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Initial Comments.

An unannounced relicensure, emergency power
plan, health facility reporting system, generator,
visitation form, and complaint survey for
#2022014378 was conducted on through

at Brookdale Phillippi Creek, an assisted
fiving facility in Sarasota, Florida.

Complaint #2022014375 was substantiated at A
032.

The following is a description of the deficiencies.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

" , or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making .., for the
necessary care and services o treat the
condition. If the resident does not have a
representative or designes or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.
An assisted living facility must provide care and
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services appropriate to the needs of residents
accepted for admission to the facility.

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

(a} Monttoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{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 resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
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.

{e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f} Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on interviews, and record review the
facility failed to provide notification to appropriate
party in the event of a change in condition for 1
{Resident #10) of 1 resident reviewed.

The findings included:

During an interview on at10:45a.m.,
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Resident #10 stated they were hospitalized on
and their POA was not notified.

Record review on of the resident's record
showed that the resident appointed an
Attorney-in-Fact as their Durable Power of
Attorney on

Review of the facility change of condition policy
on indicated that a change of condition
should be evaluated and documented for
residents who exhibit significant deviation in
physical or mentat status such as change in
medical condition. The policy also directs that the
Physici iCP and legaily r ible party
should be notified of the resident's change in
condition and the resident should be transported
to the hospital.

Record review on of the facility incident
report showed the resident experienced an
incident on which resuited in injury
requiring emergency room treatment. The
nofification information section of the report is
marked that the facility nurse, family, and
physician were notified.

During an interview on at 1:40 p.m., the
Health and Wetiness Director (HWD) stated that
a change in condition would include a resident
going fo or coming from the hospital. They
confirmed that Resident #10's emergency contact
was their POA. The HWD also confirmed that
they spoke with the resident recently and
confirmed that the facility did not contact the
resident’s POA per facility policy.
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Continued From page 3

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007
{7) ELOPEMENT STANDARDS.
(@) i at Risk for .
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a heaith care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.10561, F.S., is exempt from this requirement
for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must 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 trained
pursuant to paragraph 59A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
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resident's representative.
(b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident efopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith 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
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, record reviewed, and staff
interview the facility failed to folfow elopement
policy and procedures for 3 (Residents #16, #1,
and #10 } of 3 residents reviewed. The facility
failed to ensure residents deemed elopement risk
have identification on their person.

Findings included:

Elopement Risk Policy: Effective date

Policy overview: Residents who are at risk for
should be bya

provider or mentat healthcare provider within 30

calendar days of being admitted/moved into a

A032

AHCA Form 3
STATE FORM

20-0007

s

SUPLTT

If continuation sheet § of 25




Agency for Health Care

PRINTED: 02/21/2024

FORM APPROVED

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

AL11910533

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

01/26/2024

NAME OF PROVIDER OR SUPPLIER

5501 SWIFT ROAD

BROOKDALE PHILLIPPI CREEK
SARASOTA, FL 34231

STREET ADDRESS, CITY, STATE, ZIP CODE

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

A032

Continued From page 5

community. The elopement risk is documented
on the Health Assessment, Florida Form-1823
(1823).

Policy Detail: 1. Residents living in a designated
care community or unit
shail be considered at risk for elopement.
2 Residents fiving in a non- and
care community who have a
documented diagnosis of shall be
considered at risk for elopement. A) Residents
assessed at risk for efopement or with any history
of should have i ification on their
persons that includes their name and the
community's name, address and telephone
number. 3.The community should have a photo
identification and a roster of at risk residents that
is accessible to community associates and law
enforcement as necessary. 4.The risk for
elopement will be identified in the resident's
service plan. 5.Missing resident drills should be
conducted quarterly for all shifts.

On at 9:15 a.m., tour of memory care unit
found Resident #16 sitting in the memory care
fiving room watching television, Resident #16 was
not wearing any identification on his person with
his name, the community's name, address, and
telephone number.

On at 9:50 a.m., Caregiver/Med Tech
Staff D stated she is not sure which residents are
considered an elopement risk, and said none of
the residents in the memory care wear
identification bracelets.

On at 10:07 a.m., the Health and
Wellness Coordinator stated ali the residents in
the mernory care unit are considered elopement
risk but do not wear identification bracelets.
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On at 10:18 a.m. during an inferview, the
Maintenance Director stated the residents in the
memory care unit do not wear on their person any
identification that has the facility name and
telephone number,

Upon request of a list of all residents deemed as.
elopement risk on at 11:41 a.m., the
Health and Weliness Director (HWD) stated all
residents in the memory unit are identified as
elopement risk.

Review of elopement drill shows elopement drills
were not done quarterly on each shift as per
company policy. Record review reveated an
elopement drilt on and on the
morning shift and on the evening shift.

1. Record review reveals Resident #16 was
admitted to the facility on . Further review
of Resident #16 record revealed the Health
Assessment-1823, signed on , indicated
Resident #16 was an elopement risk. Under
Medical History and Diagnosis, Resident #16 was
listed as having a diagnosis of .
Resident #16 eloped from the facility memory
care unit on . Resident #16's service plan
completed on was not appropriate for the
resident as it did not include any elopement risk
interventions and did not identify Resident #16 as
an slopement risk. There was no evidence that
Resident #16 was reassessed after the
elopement. Furthermore, there was no evidence
that the facility completed an updated
individualized service plan appropriate for the
resident.

2. Record review for Resident #1 revealed he
was admitted to the facility on . Further
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review of Resident #1's clinical record revealed
his Health Assessment-1823, completed and
signed on , indicated the resident had a
diagnosis of and was deemed an
elopement risk. Resident #1's service plan
completed on was not appropriate for
the resident as it did not include any elopement
risk interventions and did not identify Resident #1
as an elopement risk.

3. Record review for Resident #10 found she had
an 1823 completed on with a diagnosis of
and was deemed as an elopement risk.

Resident #10's service plan completed on

was not appropriate for the resident as it
did not include any elopement risk interventions
and did not identify Resident #10 as an
elopement risk.

On at 11:55 a.m., Observed Resident #16
sitting in the dining room having lunch, with no
identification on his person. Observed 20
residents in the memory care dining room. None
of the residents had identification on their person.

On at 11:58 a.m,, Caregiver Staff F
stated she has been working at the facility since

. of 2023. Staff F said none of the residents in
the memory care unit wore any identification on
their person, Staff F confirmed Resident #16 has
no identification on his person. Staff F confirmed
none of the residents in the memory care unit
have any identification on them with the facility
name, address, telephone number and the
resident's name. Staff F stated she is not sure
which residents in the unit are elopement risk and
she has never been told who they are, or where
she would find information to know who they are.
Staff F said she has not participated in any
elopement drilis since being at the facility.
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On at 1:00 p.m,, the Health and Wellness
Director (HWD) stated the residents in the
memory care unit do not have any identification
on their person with the facility name, telephone
number and resident name. HWD confirmed the
facility is not following their policy for resments

as risk to have i i
on their person.

On at 1:30 p.m,, the HWD confirmed a
change of condition was never completed for
Resident #16, and she could not find an updated
service plan with elopement interventions
completed after his elopement. HWD said during
the time she has been with the facility, the
residents that are considered elopement risk and
the residents in the memory care unit have not
had ID.

On at 1:38 p.m., the Regional Director of
Clinical Operations (RDCO) stated the facility has
no documentation of training for the memory care
doors, no in-services completed for the staff after
Resident #16 eloped from the facility, and no
1 of drills for

2022. The RDCO stated the only elopement drills
she has, are for

On at 1:47 p.m., the RDCO said the
facitity policy indicates residents considered
elopement risk are to have identification
bracelets. She confirmed the residents in the
memory care unit are considered elopement risk
and should be wearing identification bracelets.
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Continued From page 9

429.256(. . ); 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256

{3} Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c} Placing an orat dosage in the resident's

or placing the dosage in another container and
helping the resident by fifting the container to his
or her .

{d) Applying medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.

(g) Assisting with the use of a , including
removing the cap of a , opening the unit
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dose of solution, and pouring the
i dose of ication into
the dispensing cup of the
{4} Assistance with self-administration of
medication does not include:
(a} Mixing, s » converting, or
. medication doses, except for
measuring a prescribed amount of fiquid
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 by way of a tube
inserted in a , of the body.
{d) Administration of preparations.
{e) The use of irrigations or debriding agents
used in the freatment of a skin condition,
{f) Assisting with ' , o
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that preciude i judgment
on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
({h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,

i with the self- ini fon of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.
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59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any uniicensed person providing assistance
with seff-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with

with
procedures described in Section 429.256, F.S.
and this rue.
{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.
{c} In order to faciitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons, Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.
(d} Trained staff must observe the resident take
the medication. Any concemns about the
resident’s reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
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 heaith care provider may prescribe a
medication schedule that coincides with the
resident’s presence in the facility,
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2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facifity, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
erganizer pursuant to the requirements 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. may be ( and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
in Section 429.256(4), F.S.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and luating or
assessing a resident's condition.
{R} All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule Is not met as evidenced by:
Based on cbservations, record review, and
interviews with staff, the facility faited to ensure
that unticensed staff who assist with
seif-administration of medication followed policy
and observed resident taking medication or
returned unused doses to the medication
container for 1 (Resident #6) of 1 resident
observed. This has the potential to negate the
proper dosage as prescribed by a healthcare
provider and could tead to the worsening of
condition, hospitafization, or even . This
also has the potential to allow other residents to
have access to a medication not prescribed to
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them.
The findings included:

On at 9:45 a.m., Resident #8's room was
observed with a medication cup containing two
medications on top of their microwave and their
door wide open while the resident was asleep in
their chair.

During an interview on at 2:50 p.m.,
Licensed Practical Nurse Staff A stated that at no
time should a medication cup be leftina
resident’s room with medication in it. StaffA
confirmed that Resident #6 needs assistance with

if- i fion and the pl dure is to watch
the resident take the medication.

During an interview on at 3:00 p.m., the
Health and Weliness Coordinator confirmed that
Resident #6 needs assistance with

i jon of her ications and at no
time should a medication cup with medications be
feft in the resident's room.

On at 3:30 p.m., review of Resident #6's
electronic medication observation record showed
that their medications had been signed off as
being given for the 8:00 a.m. and the 8:00 p.m.
med pass on and for the 8:00 a.m. med
pass on

On at 3:35 p.m., review of facility policy
for assistance with self-administration of
medication indicated that assoclates assisting
residents with medications should observe the
resident take the medication and return unused
medication o the proper storage area,

During an interview on at9:30 am.,
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Resident #6 stated she must always take her

medications in front of staff and that they never
feave it for her to take on her own. She stated
that she never refuses to take her medications.

On at 12:40 p.m., identification of the
medications found in Resident #6's room
confirmed them to be 1 caplet of

L, ER 25/200 (
and } prescribed to take 1 caplet by

twice daily and 1 tablet of

{Statin used to treat high }20mg
prescribed to take 1 tablet by at bedtime.

During an interview on at 2:20 p.m., the
Health and Wetiness Director (HWD) confirmed
the photographic evidence and said they were the
resident’s bedtime medications. The HWD
confirmed that they should not have been signed
off as being administered and not left in the
resident's room. The HWD confirmed that that
was not their standard procedure and went
against facility policy.

"Photographic evidence obtained"

Class Il

A Q78| 59A-36.010(2) FAC Staffing Standards - Staff
88=D
(2) STAFF.

(a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
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Continued From page 16

does not include an employee transferring without
a break in service from one facility to another
when the facility Is under the same management
or ownership.
1. Evidence of a negative
examination must be docurmented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such individ
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of itting a ¢ i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must 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
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to

A078
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perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

(&) For faciiities with a licensed capacity of 17 or
more residents, the facility must:

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 alf staff.

{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that within 30 days of
employment staff submit a written statement from
a health care provider documenting the individuat
is free from signs/symptoms of communicable

- for 2 {Staff B, and
Administrator) of 5 employee records reviewed.

The findings included:

On a review of Staff D's file revealed a
hire date of as a Caregiver/ Medication
Technician. Staff D's file contained no
documentation of a statement signed by the
heaithcare provider indicating Staff D was free of
sign and symptoms of communicable

On a review of the Administrators file
revealed a hire date of . The
ini file i d ion of a
test completed on . There was

no evidence of a statement signed by the
AHCA Form 3020-0001
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healthcare provider indicating the Administrator
was free of signs and symptoms of
communicable -
On at 11:42 a.m., the Business Office
manager confirmed the findings.
Class i
A 086 59A-36.011(10) FAC Training - ADRD A D086

$8=0D
{10) AND RELATED
{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facliity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | | and |
shail satisfy this requirement. Facitity staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training.”
must address the following subject areas:

1. Understanding 's and related

2. Characteristics of
3. Communicating with residents with
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Continued From page 18
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initiat one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), £.8., shall be
considered to have met the initial assisted living
facility and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training," within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection, will be
considered as having met this requirement.

and Related Level

I Training must address the following subject
areas as they apply to these :
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annuatly as required under

A088
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Continued From page 19

section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.8., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f} Facifity staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3} months of
employment. “Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited coltege or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,of
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience ina
program providing care fo persons with

or related
(h) With to requi in
(g}, a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
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basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facility failed to ensure 1 out of 5 staff (Staff F)
completed 4-hour Level | 's training
within 3 months of hire, and 4 hours of level Il
training within 9 months of hire as
required by the Florida Administrative Code.

Findings included:

Record review found Staff F was hired on

as a caregiver. Staff F's file contained no

documentation of completion of 4 hours of Level |
training within 3 months of hire as

required, and 4 hours of Level Il training within

months of hire as required.

On at 12:08 p.m., the Business Office
Manager confirmed the findings.

Class Ili

A 083 59A-36.012(2) FAC Food Service - Dietary
$8=D| 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,
2020-2025, which are incorporated by reference
and avaifable for review at:

hitp:/iwww firules.ol asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the

A088
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National Academies, 2018, which are
incorporated by reference and available for
review at:
hitps:/lods.od.nih.gov/Healthinformation/Dietary_
Reference_intakes.aspx. Therapeutic diets must
meet these putritional standards to the extent
possible.

{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 18 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

(c} All regular 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 technician
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
facifity files and include the original signature of
the reviewer, registration ot 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 more 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
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diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

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

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

2. The facility must document a resident's 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.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
cne meal and the beginning of the next. For
residents without access to kitchen facifities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively 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 adaptive equipment if needed by any
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resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the tocal
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interviews the
facitity failed to have menus prominently posted
and dated in the memory care unit,

The Findings Included:

On at 9:15 a.m., during tour of facility
there were no menus prominently posted in the
memory care unit for resident to know what meal
will be served.

On at 9:50 a.m. in an interview, Staff D
confirmed there were no menus posted in the
dining room or in the memory care unit for
residents to know what is being served for the
meals.

On at 10:00 a.m., Resident #7 stated that
she does not knows until she is in the dining room
what they are going to eat, as the facility does not
provide or post a menu.

On at 11:30 a.m., observed staff bring
meals to the memory care dining room in a hot
cart. There were no menus posted in the dining
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room or in the memory care unit for residents to
know what is being served for lunch.

On at 11:40 a.m. in an interview,
Resident #14 stated she has been at the facility
for over 2 months now and they do not post any
menus. She said it would be nice if they did so
she knows what is being served, as there are
things she does not like fo eat, such as fish.

On at 11:45 a.m. in an interview,
Resident #15 stated they don’t post any menus or
give the residents any menus; they just give us
the meal.

On at 11:58 a.m. in an interview Staff F
said the activities person usually posts the menus
when she is here. Staff F confirmed no menus
were posted in the memory care unit or in the
dining room.

On at 12:08 p.m., in an interview, the
Clare Bridge Program Manager stated if she is
not here she is not sure who posts the menus in
the memory care unit. Clare Bridge Program
Manager said she was out of the facility this
morning and was not sure why the menus were
not posted. Clare Bridge Program Manager
confirmed no menus were posted in the memory
care dining room. She said, "If { am not here
menus don't get posted.”

Class Il
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