicensed Medication
Techniclan) was conducted. Staff A placed pilis
into the cup at the medication cart in the haliway
when Resident #14 was in the room with the door
closed. Staff A entered the room and did not telf
Resident #14 what medication or dose given.

On at 11:52 a.m. an interview was
conducted with Staff A, Staff A stated they had
been approved to pop medications in the hallway
by the memory care Resident #14 who knew Staff
Awas coming in with the pills. Staff A then
asked the surveyor if they were allowed to do that
before Staff A apologized.

On at 1:48 p.m. an interview was
conducted with the Wellness Coordinator. The
Weliness Coordinator stated Medication
Technicians should pop medications in front of
the resident and tell them the name of the
medication and dose given.

Class il

A D55 59A-36.008(6) FAC Medication - Storage and AD58
$8=D| Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facifity premises.
Residents may also store their medication in their
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rooms or apariments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and d

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
ceniral storage of medication and that policy has
been provided 1o the resident before admission
as required in Rule 59A-36.008, F.A.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
fimes;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
iocated locked;

3. Accessible to staff responsible for filling

AHCA Form 3020-0001
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pill-organizers, assisting with self-administration
of ication, or inistering ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facifity for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
to a pharmagcist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs 1o the dispensing
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:

A055
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Based on observation and interview, the facility
failed to keep centrafly stored medications focked
and secured at all times.

Findings included:

On at 1:22 p.m. an observation of the
unlocked Wellness Office was conducted. There
were no staff present in the office, a resident and
an unknown third party representative outside the
door in the hallway just outside the office door.
The office had resident medication pill packs on
the desk, stacked on top of a three-drawer
organizer, and within a basket on top of the
organizer behind the desk. Surveyor documented
and photographed all medications without staff
entering the office. (Photographic evidence
obtained.}

On at 1:30 p.m. an interview was
conducted with the Corporate Nurse after
surveyor went to get staff to assist. The
Corporate Nurse said the door should always be
kept locked when staff are not present and was in
the process of training the team.

Class ill

A 058 59A-36.008(7) FAC Medication - Labeling and AD56
$8=0| Orders

(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 84816-28.108, F.A.C. If a customized
patient medication package is prepared for a
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resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{h) Except with respect to the use of pilt
organizers as described in subsection {2), no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an “as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, “as needed for |, not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "afert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.

{e) Anurse may take a medication order by

A0S58
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telephone. Such order must be promptly
do in the resident's icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. Afaxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini fon are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.0086, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident’s name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel.containing the following:
. Praciitioner's name,
Resident's name,
Date dispensed,
Name and strength of the drug,
Directions for use; and,
Expiration date.
(h) Pursuant to Section 465.0276(2)(c), F.$.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

Do

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to ensure that
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prescriptions for residents who received
it

assistance with inistration of

were refilled in a timely manner for four (Resident
#9) of six sampled residents; and based on
interview and record review the facility failed to
ensure that prescriptions for residents who
received assistance with self-administration of
medication were refifled in a timely manner for
three (Resident #11, Resident #13 and Resident
#14) of six sampled residents; and based on
record review and interview the facility failed to
contact the health care provider to ensure
directions for as needed medications were
specific and ensure directions for medication
{abels matched the medication orders for one
{Resident #14) of six sampled residents.

Findings included:

On at 1:28 p.m. an observation of the
medication pass for Resident #9 was conducted
with Staff B {an unlicensed Medication
Technician). Staff B was unable to give the

ordered tablet because it was
unavailable.
On at 11:58 a.m. an chservation

conducted during the medication pass for
Resident #14, The Medication Observation
Record showed ™ s tab 250mg DR and to
take one tablet by at 8am and 12 pm*. The
medication pack with a single pill per siot

revealed " . tab 250mg DR, Take one
tablet by at 8am and 12 pm ; take two
tablets by at bedtime.” There was another
pilt pack in the drawer with two pills in each slot
that said " N tab 250mg DR, take one
tablet by at 8am, 12pm and take two
tablets by at bedtims."
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On at4:15 p.m. an interview with the
Weliness Director was conducted. The Weliness
Director stated that residents should not run out
of medication and steps should be taken to
prevent it.

On at 4115 p.m. an interview with the
Chief Wellness Director was conducted at 4:38
p.rm. The Chief Weliness Director stated that
resident medications should be avatable and
thought Resident #9 used an outside pharmacy.

On an attempted record rev:ew of the
ification to icians for order clari

was requested but not received for Resident #11,

Resident #13 and Resident #14.

On a record review of the Medication

Observation Records {MOR) for Resident #11

was conducted. The MOR revealed an order for
for, that was not given and noted

with an ion "Needs oY

for -

On a record of the MOR for Resident
#13 was conducted. The MOR revealed an order
for . that was not given at 8:00 p.m.
from through and noted

with an exception "Needs Pharmacy
Clarification.”

a record review of the MOR for
Resldem #14 was conducted. The MOR revealed
an order for gel to "apply to affected
area 2 grams four times a day.” Additionally, the
gel was not given on all doses ordered on
through N and

On an attempted record review of the

A0S58
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facility medication refill policy and procedure was
requested and not received.

On at4:18 p.m. an interview with the
Health and Wellness Director was conducted.
The Health and Wellness Director agreed a
medication error could happen with Resident #14
having two different pill packs in the drawer and
that the label on the medication should match the
dose ordered and not have all three doses on
each pilt pack.

On at4:41 pan. an interview with the
Chief Wellness Director was conducted. The
Chief Wellness Director stated medications
should be refilled timely for all residents and the
facility needed more documentation on order
refills and clarifications atternpted.

Photographic evidence obtained.

Class il

AD93 59A-36.012(2) FAC Food Service ~ Dietary A093
88=D ! 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:

hitp:/Awww firules.org/Gateway/reference.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, 2019, which are
incorporated by reference and available for
review at:
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od.nih.govit ion/Dietary_

t
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 physicai 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
licensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, 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
the menus or on a 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
comparabie nutritionat 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
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o 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 refusal
1o 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 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 . the time between meals.
{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

{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
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with residents to serve, must be on

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
aiso 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 Rute is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure resident
nutritional needs were met by ensuring food was
served attractively and at safe and palatable
temperature, and failed to serve the minimum
portions of food according to the menu for all
residents.

Findings included:

On at 11:27 a.m. an observation of
the memory care unit was conducted. Residents
were seated at tables eating lunch. Some plates
contained clear saran wrap on half of the plate or
covering the slaw portion on the plate. There was
sliced sausage, one pierogi and dark red,
beet-colored slaw. The full amount of slaw
remained on all plates except one. Other trays
not yet served remained on a tray in the dining
room with clear plastic wrap covering them.
{Photo evidence obtained.}

On a record review of the facility food
health inspection by a local agency was
conducted. The inspection dated was

marked as unsatisfactory and referenced food not
received at proper temperature. {Photo evidence
obtained.}
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On at 10:40 a.m. an interview with
Resident #15 was conducted. Resident #15
complained that the food was most of the
time.
On at 10:15 a.m. an interview with

Resident #18 was conducted. Resident #16
stated the food was smaller portions and that was
coming from someone that did not eat much.
Additionally, Resident #16 said not everyone got
the same portion size and the dining room
residents received more food.

On at 10:31 a.m. an interview with
Resident #17 was conducted. Resident #17
stated the kitchen was short staffed and it could
take an hour to get food, and it was not always
hot.

On at 11:02 a.m. an interview with
Resident #12 was conducted. Resident #12
stated they had lost due 1o not liking the
food served.

On at 11:05 a.m. an interview with
Resident #3 was conducted. Resident #3 stated
the food was horrible.

On at 11:28 a.m, an interview with
Resident #4 was conducted. Resident #4 stated
the food was terrible.

On at 10:15 am. an interview with
Resident #5 was conducted. Resident #5 stated
the food was barely edible.

On at 10:39 a.m. an interview with
Staff C was conducted. Staff C stated they would
not eat the food at the facility but felt the portion
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sizes were small.

On at 12:01 p.m. an interview was
conducted with Staff . Staff F said the food was
not good at all, Staff F stated portions were less
than what you would feed to a toddier,
Additionally, Staff F stated the portions were not
fair and smaller for anyone that did not eat in the
dining room,

On at 1:58 p.m.an interview was
conducted with the Chief of Culinary. The Chief of
Culinary stated the residents received one pierogi
for lunch and were supposed to get two large
ones or three to five smalt ones. Additionally, The
Chief of Cutfinary said they had a new cook who
prepared the plates for floor delivery and plated
the meals incotrectly, and it was not caught until
meals were delivered. The Chief of Culinary
stated someone should have overseen the meal
preparation and the facility would be retraining
staff.

Class il

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
88=D! 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 maintained in good
working order.

{b) Pursuant to section 420.27, F .S, residents
must be given the option of using their own
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belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the fop surface of the mattress at a comfortable
. 1o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use,

{e) Facilities must make available linens and

personat laundry services for residents who

require such services, Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment that
was free of hazards by ensuring all architectural
and structural systems were maintained in good
working order, which resulted roof leaks in
hallways, resident rooms and the dining room and
wood decay on the front porch.

Findings included:

On from 9:45 a.m. unti! 4:53 p.m. an
observation was conducted of the facility. The
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following was observed:

- Peeling paint and missing popcorn cefling at the
far edge of the room above the bed in

with & water stain fine.

- Brown, stained areas on two files next to a
missing ceiling tite that exposed wires above in
the administrative office area where surveyors.
worked.

- Alarge area of the ceiling missing in the dining
room with a brown wood 2 x 4 that appeared wet,
wedged above the open area under a metal air
handler, that vented out fo the ceiling above a
dining room table,

- A cut with a crack in the ceiling with a resident
dining room table directly underneath on the other
side of the dining reom.

-~ Near a chandelier in the dining room there was
a large brown water stain against the wall above
the exit sign and a round hole in the paint and
ceiling that bulged directly above resident dining
table.

- There were multiple brown, circular stains on
ceiling tiles throughout the first floor and an area
where sprinkler paint was [oose around the
sprinkier in the resident hallway ceiling.

- The foyer had a large water stain with peeled
paint that extended from the chandelier base to
the wall at the front door, and a water-stained
area of the ceiling behind it.

- The front porch steps on the side near the
parking ot had wood and a top of the
step that was loose.

- Smali areas of rotted wood on the front porch
and large pieces of plywood leaned again the
side of the building on the porch.

On at 3:40 pan, an interview was
conducted with the Administrator. The
Administrator said they were working on the air
conditioning system and would address leaks.
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Photo

evidence obtained.

Class #ll
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