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Initial Comments.

A revisit to complaint investigation #2020018428
and control monitoring was conducted at
The Brennity at Melbourne on

Defictencies were found at the time of the vlsﬁ

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 ocour 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 fo treat the
condition. If the resident does not have a
representative or designee or if the resident ' s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

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

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule

A 000}

{A025}
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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 generat 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, 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:
DEFICIENCY REMAINED UNCORRECTED

Based on record review and interview, the facility
failed maintain documentation that physician
orders were followed when nursing notes were
requested for 1 of 2 sampled residents (#2).

Findings:

Review of the record for resident #2 revealed a
written order from the physician dated to1)
obtain the resident's , . rate,
and temperature and 2) provide nursing
documentation regarding the right , , to be
faxed to the physician’s office.
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{photographic evidence obtained)

Reguest to review the nursing notes for resident
#2 for , found only documentation for 2
dates in . The

notes provided did not include any documentation
about the resident’s right , . There were no
observation or progress notes for resident #2
since

On at 1:45PM, the Memory Care
director stated the information was sent to the
physician, but she confirmed she did not have
any documentation. She said she believed the
right ., documentation requested was in
reference to something that happened before

.. but confirmed she had no
documentation about the issue. She confirmed
there was no documentation in the facility that the
physician’s order had been foliowed.

Class Il

©Z814) 435,12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{byUntit suchtime as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment

{A025)

CZ814
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status of all employees within the clearinghouse.
Initiat employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic | submission o
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on Agency background screen website
review and interview, the facility failed to register
and maintain the current employment status of
employees within the Agency's Background
Sereening Clearinghouse within 10 days of hire
for 3 of 3 sampled staff employees (A, B, C).

Findings:

Review of facility's employee roster revealed the
current administrator (staff A), the assistant
administrator {staff 8} and the Resident Services
Director of the Memory Care Unit (MCU) (staff C)
were not fisted as current employees.

On at 2:00PM, the administrator stated
he and the assistant administrator had been
working in the facility since . The
MCU director said she started working at the
facitity about 3 weeks ago.

On at 2:15PM, the business office
manager confirmed the findings and stated she
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had a pile of staff to add to the roster that she

hadn't gotten to yet. The administrator confirmed

the findings.

Unclassified
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