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Initial Comments.

A relicensure survey was conducted at the San
Jose ALF on . The provider had
deficiencies at the time of the visit.

58A-5.0186 FAC
{

{1} POLICIES AND PROCEDURES.
(a) Each assisted living facility must have written
policies and procedures that explain its
implementation of state laws and rules relative to
) An
assisted living facility may not require execution
ofa as a condition of admission or
treatment. The assisted living facility must
provide the following to each resident, or
resident's representative, at the time of
admission:
1. Form SCHS- . "Heaith Care Advance
Directives - The Patient’s Right to Decide,"

, or with a copy of some other substantially
simitar , which i i mati
regarding advance directives included in Chapter
785, F.8. Form SCHS- is available from
the Agency for Health Care Administration, 2727
Mahan Drive, Mail Stop 34, Tallahassee, FL
32308, or the agency's Web site at:
hitp:/fahca.myflorida.com/MCHQ/Health_Facility_

ion/HC_Advance_Di 4 v_dir

.pdf; and
2. DH Form 1896, Florida

Form, . 2004, which is hereby
incorporated by reference. This form may be
obtained by calling the Department of Health ' s
toll free number (800)226-1911, extension 2780
or online at:
hitp:/www firules.org/Gateway/reference.asp?No
=Ref-04005.

A0DC
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{b} There must be documentation in the
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Continued From page 1

resident's record indicating whether a DH Form
1896 has been executed. If a DH Form 1896 has
been executed, a yeliow copy of that document
must be made a part of the resident’s record. If
the assisted living facility does not receive a copy
of a resident's executed DH Form 1896, the
assisted living facility must document in the
resident’s record that it has requested a copy.
{c} The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.
{2) LICENSE REVOCATION. An assisted living
facitity's license is subject to revocation pursuant
to Section 408.815, F.8,, if, as a condition of
treatment or admission, the facility requires an
individual to execute or waive DH Form 1896.
{3y PROCEDURES. Pursuant to Section
429.255, F.8., an assisted living facility must
honor a properly executed DH Form 1896 as
foliows:
{a) In the event a resident experiences
, staff trained in .

} or a health care provider
present in the facility, may withhold

. . (
and )
{b} In the event a resident is receiving hospice
services and experiences or, .
, facility staff must immediately contact

hospice staff. The hospice procedures take
precedence over those of the assisted fiving
facitity.

or

This Statute or Rule is not met as evidenced by:
Based on record review and interview, two of two
staff interviewed (A; B) did not agree on what the
facility policy was with respect to honoring
resident { ).
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Continued From page 2

Findings included:

Areview of the facility's policy found that it
honored the resident's wishes with respect to
whether or not they wished to have applied
while experiencing . Although
interview with Staff B at 2:15pm corroborated this,
interview with Staff A at 1:45pm revealed that
“she would apply during an emergency
situation,” violating facility policy. Further interview
with Staff A provided no clarification why she
chose to change her mind about her facility's
policy/procedure.

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
ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the extent possible.
{b} The residents' nutritional needs must be met
by offering a variety of meals adapted to the food

AD78
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Continued From page 3

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
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.
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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
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
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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 maintain a log of
menu substitutions, nor did it serve a nutritionally
equivalent item during at least one (1) meal
observed.

Findings included:

At approximately 10:50am on . the
facitity's menu substitution logs were requested
but never furnished. The administrator stated that
since she had taken over in . , no such
iogs had been utilized. She went on to say that
she couldn't recall seeing any at the time she
began her employment.

On the day of the survey, the noon meal
consisted of chicken, salad, mixed vegetables,
sweet potato and peaches, Observation of what
was served--chicken, salad, white rice and
canned fruit. No mixed vegetables had been
prepared, nor a substitute vegetable dish.
Interview with the administrator at 11:50am
provided no explanation for this omission.

Class i
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