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Initial Comments.

The re-ficensure survey was conducted at
Greenwood Place on . A deficiency
was found at the time of the visit.

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 to treat the
condition. If the resident does not have a
representative or designee 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

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} Monttoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, F.AC.
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{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, heaith care surrogate, or case
rmanager 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 ensure it follow a healthcare provider's
diet order for 1 of 2 sampled residents (#4).

Findings:

In an interview on 4/142021 at 11:15 AM with
resident #4 who said he was unhappy with the
food services, as he was a big guy and needed a
good portion of food and he always did not get
the same amount of food.

Resident record review revealed a health
assessment report dated that
indicated diagnoses that included, high
and .- Heneeded a
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calorie controlled, no added salt and low fat and
fow diet. An updated health
assessment report indicated he needed a calorie
controfled and no added salt diet. The recorded
" B . The review revealed no
evidence to confirm clarification of how many
calories were targeted to intake each day. There
was no evidence the diet was discussed with the
resident and his refusal.
In an interview with the dietary manager on
at 2 PM who said he was not aware of
the calorie-controlled diet; he was only aware of
the added salt and low fat and low
diet.
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