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Initiat Coraments

An unannounced Relicensure and Generator
Monitoring survey was conducted at Leisure
Living of Victoria Park on . There were

i related to the Relk identified
at the time of the survey.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

428.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a ficensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in 5. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or cn a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shalt use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
1o or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident’s admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facility's record of the resident and must be made
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available to the agency during inspection or upon
request. An that has been ¢

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical. personnet within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical social worker, or
.. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
Dbe in the facility within 30 days after the mentat
health resident has been admitted to the faciity.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion related to i for
placement as a mental health resident provided
that it was completed within 90 days prior fo
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
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Department of Children and Families personnel
shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of

. require such
assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criterfa, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph (a} or (b} of this subsection.

{a) A medical examination completed within 80

days before or within 30 days after the individual's

admission to a facility pursuant fo Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of s

., services required by the

. B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
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in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; end,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical exarmination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, . which is
incorporated by reference and available online at:
hitpy firules. .asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. if the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing ot omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided,

{¢) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph {b).
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{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.

{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

. .. or therapeutic diets, may be attached to
the health . A health care ¢ iti
may attach a DH Form 1896, Florida

Form, for residents who do not
wish .\ . to be
administered in the case of or

{f) A resident placed in a facility on a femporary
emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from the examination
requirements of this subsection for up fo 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure thata ~to- examination,
included the date of the examination (completed
by a health care practitioner) for 1 of 3 sampled
residents (Resident #4).

The findings included:
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During an interview on at

approximately 10:45 AM, the Administrator was
asked to provide a complete file for Resident #4.

Record review of Resident #4's file with date of
admission revealed an undated
health assessment (AHCA 1823 Form) and
signed by a Medical Doctor (MD).

During an interview on at
approximately 1:40 PM, the Administrator was
informed of the findings and was requested to
provide a health assessment with an examination
date. At that time, the Administrator was
reminded all examinations must be dated by the
examining heaith care practitioner.

During an interview on at
approximately 3:30 PM, the Administrator
confirmed that the facility does not have a dated
examination by the health care practitioner who
signed the AHCA 1823 form. No additionat
information was provided.

Class il

AD0 429.26( )FS; 59A-36.006(4) FAC Admissions - A010
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
(1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the continued §i of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
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services offered or arranged for by the facility in
accordance with facifity policy, and any limitations
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of

approprk for ission and

residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b) A facifity may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduted needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facifity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision, For purposes of this paragraph, the
term "bedridden” means that a resident is
confined o a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistarice;

b. Transfer to a chair or wheeichair without total
physical assistance; or
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c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. i a facility is ficensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he orshe is
bedridden for no more than 14 consecutive days.

{2) Aresident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Farnilies, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a) through (c) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
ctiteria, a resident must have a ~to-

medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rute
59A-36.002, F.A.C. The resuits of the

A010
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examination must be recorded on the
practitioner’s form or on AHCA Form 1823, which
is incorporated by reference in paragraph {2)(b)
of this rule and must be complsted in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
ptan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. i the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c) A . ill resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a ficensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
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services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the continued i of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility’s staff which are within
the scope of the facility's license.

{f) Assisted living facitity staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
living for residents admitted o hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g) Continued residency criteria for facilities
hotding an extended congregate care license are
described in Rule 59A-36.021, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews and record
review, it was determined that, the facility failed to
ensure that a Resident’s Health Assessment was
accurate and reflective of a resident's current
diagnosis and care needs, for 2 of 2 sampled
resident records {Residents 4 and 8).

The findings included:

Review of Resident #8's file (Date of admission
Jrevealed a completed heaith
assessment dated , Resident's needs for

activities of daily fiving (ADLs) were listed as
requiring total care for ambulation, bathing,

» toileting, eating, grooming and
transferring. Resident was listed as requiring a
special diet and modified consistency
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options for liquids and solids IDDSI tevel 7 easy
to chew. An additional comment was included
stating Resident #8 needs assistance with
feeding and setup, and special precautions were
identified for riskand | . Resident was
also fisted as bedridden and requiring 24-hour
nursing services.

Observations made at the time of survey revealed
discrepancies with respect to the Resident's
Health Health Assessment and care needs.

a)on at approximately 9:00 AM, Resident
#8 was observed fo ambulate with the assistance
of Staff C (Caregiver) from dining area, down
small ramp and into a chair in the television
viewing area.

b) At 12:01 PMon , Resident #8 was
observed seated at a table alone in the dining
area, feeding herself the regular scheduled menu
items for the day - salisbury steak, mashed
potatoes and green beans. The food on Resident
#8's plate appeared unaltered when compared fo
that of other residents.

¢) Throughout the survey from
approximately 9:00 AM - 4:00 PM, Resident was
not observed fo be attended to by nursing
services.

In an interview on with Staff E (Food
Service Designee) at approximately 11:00 AM, he
denied any residents to be on special diets.

In an interview with Staff C on at 12:01
PM, she denied any residents to be on special or
different diets.

At approximately 3:45 PM on . surveyor
completed an exit interview with Staff A
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Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident’s representative
from independently arranging, -
paying for services provided by a third pany of the
resident's choice, including a licensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy relating to the delivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident’s condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency, The facility, when requested

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11967718 B WING 03/16/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1700 NE 5TH STREET
LEISURE LIVING OF VICTORIA PARK
FORYT LAUDERDALE, FL. 33301
(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) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A010! Continued From page 11 AQ10
}and Staff B istant
Admmxstrator) and identified concerns with
ies in health in Resident
#4's and Resident #8's records and their
presentations upon observation on the date of the
survey. Both Staff A and Staff B were asked for
documentation of these changes in Resident #4's
and Resident #8's statuses but reported they did
niot have any additional documentation to provide.
Both were advised these identified concerns
would result in a citation.
Class i
A 031} 59A-36.007(6) FAC Resident Care - Third Party A031
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by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
and response fo freatment or services ordered by
the physician which may impact the resident's
appropr for continued inthe
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident’s condition; and

3. if physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
narne of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.

{d) if residents accept assistance from the facility
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guarantee that third party services will be
received, If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
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must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to keep documented communication from
Third Party services, that were ordered by the
physician for treatment and/or service for 1 of 3
sampled residents {Resident #3).

The findings included:

During an interview on at
approximately 9:20 AM Staff C (Medication
Technician /Caregiver) was asked if the facility
had any residents receiving third party services
and she stated Resident #3 was receiving

During an interview on at
approximately 10:45 AM, the Administrator was
asked to provide a list of residents receiving
third-party services, and she stated that no
residents were receiving . Subsequently, she
was asked to provide a complete file for Resident
#3.

Record review of Resident #3's file with date of
admission revealed a health
assessment (AHCA 1823 Form) dated
and signed by an Advanced Practice
Nurse (APRN) no
Third-Party services and medical diagnoses as
, gait instability and repeated
. Further review revealed a service
agreement from a focal Home Health Agency
dated signed by Registered Nurse
(RN)
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During an interview on at

approximately 1:40 PM, the Administrator was
informed of the findings and was requested to
provide documented communication from Third
Party services {  services) for Resident #3.

During an interview on at
approxlmate!y 3:30 PM, the surveyor met with the
and Assistant i {Staff

B), and the facility was given an opportunity to
provide Resident #3's documented
communication from third-party services. At that
time, the Administrator stated that the facility did
not have documented communication from the
local Home Health Agency for Resident #3. No
additional documentation was provided during. the
survey.

Class #ll

AQ77 429,176 FS; 420.52(  ),69A-36.01(1) FAC AO77
Staffing Standards - Administrators

429.176 Notice of change of administrator.-If,
during the pericd for which a ficense 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. 429.52. 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
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required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure fo do so is & violation
of this part and subjects the violator to an
administrative fine as prescribed in . 429,18,
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

i ible for the fon and mai of

the facility including the management of all staff

and the provision of appropriate care to all

residents as required by chapters 408, part }i

429, part {, F.S,, and rule chapter 59A-35, FAC,,

and this rule chapter.

{a) An administrator must:

1.Beatleast .

2. if employed on or after

have, at a minimum, a high school duploma or

G.ED,;

3. Be in compliance with Level 2 background

screening requirements pursuant to sections

408.809 and 428.174, F.S,;

4. Complete the core training 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 to
, are not required to take the

ccmpetency test unless specified elsewhere in

this rule; and,

5. Satisfy the continuing education requirements.
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pursuanl to rule 59A-36.011, FAC.

who are not in i 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 facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
0 exceed 90 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 licensure as an extended
ccngregate care or limited mental health facility.
{¢) Admi rs may supervise a i 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

upervising 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.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core iralmng and competency test
i and

requirements as an administrator pursuant to
paragraph {1){(a) of this rule. Managers who
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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 facllity, 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 3180-1008, , which
is incorporated by reference and available onfine

:/iwww firules org/Gateway/reference.asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review, it was
determined that, the facility failed to ensure that
the Assistant Administrator complied with the core
training competency test requirements as
evidenced by her report that she had not sat for
the competency exam.

The findings included:

During an interview on at approximately
10:05 AM with Staff A (Administrator), she
revealed that she is on record as Administrator
for the facility but is in the process of fransitioning
out of the role due to family
handing the role completely over to Staff B
{Assistant Administrator.} She reported that Staff
B began serving as Assistant Administrator
approximately 6 months ago and is taking over
the day-to-day functioning of the facility,

and will be
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On at approximately 1:00 PM, Staff B

arrived on site and met with surveyors to greet
them and engage in the survey process.

On at approximately 2:00 PM, this
surveyor requested employee records for review.
Upon review of Siaff B's employee record, it was
revealed that proof of completion of continuing
education requirements for core competency
were not included in the record.

On at 2:59 PM, in an interview with Staff
B, surveyor identified missing proof of continuing
education and requested documentation if
available. Staff B stated that she had completed
the educationatl courses for the core competency,
but never sat for the exam and thus had not
completed continuing education due to lack of
certification. She reported her intention to look
into completing oniine coursework to complete
her certification process.

At at approximately 3:456 PM, in an exit
interview with Staff A and Staff B, it was identified
that Staff B's failure to complete the core
requirements would result in a citation.

Class il

A 093 59A-36.012(2) FAC Food Service - Dietary A0S3
Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
faciity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
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http: 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
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:
hitps:/fods.cd.nih.gov/HealthInformation/Dietary_
Reference_Intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicaf 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 fo the Dietary Reference Intakes.
{c) All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
itionist, or a regi dietefic ich
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
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 accommedate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
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seascnal 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
the end of an evening meal containing a protein
food and the beginning of 2 morning meal.
Intervals between meals must be evenly
distributed throughout the day with not fess 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 fo be meals for the
purposes of . the time between meais.
{g) Food must be served attractively at safe and
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palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas, A
supply of eating ware sufficient for alt 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
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
also be stored, or the facllity 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 record review and interview, it was
determined that, the facility falled to ensure
therpeutic diets as physican ordered were
foliowed, for 1 of 2 sampled records reviewed
{Resident #8).

The findings included:

Review of Resident #8's file (Date of admission
) revealed a completed health
assessment dated , Resident's needs for

activities of daily fiving (ADLs) were listed as
requiring total care for ambulation, bathing,

. loileting, eating, grooming and
transferring. Resident was listed as requiring a
special diet and modified consistency
options for liquids and solids IDDS! level 7 easy
o chew. An additional comment was included
stating Resident #8 needs assistance with
feeding and setup, and spacial precautions were
identified for  risk and . Resident was
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Continued From page 22

also listed as bedridden and requiring 24-hour
nursing services.

At12:01 PMon . Resident #8 was
observed seated at a table alone in the dining
area, feeding herself the regular scheduled menu
items for the day - salisbury steak, mashed
potatoes and green beans. The food on Resident
#8's plate appeared unaltered when compared to
that of other residents.

In an interview on with Staff E (Food
Service Designee) at approximately 11:00 AM, he
denied any residents to be on special diets.

In an interview with Staff C on at 12:01
PM, she denied any residents to be on speciat or
different diets.

At approximately 3:45 PM on . surveyor
completed an exit interview with Staff A
{Administrator) and Staff B {Assistant
Administrator) and identified concerns regarding
Resident #8's diet requirements.

Class il

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

428.275

{2} The administrator or owner of a facility shalt
maintain personnet records for each staff
member which contain, at a minimum,

dos fon of background ing, if
applicable, documentation of compliance with alt
training requirements of this part or applicable
rule, and a copy of all licenses or certification held

A093

A181
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by each staff who performs services for which
licensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS.
{a) Personne! records for each staff member
must contain, at a minimum, a copy of the
ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, F.AC,,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
428.174, F.S., and Rule 50A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills purstiant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.
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{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that, the facility failed to ensure staff
records contained references for 1 of 4 sampled
staff (Staff D).

The findings included:

In an interview with the Administrator (Staff A) and
Assistant Administrator (Staff B) on at
approximately 2:00 PM, team of surveyors
requested employee records for review. Upon
review of Staff D's (Caregiver/Cook} employee
record, it was revealed that the references

section on her job application was left blank and
there were no references located elsewhere in
her record.

At at approximately 3:45 PM, in an exit
interview with Staff A and Staff B, it was identified
that Staff D's missing references would result in a
citation. No additional documentation was able to
be provided by facility.

Class

A 162 59A-36.015(3) FAC Records - Resident A182

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2. '
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3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{¢) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, ol
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 50A-36.012,
F.AC,, if applicable.

(e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daify
living must have their | recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

(g} For facilities that will have unficensed staff
assisting the resident with the self-administration
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of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage 3 pilt organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
(i) A copy of the resident’s contract with the
facility, including any addendums to the contract
as described in Rule 50A-36.018, FAC.
{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 429.27, F.S.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
writien statement of funds or other property
disbursed as required in Section 429.27, F.8.
{1} if the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
V. { ) CF-ES 10086,

. which is hereby incorporated by reference
and available for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004, The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
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{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident's

Form 1896, if applicable.
{p) For independent living residents who recsive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping.may be limited to a log listing the
names of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
depariure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or fimited nursing services
license are provided in Rules 58A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

, DH

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined that the facility failed to maintain
resident records on premises that included a copy
of the Resident's contract with the facility for 1 of
3 sample resident (Resident #4).

The findings included:
During an interview on at

approximately 10:45 AM, the Administrator was
asked to provide a complete file for Resident #4.
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Record review for Resident #4 revealed an
admission date of . Further review
revealed that Resident #4's contract and written
records {e.g., progress notes, significant
changes, and updates as needed} in her file were
from another facility. At the time, the
Administrator was given an opportunity to provide
Residert #4's contract and written records for the
facility (Leisure Living at Victoria Park).

During an interview on at
approximately 3:30 PM, the Administrator
confirmed that the resident's contract and written
records were from a sister facifity. The
Administrator was reminded that the facility must
maintain a copy of the residents contract and
written records with the facility on premises. No
additional information was provided.

Class
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408.823( ) FS In-person Visitation
{1) This section applies to ,
centers as defined in 5. 393.083,

hospitals licensed under chapter 385, nursing
home facilities ficensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

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

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

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

or immunization. The policies and

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

22841
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providers may not require an essential caregiver
to provide such care.

{c) The visitation policies and procedures
required by this section must allow in-person
visitation in all of the following clrcumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

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

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

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

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

6. A resident, client, or patient who used to talk
and interact with others is seidom speaking.

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

8. patients.

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure Visitation Policy and Procedures
was established on the homepage of the facility's
website.

The findings include:

On at 2:10 PM, this surveyor met with
Staff B {Assistant Administrator) to review
facility's website in an interview and online record
review, Staff B confirmed visitation policy is not
on website nor was she familiar with the
requirements. Staff B was pointed fo the
regutations for any questions.

During the exit interview on at
approximately 3:45 PM, with Staff A and Staff B, it
was identified that Visitation Policy and
Procedures missing from the facility's website
would result in a citation.

Unclassified
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