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A000 Initial Comments A000

An Monitoring Survey was conducted on .
2012 at Sunset Oak I} with Limited Nursing
Services (LNS) and Limited Mental Health (LMH)
compenents. The following deficiencies were
identified at the time of survey.

A 008 58A-5.0181(2) FAC Admissions - Health A008
$8=D Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
either paragraph (a) or {b) of this subsection.

{a) A medical examination completed within 60
calendar days prior to the individual ' s admission
to a facility pursuant to Section 420.26(4), 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 services required by the
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;

8. Whether the individual has signs or symptoms
of a communicable which is likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual * s needs can be met
in an assisted living facility; and

8. The date of the examination, and the name,
signature, address, phone number, and license
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number of the examining licensed health care
provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.

{b) A medical examination completed after the
resident ' s admission o the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at

www.fdhe state.fl.us/MCHQ/Long_Term_Care/
<http:/Awww.fdhe state fl.us/MCHQ/Long_Term _C
are/>
Assisted_living/pdffAHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.

a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.

c¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
d jon, which at a mini includes the

AQ08
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elements in Section 3. This requirement does not
apply for residents receiving:

a. Extended congregate care (ECC) services in
facilities holding an ECC license;

b. Services under community living support plans
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services; and

d. Medicaid waiver services.

{c) Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual * s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823.

{d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, 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).

{e) 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 429.426, F.8,, and this rule.

{f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
ficensed health care provider conducting the
medical examination may be attached to the
health assessment. Alicensed heaith care
provider may attach a do-not- order for
residents who do not wish '

to be administered in the case of
e i -

{g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or
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n regt of this sub ion for
up to 30 days. However, a resident accepted for
temporary emergency placement shall 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 a
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 record review and staff interview the
assisted living facility failed to ensure that 2 out of
4 (#3 and 4) sampled residents' heaith
assessment was completed.

Finding include:

Record review found that resident #3's heaith
assessment did not have the medication mode
checked. Resident #4 did not have current copy
of health assessment 1823 on file and the it did
not contain the doctors signature on it.

Resident #2's health assessment was reviewed

with the caretaker on at 2:58 p.m. who
confirmed that the health assessment was not
completed.

Class il

58A-5.0182(1) FAC Resident Care - Supervision | A025

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.
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415.1051, F.S., shall be exempt from the
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Continued From page 4

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

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.C.
(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the
individual.

(c) General awareness of the resident ' s
whereabouts. The resident may trave!
independently in the community.

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

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resuited in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and staff
interview the assisted living facility failed to have
a written record, updated as needed, of any
significant changes for 1 out of 4 (#1) sampled
residents.

Findings include:

Fagility tour on at 11:30 a.m. revealed

A025
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Continued From page 5
that resident #1 was found in bed,

Record review of progress notes contained no
documentation of resident <or feeling il to
stomach. There was documentation of resident
#1's family and doctor being contacted.
At 2:02 p.m. interview with staff #3 per translator
in office via phone with senior clerk stated
Resident #1 has a \ i problems. He at
some oatmeal and yogurt this morning and

tit. This happens a lot and happens foday.
He is not able to stand up by himself. | help him
and put him in the wheelchair. "
Class Hll

58A-5.0185(6) FAC Medication - Storage and
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 facility premises; or
in their or apariments, which must be kept
locked when residents are absent, uniess the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored
if:

1. The facility administers the medication;

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

3. The medication is determined and documented
by the health care provider to be hazardous if
kept in the personal possession of the person for

A025
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Continued From page 6

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 resi , the p ion of
medication by a resident poses a safety hazard to
other residents; or

6. The facility * s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, F.AC.

{b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, , or area atall
times;

2. Located in an area free of dampness and
abnormai D , except thata icati
requiring refri ion shall be refri

Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
focated locked;

3. Accessible to staff responsible for filling

pill-c b , assisting with self-admini ion,
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

{c) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued

A 085
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! This Statute or Rule is not met as evidenced by:

medication. " Such medication may be reused if
re-prescribed by the resident ' s health care
provider.

(d) When a resident’ s stay in the facility has
ended, the administrator shall return alt
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 stili at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph

).
(e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shali be documented in the
resident ' s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, F. AC.

Based on observation and interview the facility
failed to keep medications locked at all times.

Findings include:

At 11:25 a.m. tour of the kitchen observations of
the refrigerator door contained unlocked
medications for resident #1 labeled .10
MG and for resident #5 was Bisocody 10 MG.
There was also a single Bisocodyl, a bottle of
, atube of . 1, and a bottie of
: eye drops.
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Continued From page 8 A085

interview on ! at 12:08 p.m. with caretaker
#3 stated " These are for me | take them. " Per
translation by senior clerk in AHCA office staff
#3, stated " Resident#1 came from another ALF.
The other were going to throw them away instead
gave them to her. She uses them for

U, .0 " Resident #5 is no longer here at
the facility.

Class lf

58A-5.0185(7) FAC Medication - Labeling and ADS6
Orders

{7) MEDICATION LABELING AND ORDERS.

{a) No prescription drug shall be kept or
administered by the facility, including assistance
with self-administration of medication, unless it is
properly labeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
84B16-28.108, F AC. 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. Identification of each medicinal drug product in
the container.

(b} Except with respect to the use of pill
organizers as described in subsection {2), no
person 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 shall be
contacted and requested io provide revised
instructions. Foran ” as needed " prescription,
the circumstances under which it would be
appropriate for the resident to request the
medication and any limitations shall be specified;

AHCA Form
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Continued From page 9 A 056

for example, " as heeded for pain, 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, shall be noted in the
medication record, or a revised label shall be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication for which the facility is providing

i e with self-administration or
administering medication must be accompanied
by a written medication order issued and signed
by the resident * s health care provider, or a faxed
copy of such order. The new directions shail
promptly be recorded in the resident's
medication observation record. The facility may
then place an "alert" label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
{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 copy of
a signed order is acceptable.
{f) The facility shail make every reasonable effort
to ensure that prescriptions for residents who
receive assi e with self-admini ion of
medication or medication ini jon are filled
or refilled in a timely manner.
(@) Pursuant to Section 465.0278(5), F.S., and
Rule 64F-12.006, 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 shall also include the practitioner ' s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
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Continued From page 10

the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shall be kept in a container that
bears a label containing the following:

1. Practitioner ' s name,

2. Resident’ s name,

3. Date dispensed;

4. Name and strength of the drug;

&, Directions for use; and

8. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’ s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure any change in directions for use
of a medication for which the facility is providing
assistance with self-administration or
administering medication must be accompanied
by a written medication order issued and signed
by the resident ' s health care provider, or a faxed
copy of such order for 4 out of 5 (#1, 2, 3, and 4)
sampled residents,

Findings inciluded:

At 11:26 a.m. tour of the kitchen observations of
the refrigerator door contained unlocked
medications for resident #1 [abeled .
10MG (in form) and for resident #5
was Bisocody 10 MG. There was also a single
Bisocodyl, a bottle of . | _), a tube of

. , and a bottle of eye drops.
Medication reconciliation of resident's #1
medication contained , 10 MG (in tablet
form) in bingo. There were no orders available to
in facility files to verify changes made to resident

A058
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Continued From page 11

#1's medication.

interviewed on at 4:52 p.m. with administrator's
wife | asked her about medication orders and
changes in resident medication. She stated, ”1
receive it and fax it to the pharmacist, no fdon 't
have any orders here. ”

Class lll

58A-5.019(2) FAC Staffing Standards - Staff

{2) STAFF.
{(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable
including . Freedom from
e - .. ... must be documented on an annual
basis. A person with a positive test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating .. Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is d of having, a co icable
. he/she shall be removed from duties
until the administrator determines that such
condition no longer exists.
(b) All staff shall be assigned duties consistent
with hisfher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s heaith care provider in

A 056
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accordance with this rule chapter.

{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC.

{d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and

2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 3 out of § (#1, 2 and 5)
sampled staff members have an annual freedom
from statement.

Findings include:

Record review found that staff #1 communicable
staternent had expired on and

there was no documentation of . Staff #2

communicable statement including

had expired on . Staff #5 did not have any

documentation verifying proof of freedom from

communicable including .. -

Interview with the staff #3 on at2:05 p.m.
verified that these were the current statement of
communicable including - available.

Class Il
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58A-5.0191(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff.
(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0096, F.A.C., must receive a
minimum of 1 hour in-service training in '
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne

, may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting maijor incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects.
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident
neglect, and ___ .
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

A0B1
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1. Resident behavior and needs.

2. Providing assistance with the activities of daily
living.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

(f) All facility staff shall receive in-service training
regarding the facility * s resident elopement
response policies and procedures within thirty
(30) days of employment.

1. All facifity staff shall be provided with a copy of
the facility * s resident elopement response
policies and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
administrator failed to provide or arrange for the
following in-service training to 3 out of 5 (#1, 3,
and 5) direct care staff.

Findings include:

Record review on ‘revealed that sampled
staff who provides direct care to residents was
unable o provide any documentation {c prove
in~service fraining's in the following:

Staff #1 did not have documentation verifying
training elopement response policies and
procedures within thirty (30) days of employment.
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Staff #3 did not have documentation verifying
training’s for reporting major incidents, reporting
adverse incidents, facility emergency procedures
including chain-of-command and staff roles
relating to emergency evacuation, resident rights
in an assisted living facility, recognizing and
repomng resident , neglect, and

, and elopement response policies
and procedures within thirty (30) days of
employment.

Staff #5 did not have documentation verifying
training's for reporting major incidents, reporting
adverse incidents, facility emergency procedures
including chain-of-command and staff roles
relating to emergency evacuation, resident rights
in an assisted living facility, recognizing and
reporting resident * -, neglect, and

<, TESIdEnt behavuor and needs,
prov:dmg asslstance with the activities of daily
living and elopement response policies and
procedures within thirty (30) days of employment.

interview with caretaker on 7 at2:30 pm.
stated "if there are no in the file They don't have
and she does not know.”

Class Il

SASO?Zf 58A-5.0181(4) FAC Training - First Aid and _
{4) FIRST AIDAND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at alf times.
{a) Documentation of attendance at First Aid or

course offered by an accredited college,

university or vocational school; a licensed

A081
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hospital, the American Red Cross, American
Association, or National Safety Council; or
a provider approved by the Department of Health,
shall satisfy this requirement.
(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 1 out of 5 (#5) sampled staff
have current First Aid certification and holds a
currently valid card documenting completion of
such courses must be in the facility at all imes,

Findings include:

Facility's record review that sampled staff #5
(hired } contained no records of First Aid
training available at time of survey.

Interview with caretaker on !/ at2:30pm
stated "if there are no in the file They don't have
and she does not know.”

Class it

58A-5.0191(11) FAC Training - Do Not
- Orders

an

TRAINING.

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one

A083

A090
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hour of training in the facility ' s policies and
procedures regarding within 60 days
after the effective date of this rule.

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility ' s policy and procedures
regarding within 30 days after
employment.

(c) Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by.
Based on record review and interview the facility
failed to ensure 1 out of 5 (#5) sampled staff

receive training in the facility's policies regarding

Findings include:
Record review of staff #5 contained no

doct ion of them ¢ the
training.

Interview with caretaker on tat2:30 p.m.
stated "if there are no in the file They don't have
and she does not know.”

Class it

58A-5.020(2) FAC Food Service - Distary
Standards

{2) DIETARY STANDARDS.

{a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for

A 090
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age, and activity, shall be the nutritional

standard used to evaluate meals. Therapeutic

diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition

Recommended Dietary Allowances, interpreted

by a daily food guide, is available from the DOEA

Assisted Living Program.

{b) Ther ded dietary shall

be met by offering a variety of foods adapted to

the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as follows:

1. Protein: 6 ounces or 2 or more servings,

2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 6 11 or more servings;

5. Mitk or milk equivalent: 2 servings,

6. Fats, oils, and sweets: use sparingly; and

7. Water.

(c) All regular and therapeutic menus to be used

by the facility shall be rewewed annua iy by a

: regi d dietitian, fi itionist,

| or by a dietetic technician supervised by a

i registered dietitian or licensed

| dietitian/nutritionist, to ensure the meals are

| commensurate with the nutritional standards

; established in this rule. Portion sizes shall 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, This review shall be documented in
the facility files and include the signature of the

| reviewer, registration or license number, and date

| reviewed. Menu items may be substituted with
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items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

(d) Menus to be served shall be dated and

| planned at least one week in advance for both

| regular and therapeutic diets. Residents shall be
| encouraged fo participate in menu planning.

| Planned menus shall be conspicuously posted or

easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

{e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shall document a resident ' s
refusal to comply with a therapeutic diet and
notification to the resident’ s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the diet is
acceptable documentation of a resident' s
preferences. In such instances daily ’
documentation is not necessary.

(f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the

A093
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end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of the time between meals.
{g) Food shall be served attractively at safe and
palatable temperatures. All residents shall 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, shall be on hand.
{h) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents o serve, and shall be
on hand at all times. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility
shall have a plan for obtaining water in an

gency, with the plan coordil with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the facility failed to have an approved
menu dated and planned at least one week in
advance for both regular and therapeutic diets
and substitutions documented prior to meals
being served.

Findings include:
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Tour conducted at 12:05 p.m. of the
family dining area which contained a
board with the License, menu; dietician license
expires /. Menu posted labeled

2012. There was no other menu available at time
of survey.

Began dining observation on / . at12:10
p.m. observed staff #3 providing total assistance
to resident #2 by feeding her. Resident is served
white rice, ground beef with potatoes, cream
soup, gelatin and a cup of water. At 12:32 pm
staff #3 assist resident to dining table and seats
resident #3 and 4. Then they were served their
lunch which consists of cream soup, ground beef
& potatoes, white rice and gelatin with water to
drink. Residents eat independently. Food
presentation is nice. The was no menu for

and there were no substitutions documented.
Caretaker #3 confirmed this was the current
ment available.
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FIORIO AGENCY FOR HEALTH CARE ADVENSTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Bettor Health Care for all Floridians SECRETARY
, 2012
Administrator
Sunset Oak I1

8581 Sw 30 Street
Miami, FL 33157

Dear Administrator:

This letter reports the findings of a state Monitoring survey that was conducted on ,2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

Staj m this office will conduct a review after §/ 1o verify that the necessary corrections are in place

10 correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http:/ahcamyflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG0
Headquarters Miami Field Office

2727 Mahan Drive
Taltahassee, FL. 32308
http:/fahca.myflorida.com

8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 593-3100; Fax (305) 583-3121




