RICK SCOTT
GOVEENOR

ELIZABETH DUDER
SECRETARY

rator
Assisted Living Facllity
. Jessna Drive
Spring Hill FL 34606

. RE: CCR 42016000293
Dear Administrator:

Thig letter reporis the findings of a sfate licensure survey that was conducted on
2018 by a representative of this office.

Enclosed is the provider's copy of the State (5000-3547) Form, which indicates the deficiencles
that were identified on the day of the visit, Section 408.811 (4}, Florida Statutes, requiies tha
you correct these deficiencies within thirty days of the date of this letter unless the Ageni
approved another timeframe. Please atlach a summory of your corrective action for
deflciency, including completion dates, on your letterhead. Also include any additic
documentation to support correction of identified deficiencies. Submit summ
documents to the Field Office no later than |, 2018, Sili bom this offi
conduct a review of the provided corrective action and supporting docuniertation (o verify that
the necessary corrections are in place lo correct the deliclencies identified on your survey,
which may include a desk review o onsite revisit

Quality Assurance Questionnaire has long been smployed o obtain your feedback
g survey activity. This form has been placed on the Agency's website at
: : Fublicatl rms shitml as a first step in providing @ web-based
isurner satisfaction survey sysiom, You may access the guestionnaire through
ot Heatth Eaciliies and Providers on this page. Your feedback s encouraged and
valued, as our goal is 1o ensure the professional and consistent application of the survey
process.

‘Tﬁaﬂk youl for the assistance provided 16 he surveyor Should vou have any questions please
call this office at (386) 462.6201.

Sincerely,
L. 0. B,
-

Kriste d. Mennella
Field Otfice Manager
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 Comments

, & complaint investigation (CGR 2016000293) was conducted at Spring Hill Assisted
in Spring Hill, FL. Deficiencies were identified at the time of the investigation.

. Resident Care - Riahts & Facllity Procedures

ew and record review the facility failed to ensure 1 (Resident #1) of 3 sampled tesidents
1o follow a physician prescribed therapeutic diet was given consideration and

- " at 9:49 AM, Resident #1 stated that she was a vegetarial
1 When he was admitied to the facility she had signed a paper thal
& faciiity wouldn't do anything specific for an individual's diet She stated the
ol "erashed’ almost every day. She stated that she wanted to follow the thera

3% 4 prescription written for Resident #1 (dated /. ) revenled the physicians
ent 41 sulfered from severe. and needed a high protein and very low
 This same physician’s order documented that Resident #1 should avoid simple

of Resident #1's clinical record revealed a Therapeutic Diet Waiver (signed iby
he Therapeutic Dist Waiver agreement botween the facility and Resident #1 dociimeiited |
did not offer therapeutic dists of any type The sighed agreement dogumented that
derstood the risks of refusing a therapeutic diet. The signed agreement spe
eis not offered by the facility as diets, | dists, calorle controlled d
| i management dists, “dists, religion based diats, and all othe
5. The signed Therapsutic Diet agreement included the statement ‘Current assisted
LF) requlations protect a residents right 1o refuse services or treatments and 1o choose
all The law detines resident's rights as the right to be free of interderence, coercion,
discrimination and reprisal from the facility in exercising his o her rights. As long as the resident is
deemed competent, his of her decision will be honored by Spring Hill Assisted Living Facility.” The
signed Therapeutic Diet Waiver agreement concluded with *in the future, f | choose to followa
recommended/presciibed therapeutic diet, Spring Hil Assisted Living Facility will assist me in finding an
appropriate facility that will meet my special dietary needs.”
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ned Therapeutic Diet Waiver) since Resident #1 had received a'ghySi\’}Iaﬁ‘é rder on
dhere 15 a high protein and very low | diet related to her diagnosis of severe

A R R L T LA LTI

»d Service - Distarv Standards
iew and record review the facility failed to ensure food tems that enabled 1 (Resident

{ rosidents to comply with a physician prescribed therapeutic diet were identified on the
ed for use by the facility. ‘

n 1/ at949 AN, Residert #1 stated that she was a vegetarian by personal
hat when she was admitted to the facility she had signed a paper thal d
facility wouldn’t do anything spegitic for an individual's diet, She siated that -
- “arashed © almost every day. She stated that she wanted to follow the therapeutic
diet recently ordered by her physician, '

|
|
§
%

f a prescription written for Resident #1 (dated .|| . 3 revealed the physieian‘S'
lont 41 suffered from severe _and needed a high protein and very low
ot This same physician's order documented that Resident #1 should aveld simple

Record r of the facility menu (signed by a Registered Dieticlan [ ) failed to wvéai
 |documented identification of the food ftems that would enable Resident#1 to.comply with the
therapeutic diet prescribed by her physician.

ing interviey il _beginning at 1:01 PM, the facility Kitchen Manager agreed that the
aoility men failed 16 reVeal identification of the food ftents that woulld enable Resident #1 to comply with
the therapeutic diet prescribed by her physician.
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