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Initial Comments
Assisted Living Facility

A biennial state licensure survey with extended
congregate care (ECC) was conducted on

in conjunction with a complaint survey,
CCR# 2013003324, see (Aspen Event 8X0P11).

The Wesley House Il, assisted living facility, had
deficiencies found at the time of the visit.

58A-5.0181(2) FAC Admissions - Health
Assessment

{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical ination bya
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 429.26(4), F.8.
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;

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

7. Astatement on the day of the examination that,
in the opinion of the examining licensed health
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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
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 to 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.fdhc.state fl.us/MCHQ/Long_Term_Care/
<http:/iwww.fdhc.state fL.us/MCHQ/Long_Term_C
arel>
Assisted_fiving/pdf/AHCA_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

ti face-to-face ination for
completion.
b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.
©. 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.
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2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
documentation, which at a minimum includes the
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.S., and this rule.
{fy Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. Alicensed health care
provider may attach a do-not- order for
residents who do not wish

1o be administered in the case of
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or ' .

(g) Aresident placed on a temporary emergency
basis by the Depariment of Children and Family
Services pursuant to Section 415.105 or
415.1051, F.S., shall be exempt from the

ination requi of this fon for
up to 30 days. However, a resident accepted for
p Y 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 interview the facility
failed to ensure that the health assessments for 2
{ #2 & 3) of 3 residents contained all required
information.

Findings include:

1. Areview on / -revealed the medical
examination (1823) of resident #2 dated

noted that the resident requires administration of
medications. Per staff inferviewed, about 4pm
the resident has been assisted with his
medications since admission on and
doesn't need his medications administered by a
licensed nurse. The facility had not noticed the
error on the 1823 and had not asked the
physician for a corrected version.

2. Areview of the medical examination (1823)
dated of resident #3 revealed the health
care practitioner has not completed the
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so staff can be alerted to their needs for support
and supervision,

1. As part of its resident elopement response
policies and procedures, the facility shall make, at
a minimum, a daily effort to determine that at risk
residents have identification on their persons that
includes their name and the facility ' s name,
address, and telephone number. Staff attention
shall be directed towards residents assessed at
hlgh risk for elopement, with specral attention
given fo those with rand
related assessed at high risk.

2. At a minimum, the facility shall have a photo
identification of at risk residents on file that is
accessible to all facility staff and law enforcement
as necessary. The photo identification shall be
made available for the file within 10 calendar w

days of admission. In the event a res:dent |s
at risk for elop it
admission, photo identification shall be made

available for the file within 10 calendar days after i
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assessment in entirety. The section concerning
whether or not the resident was free from
communicable was left blank.
3. In addition the health assessment for resident
#3 did not include the method of management of
the residents medications. The box on this
section of the form was not checked for the mode
of medication management.
Class 1l
A032 58A-5.0182(8) FAC Resident Care - Elopement AQ32
Standards
(8) ELOPEMENT STANDARDS.
{a) Resndents Assessed at Risk for Elopement
All at risk for el
with any history of elopement shall be tdenhfued
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a determination is made tha\ the resudent is at
risk for el may
be taken by the facmty or provuded by the resident
or resident ' s family/caregiver.
(b) Facility Resident Elopement Response
Policies and Procedures. The facility shall
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures shall
include:
1. An immediate staff search of the facility and
premises;
2. The identification of staff responsible for
implementing each part of the elopement
P policies and p!

specific duties and respon5|bll|tles
3. The identification of staff responsible for
contacting law enforcement, the resident ' s
family, guardian, health care surrogate, and case
- manager if the resident is not located pursuant to

subparagraph (8)(b}1.; and

4. The continued care of all residents within the
{ facility in the event of an elopement.
{c) Facility Resident Elopement Drilis. The facility
shall conduct resident elopement drills pursuant
to Sections 429.41(1)(a)3. and 429.41(1){1), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to conduct elopement drills as required
pursuant to sections 428.41 and 428.41 (1) (1).

Findings include:

A i/ review of the facility records revealed
the last elopement drill on file was dated

There was not any documentation to evidence
that the facility had conducted at least 2
elopement drills per year. When asked
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{approximately 11 a.m.) if any drill had been
conducted since that date staff could not say
when or locate any additional drills.

Class Hi

A052 88A-5.0185(3) FAC Medication - Assistance with

Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) For facilities which provide assistance with
seif-administered medication, either: a nurse; or
an unlicensed staff member, who is at least
, frained to assist with self-administered
medxcatlon in accordance with Rule 58A-5.0191,
F.AC., and able to demonstrate to the
the ability to ly read and
interpret a prescription label, must be available to
assist resndents with self-administered
d: with pl d
descnbed in Sectlon 429.256, F. S
b} A with self- of
medication includes verbally prompting a resadent
to take ications as pi A and
opening a properly Iabeled medication contalner
and pi as ified in Section
429. 256(3), F.5. In order to facilitate assistance
with seif-administration, staff may prepare and
make available such items as water, juice, cups,
and Spoons. Staff may also return unused doses
tothe ion container. which
appears to have been contaminated, shall not be
returned fo the container.
(c) Staff shall observe the resident take the
medication. Any concerns about the resident ' s
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record.
{d) When a resident who

es

with |
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medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health

care provider may prescribe a
hedule which coincides with the
resident ' s presence in the facility;
2. The medication container may be given to the
resident or 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

i to the i 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. M 1S may be sep re and
dispensed in an easier fo use form, such as unit
dose packaging;
(e) Pursuant to Section 428.256(4)(h), F.S., the
term " competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
(f) Pursuant to Section 429.256{4)(j), F.S., the
terms " judgment ® and " discretion " mean
interpreting vital signs and evaluating or

aresident’s
{4) A with self- 1 does not
include:
{a) Mixing, , converting, or

medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b} The preparation of syringes for injection or the
administration of medications by any injectable
route.
(c) Administration of medications through
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intermiﬁent positive pressure breathing machines
ora

{d) Adm:mstrat:on of medications by way of a
ube |nsened in a cavity of the body

(e} A ion of |, parations.

{f) Irrigations or debndmg agents used inthe
treatment of a skin condition.

{9) |, or preparations.

{hy Medlcauons ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preclude independent judgment on the part of the
uniicensed person, and at the request of a
competent resident.

(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration or the
reason for inistrati uires juds

discretion on the part of the unlicensed person

This Statute or Rule is not met as evidenced by:
Based on a review of the medications and
medication observation record for 1 (#3) of 3
residents revealed that the facility failed to ensure
medications were given as ordered by the health
care practitioner. W

Findings include:

Areview of the prescribed medications for J
resident #3 revealed that the resident was to
receive

Nep/ ear sol. fo be given 2 drops in i
each ear three times daily. The prescnptlon fabel ;
noted the medication was filled on R
review of the medication observation record [
{MOR) for 2013 revealed that this i
medication was not recorded on the MOR.
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Continued From page 9

When staff was asked (about 3:30 p.m.) whether
the resident continued to receive this medication
staff responded yes the resident receives it
before bedtime once daily. There were not any
physicians orders on file indicating these ear
drops were to be given differently then written on
the prescription label.

Staff verified that this medication was not given
as per the directions for use.

Class it

58A-5.0186 FAC

- )
(1) POLICIES AND PROCEDURES.
{a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state laws and rules
relative to . The policies and procedures
shall not condition treatment or admission upon
whether or not the individual has executed or
waived a . The ALF must provide the
following to each resident, or resident’ s
representative, at the time of admission:
1. A copy of Form SCHS-4-2006, " Health Care
Advance Directives - The Patient ' s Right to
Decide, " 2006, or with a copy of some
other substantially similar document, which
incorporates information regarding advance
directives included in Chapter 765, F.S. Form
SCHS-4-2006 is available from the Agency for
Health Care Administration, 2727 Mahan Drive,
Meail Stop 34, Tallahassee, FL 32308, or the
agency’ s Web site at:
http://ahca.myflorida.com/MCHQ/Health_Facility_
Regulation/HC_Advance_Directives/docs/adv_dir
pdf; and
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2. Written information concerning the ALF ' s
policies regarding v and
3. Information about how to obtain DH Form

18986, Florida Form,
incorporated by reference in Rule 64J-2.018,
FAC.

(b} There must be documentation in the resident '
s record indicating whether or not he or she has
executed a .Ha has been
executed, a copy of that document must be made
a part of the resident ' s record. If the ALF does
not receive a copy of a resident " s executed

, the ALF must document in the resident ' s
record that it has requested a copy.
(2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, F.8,, i, as a condition of
treatment or admission, it requires an individual
10 execute or waive a
3) PROCEDURES. Pursuant {o Section
429.255, F.S., an ALF must honor a properly
executed + as follows:
(a) in the event a resident experiences

. , staff trained in
).ora

licensed health care provider present in the
facilily, may withhold

{b}in the event aresidentis reoelvmg hospice
services and experiences "

. facility staff must immediately contact the
hospice, The hospice procedures shall take
precedence over those of the assisted living
facility.

{4) LIABILITY. Pursuant to Section 428.255, F.S.,
ALF providers shall not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
condugct, for following the procedures set forth in
subsection (3} of this rule, which involves

|
l
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withholding or withdrawing
pursuant to a
and rules adopted by the department.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to develop policies & procedures which
delineate the facility position concerning

and ensure each resident/responsible party
received information concerning the facility
policies & procedures upon admission,

s

Findings include:

review of the records for residents #3& %
7 revealed no acknowledgement that the i
residents received information pertaining to the
facility policies and procedures concerning
's.

During interview with staff (about 3p.m.) it was
acknowledged that the facility did not have written
pelicy & procedures regarding s, W

Class IIl .

|

A 079 58A-5.019(4) FAC Staffing Standards - Levels |

(4) STAFFING STANDARDS. 1
(a) Minimum staffing: :
1. Facilities shall maintain the following minimum [
staff hours per week: :

Number of Residents  Staff Hours/Week |

AQ76

A079

0-
6-15
16-25

168
212
253

|

ﬁ
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26-35 294

36-45 335

46-55 375

56-65 416

66-75 457

76-85 498

86-95 539
For every 20 residents over 95 add 42 staff hours
per week.

2. Atleast one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
3. In facilities with 17 or more residents, there
shall be at least one staff member awake at alt
hours of the day and night.
4, Atleast one staff member who is trained in
First Aid and , as provided under Rule
58A-5.0191, F.A.C,, shall be within the facility at
all times when residents are in the facility.
5. During periods of temporary absence of the
ini or when resi are on
the premises, a staff member who is at least

in charge of the facility.

6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.

7. The adminisirator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility * s staffing

. must be designated in writing to be |

AQ79
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schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b} Notwﬁhs(andmg the mlmmum staffing
T graph {a), all
facalmes including those composed of
apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
arrange for resrdent servnces in accordance with
the led service
needs, resident contracts and resident care
standards as described in Rule 58A-5.0182,
FAC.
{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
{d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a} if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FAC.,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and residents regarding any determination that
additional staff is required.
1. When additional staff is required above the
minimum, the agency shall require the

ission, within the time ified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
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be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shall

no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.S., and Rule Chapter 69A-40, F.A.C., until such
time as the local fire safety authority informs the 1
Agency that fire safety requirements are being

met.

(e) Faciiities that are co-located with a nursing §
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

Based on record review and staff interview the
facility failed to maintain accurate and up to date

This Statute or Rule is not met as evidenced by: I
staff work schedules. I
Findings include: {

A /- review of the faility staffing schedule
revealed the administrator was listed on the work
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schedule from 7 a.m. through 7 p.m. Monday
through Friday. The work schedule listed 2
different staff being on duty on Saturdays &
Sundays each working 12 hour shifts from 7am to
7pm and 7pm to 7am.

During formal staff interview a direct care staff

responded to routine questions that she was the
five in staff who was on duty 7 days a week 24
hours daily.

Per interview with the administrator she verified
she is not constantly present at the facility from
7am to 7pm Monday through Friday but is
available and floats between her 3 homes also
taking residents to scheduled appointments as
required. She acknowledged that the schedule
would have to be modified to reflect accurate
facility staffing.

Class Il

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,
assistance, administration, and management of
medications in assisted living facilities;
pr and tech for assisti

the

A079

A 084

om0
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procedures to follow when residents appear to be |
experiencing side effects and adverse reactions; [
documentation and record keeping; and
medication storage and disposal. Trammg shal
include demor of proper techi

provide opportunities for hands-on ieammg
through practice exercises.

(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an abifity to:

1. Read and understand a prescription label;

2. Provide assistance with seif-administration in
accordance with Section 429.256, F.S., and Rule
58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms, dosage
dosage forms;

b. Measure liquid medications, break scored

tablets, and crush tablets in accordance with

prescription directions;

c Recognize the need to obtain clarification of an
" as needed " prescription order;

d. Recognize a medication order which requires

Jjudgment or discretion, and to advise the

resident, resident’ s heaith care provider or

facility employer of inability to assist in the

administration of such orders;

e, Complete a medication observation record;

f. Retrieve and store medication; and

g. Recognize the general signs of adverse

reactions to medications and report such

reactions.

(c) Unlicensed persons, as defined in Section

|
"
W
|
|
|
|
forms, and A . and nasal J
|
|
|
|
|
|
!
|
|
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resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
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A084 Continued From page 17

429.256(1)(b), F.8., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self-admini dicati
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record review the facility failed to
ensure that 2 of 2 staff (A & B) who supervise
residents medications had the required minimum

pi g with self-

and safe ication ices in an
assisted living facility.

Findings include:

A review of the personnel record for staff
A & B who supervise residents medications
revealed that the certificates on file for the
medication training updates did not specify the
total hours of the training and did not indicate the
fraining was specific to providing assistance with
medication in an assisted living facility. The
training certificates dated 2013 onfile
indicated that the training was in accordance with
the Agency for Persons with and only
noted to be the training concerned "medication
assistance for routes."

Class Ill

2 hour update of continuing education training on |

|
|
|
|
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A080 58A-5.0191(11) FAC Training - Do Not A0S0
Orders

1)

TRAINING.

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility * s policies and
procedures regarding within 60 days W
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
fraining in the facility * s policy and procedures
regarding i 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 evidericed by:
Based on a review of 2 sampled personnel
records the facility failed to ensure that both (A &
B) were trained in 's.

Findings include:

A review of the personnel records for staff
A & B both employed over 30 days revealed no
evidence of training in 's.

According to staff interview (about 5pm) staff had
received training though an outside agency
although the specific training was not delineated
on the training certificate. The facility did not have
any written policies and procedures concerning

, the facility position on ‘s per staff, |
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Monitoring

(12) TRAINING DOCUMENTATION AND
MONITORING.

(a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility * s

p files. The docl ion must include
the following:

1. The title of the training program;

2. The subject matter of the training program;

3. The fraining program agenda;

4. The number of hours of the training program;
5. The trainee ' s name, dates of participation,
and location of the training program;

6. The training provider ' s name, dated signature
and credentials, and professional license number,
if applicable.

(b) Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.

(¢} The facility must provide the Department of
Elder Affairs and the Agency for Health Care
Administration with training documentation and
training certificates for review, as requested, The
department and agency reserve the right to
attend and monitor all facility in-service training,
which is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on record review the facility failed to
ensure that training certificates pertaining to

|
|
|
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Continued From page 20

supervision of medications in an assisted living
facility met the documentation requirements for 2
of 2 staff (A& B)

Findings include:

The training certificates on file did not comply with

requirements as follows;

A /- review of the personnei record for staff
A & B who supervise residents medications
revealed that the certificates on file for the
medication training updates did not specify the
total hours of the training and did not indicate the
training was specific to providing assistance with
medication in an assisted living facility. The
training certificates dated 2013 on file
indicated that the training was in accordance with
the Agency for Persons with
noted the training was "medication assistance for
routes.” The certificates did not indicate the
training program agenda and the subject matter
was restricted to "routes.”

Class Il

$8A-5.020(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS,

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

.and only |

T
AG91

|
!
|
|

A093

;
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|
(b) The recommended dietary allowances shall |
be met by offering a variety of foods adapted to I
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 i
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; (
§. Mitk or milk equivalent: 2 servings; I
6. Fats, oils, and sweets: use sparingly; and
7. Water.
(c) All regular and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed :
dietitian/nutritionist, to ensure the meals are !
rrate with the nutriti
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
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
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 to participate in menu planning.

|
|
i
i
|
|
|
|
|
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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 1
acceptable documentation of a resident ' s
preferences. In such instances daily 1
documentation is not necessary.

(f) For facilities serving three or more meais 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
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
temp . All resi shall be
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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 faciiity has
contracted with residents to 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 l
labeled and dated. The food shall be rotated in |
accordance with sheff life to ensure safety and |
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility l
shall have a plan for obtaining water in an |
, with the plan coordi d with and
reviewed by the local disaster preparedness |
authority. ]
|
|

This Statute or Rule is not met as evidenced by:
Based upon record review and staff interview the
facility failed to ensure that therapeutic diets were
served as ordered for 1 (#2) of 3 residents
reviewed.

Findings include:
1. Areview on /- of the record for resident

#2 revealed that the physician ordered a NCS
{no-concentrated sweets) diet on

Areview of the facility menus on site revealed
that only a 4 cycle menu for a low-fat, low |
: | diet was served. |

|
|
|
|
|
|
I
|
|
|
|
|
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During interview with staff it was stated that they
should have menus for regular and no
concentrated sweets diets but could not find the
menus. Since the facility did not have this
therapeutic menus available on site it cannot be
assured the resident received the proper diet.
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FLORDAAGENCY FOR HEAITH CARE ADMINSTRATION

R(’;%(VEgSgL Better Health Care for all Floridians EL%}EBCEQ-; Egg EK
,2013
Administrator
Wesley House T
1146 Timber Trace Drive
Wesley Chapel, FL. 33543
Dear Administrator:
Re: Biennial with ECC & CCR# 2013003324
This letter reports the findings of a biennial state li survey with ded gate care (ECC) and a
complaint survey that were conducted on » 2013, by representatives 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 408.81 1(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. Staff from this office
will conduct a review to verify that the Rnecessary corrections are in place to 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://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
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

fessional and lication of the survey process.

p

Thank you for the assistance provided to the surveyors. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

ly,

‘f/' 0 Pfatricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosures: State Forms 3020

St. Petersburg Field Office
525 Mirmor Lake Drive North, Suite 410 A
$t. Petersburg, FL 33701

Phone (727) 552-2000; Fax {727) 552-1161

Headquarters

2727 Mahan Drive
Tallahasses, FL 32308
hitpsfahea.myfiorida,com




