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Initial Comments.

A blennial relicensure survey was conducted at
Our Lady of Charity on . Deficiencies
were identified at the time of the survey.

429.26( ) FS; 58A-5.0181(2) FAC Admissions -
Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physiclan, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facility. The signed and completed medical
ination report shail be i to the
owner or administrator of the facility who shait
use the information contained therein to assist in
the ination of the i of the
resident’s admission and continued stay in the
facitity. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made avaitable
to the agency during inspection or upon request.
1t that has been through
!he Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfills the i for a medicat inati
under this subsection and s. 429.07(3)(b)6.
{5y Except as provided in s. 429.07, if a medical
ion has not been within 60
days before the admission of the resident to the
facility, a ficensed physician, licensed physician
assistant, or ficensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to
the i of the i
The medical examination form shali become a
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Continued From page 1

the facility and shall be made available to the
agency during inspection by the agency or upon
request.
{B) Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall bave been examined by
medical personnel within 30 days before
placement in the facifity. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
exarmination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall 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

ivi has been by a psychiatrist,
¢clinical psychologist, clinical social worker, or
L. 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
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion retated to appropri for
placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shait
provide to the facility administrator any
information about the resident that would help the

ini meet his or herr ibifiti

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
operator whom to calf should problems arise. The
applicable department shall advise and assist the

A008

AHCA Form 3
STATE FORM

20-0007

s

WB031

If continuation sheet 2 of 12




Agency for Health Care

PRINTED. 08/23/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968658

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/12/2019

NAME OF PROVIDER OR SUPPLIER

OUR LADY OF CHARITY ALF

TAMPA, FL.

33815

STREET ADDRESS, CITY, STATE, ZIP CODE
7603 WINGING WAY DR

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A008

Continued From page 2

facitity administrator where the special needs of
residents who are recipients of |
require such assistance.

58A-5.0181

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care provider as specified in either

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

{a) A medical examination completed within 60

calendar days before the individual's admission to

a facility pursuant to section 429.26(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,

6. Whether the individual has signs or symptoms

of .

. ' or any other
communicable , which are likely to be
fransmitted to other residents or staff,

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

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

A008
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provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 464, F.S.

{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 Heaith Assessment for Assisted
Living Faciliies, . which is
incorporated by reference and available online at:
hitp:/iww. firultes.o asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of compieting the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823,

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

{d) Medical examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with

A008
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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 429.26, F.S. and this rule.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the health
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

s . 1o be administered
in the case of or ., . .
{0} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415,105 or
415.1051, F.8,, is exempt from the examination
requirements of this subsection for up to 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 facifity 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 record review and interview, one of two
residents sampled (#1) who had been at the
facility at least 30 days had not obtained a health
assessment, while the medical examination for
one of one resident sampled with a health

A008
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Continued From page 5

assessment in place (#4) had used the wrong
version of the required form.

Findings included:

Resident record review during the

survey revealed that Resident #1, admitted to the
facitity . had no medical examination
completed and entered on the AHCA Form 1823,
Resident Health Assessment for Assisted Living
Facilities, form. Interview with the
administrator's assistant at 12:45pm on

provided no expianation for this omission. In
addition, the health assessment found for
Resident #4 from had been entered on
the version of the 1823 Resident
Assessment form.

During the same interview as ahove, no
exptanation from the administrator's assistant
could be provided.

Class Il

58A-5.0181(3) FAC; 400.0078(2) Admissions -
Admission Package

{3} ADMISSION PACKAGE.

(a} The facility must make available o potential
residents a written statement(s) that includes the
following information fisted below. Providing a
copy of the facility resident contract or facility
brochure containing alt the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthiy charge to reside
in the facility and the services, supplies, and
accommodations provided by the facifity for that
rate;

A008
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Continued From page 6

3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, if any;
4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;
5. Food service and the ability of the facility to
accommodate special diets;
6. The availability of transportation and additionat
costs to the resident, if any;
7. Any other special services that are provided by
the facility and additionat cost if any;
8. Soclal and leisure activities generally offered
by the facility;
9. Any services that the facility does not provide
but will arrange for the resident and additionat
cost, if any;
10. The facility rules and regulations that
residents must follow as described in rule
58A-5.0182, FAC,;
11. The facility policy concerning

pursuant 1o section 429,255,
F.8., and rule 58A-5.0186, F.A.C., and Advance
Directives pursuant to chapter 765, F.S.;
12. if the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents recelving extended congregate care
services. The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facility
including additional costs and any limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in rule 58A-5.030, FA.C.;
13. If the facility advertises that it provrdes special
care for individuals with and
related . awritten descnptlon of those
special services as required in section 429.177,
F.8.; and,
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14. The facility's resident elopement response
policies and procedures.

{b) Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:

1. A copy of the resident's contract that meets the
requirements of rule 58A-5.025, F AC.,

2. A copy of the facility statement described in
paragraph (a) of this subsection, if one has not
already been provided,

3. A copy of the resident's bill of rights as required
by rule 58A-5.0182, F.A.C; and,

4. A Long-Term Care Ombudsman Program
brochure that includes the telephone number and
address of the district office.

{c} Pocuments required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and franslated
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

400.0078

2) Upon admission to a long-term care facility,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program,

{b) The statewide toli-free telephone number and
e-mail address for receiving complaints.

{c} Information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right.

{d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program
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Continued From page 8

This Statute or Rule is not met as evidenced by:
Based on record review and interview, one of one
health assessment reviewed (#4) had not been
completed within the mandated time frame.

Findings included:

During the inspection, review of
Resident #4's file found that this individual had
been admitted to the facility , with the
{atest health assessment being completed

. Thus, nearly 3 and a half years had
elapsed, indicating the resident's next medical
evaluation was overdue. Interview with the
administrator at 1:15pm on produced
no explanation.

Class Il

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

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaifable for
review at:

maryDRIs/~
‘media/Fi ivity %20F ition/DRIs/
New%20Material/5DR1%20Values%20SummaryT
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ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the exient possible.
{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical 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 fess, the facility must
serve the standard minimum portions of food
according to 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
nutritionist, or a registered dietetic technictan
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
facitity files and include the original signature of
the reviewer, registration or ficense 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 mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. 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 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

AD093
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the meal is served, must be kept on file in the
facility for 8 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 to
document what is eaten unless a heaith 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 faciity.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess 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 faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive 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 fo serve, must be on
at all imes. The quantity must be based on
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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 facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority

This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interview, the facility did not substitute at least two
(2} items with other foods of comparable
nutritional value during the noon meal.

Findings included:

Observation of the lunchtime meal approximately
12:15pm during the inspection
revealed the following items being served:
macaroni and beef sauce; beverages (water; iced
tea). Review of the corresponding menu found
the following planned items: spaghetti and
meatballs; mixed salad; green beans; peaches.
Interview with the caregiver at approximately
12:30prm, as translated through the
administrator’s assistant, indicated that at least
two (2) residents "did not want any salad or
beans, and therefore she did not prepare any.”
However, interview with the administratorfhis
assistant at 1:20pm on provided no
explanation why no substitute had been made in
place of the salad and beans.
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