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Initial Comments.

A revisit to Complaint investigation #2020013281,
an Control survey, and a Generator
Menitoring visit were conducted on

Watermark at Vista Willa had an uncorrected
deficiency at the time of the visit.

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

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

s or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

59A-36.007

An assisted living facility must provide care and
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) Monitoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, FA.C.

{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
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Continued From page 1

independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith 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 resident record review and interview,
the facifity did not provide care and services
appropriate to meet the needs to ensure the
safety through proactive measures to minimize
the potential for and injuries for 1 0f 7
sampled residents (#14) whowasa  risk.

Findings:

On at 10 AM, the director of nursing
{DON) said resident#14 had a . and was
currently in a rehabilitation center,

Resident #14's record revealed a heaith
assessment form 1823, dated ,and a
updated 1823 dated . The health care
provider noted on both assessment forms that the
residentwas a  risk. The resident had
diagnoses that included P .
L.and " . The health
care provider noted she was oriented to self only

{A025)

and was agitated at time. The resident resided in
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Continued From page 2

the secured memory care unit.

Review of the electronic notes revealed the
resident had the following , some with
injuries:

at 7:23 AM - "Deing rounds at 2 AM
and resident was observed on the floor in
bathroom with on both arms sitting ina
puddie of . Initiated first aid care. Resident
complaining of, |, administered 2, .
Resident stated she was trying to go fo the
bathroom and dripped.”

at 11:23 PM - "About 7 PM staff had
responded to resident calling for assistance.
Noted sitting up on the floor next to the toifet.
Denies any complaints of , or discomfort.
Denies any 10

at 3:35 AM - "Resident calied for
assistance. Staff noted resident at side of her
bed, lying in supine position, denies any
complaints of or discomfort, but stated

to her . 911 was summoned,

daughter made aware and will follow resident to
hospital.” At about 7:50 AM, "daughter informed
community resident will be returning sometimes
today.... to her was sustained, which
does not require aggressive treatment." At about
8 AM, "Reports received from nurse that resident
is having transportation arranged and will be
returning with a to T-3, which does not
require any treatment.”

at 8:48 AM - "Resident was observed
with onleftarmand _ with at
approximately 5:50 AM, resident stated she in
bedroom overnight and managed to get herself
up off the floor. Stated | level was a 6."
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at 9:38 PM - Resident #14 "was found
on the floor of her apartment this afternoon. She
stated her shoes have poor and she slid
out of her chair. Large and noted
on left and upper arms, complaints of
. inright .., orders received from on
call ARNP {Advance Registered Nurse
Practitioner). Left and resuits
negative for acute . Right showed
non-displaced of radial styloid, the ARNP
was asked ffout ., could . i,
to which she agreed. .. was
nofified and willbring a ., . tomorrow. Until
then, he asked that her be wrapped with and

bandage to stabifize it."

at 5 AM - "[Resident] was sent out due
to  and hitting her with the toilet.

at 11:08 PM - "[Resident] arrived at the
facility via stretcher transported by {hospitat)
transportation from the Emergency Room.
Resident was assessed and no new injuries
sustained.”

at 8 AM - "During rounds at about

6:50 PM, noted resident sitting up on the fioor by

of the bed, in another resident's room. With
wheelchair on her , sandals kicked off and
the resident belonging to the room was
attemnpting to assist her up. After confirming that
resident is able to move all extremities without
) or difficulties, assisted up to her
wheelchair. Then noted a large to her
cuter feft lower , and small hematoma fo her
right occipital area. DON and daughter informed,
911 was summoned and was taken to the
hospital for further managements {at about 7:30
PM)."

{A025)

at 11:25 PM - “During rounds at 11:25
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PM, noted resident was founding sitting on the
floor in her bedroom, with the wheelchair next to
her. Resident said she was trying to go to the
restroom and slid to the floor, no injuries noted.”

On at 2 PM, the License Practical
Nurse {LPN}) stated that the resident went out to
the hospital on . She said the resident
received a bad . ltwas not noted on the
electronic notes. She said the nurses who
witnessed the incident provided an email
statement as follows: The home health agency
nurse that was a witness, email dated
, noted she arrived to her shift at 3 PM

on Sunday the 8th ( ). She and one of
the aides arrived at the same time. They went
into the office where the day shift nurse was
waiting. The aide left and a few moments later
came and informed us that resident #14
was on the floor . from a cut to her
The aide stated that she went to the room
because the resident was yelling when we both
arrived for work. She and the other nurse
proceeded to the resident’s room where she was
found sitting in the bathroom doorway "
from a . The Watermark nurse went
to call 911, She applied a towel to the resident's

and held it there until EMT arrived.”

The facility's nurse who was a witness, email
dated , noted resident #14 "observed
on the floor near doorway of her apartment by
caregiver. Nurse notified and provided
assistance. Resident observed with large skin on
her forehead, skin hanging over her right
Also, smalt seen on left
Wheeichair observed on left side of bed with
brakes applied. Bench near the bottom of bed
observed with small amount of onthe _ of
bench. Trail of observed near bedside to
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Continued From page 5

the hallway of her apartment 311 call, daughter
notified and stayed on the phone until the arrival
of EMT. DON notified and message left for
physician. Resident sent to...emergency room at
family request.”

The DON was asked to provide interventions that
were put in place, for the resident was identified
asa . risk on her 1823. She provided a care
plan that addressed the . it reflected that
risk requires observations for safety needs. Dates
initiated , and revised on . The
desired outcome was initiated on A
noted to reduce frequency of by providing
necessary assistance. Resident will remain safe
while in room. The actions column only listed the
that occurred on

. There was nothing noted
as to how the facility planned to monitor the
resident to ensure that she was safe.

The DON was asked to provide documentation of
proactive measures to minimize the . She
stated she could not focate any other
documentation's.

The resident continued to have that resuited
in and other injuries. There was no
evidence that the facility had in place any
proactive interventions that could assist in
minimizing the resident's

Class Il
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