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Initial Comments.

A complaint survey #2021016181 was conducted
on at Greenwood Place, Melbourne.
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 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
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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Continued From page 1

{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 record review and interviews the facility
failed to provide care and services appropriate to
meet the needs of 1 of 4 residents (#1) who had
numerous and sustained injuries; 2) did not
foliow the facility's policy and procedures for
residents whoare  risks.

Findings:

In a review on of resident #1's health
assessment dated , revealed a diagnosis
of | s
repeated P . unspecified
transient N R
also confirmed assisted daily living (ADLs) of
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Continued From page 2

supervision for ambulation, bathing, -
self-care, toileting, and transferring.

In a review of facility notes for resident#1, it
confirmed several unwitnessed as follows:

5:50 Med tech observed resident on
fioor on the right side with bended,
was under sink, noted in hair and
Resident stated fo emergency medical technician
{EMT} that she was coming from the bathroom
and lost balance and  on her of her .
right collar, and hurts. Resident sent out to
hospital. 9:52 resident returned from hospital has
bandage on from . No stitches
required.

New order for skilied nursing
Resident seen by home care nurse.

6:04 Resident Aide found resident on
floor. Resident hit bottom on wall but
refused to go to emergency room.

23:24 Resident was heard by staff
yelling for help. Staff entered the room and found
the resident in bathroom, and she hit her in
the shower. Resident stated she had , inthe

. and area. Shower chair on its
side in the shower next to her. Vitals were taken.
911 was cailed, resident agreed to be
transported.

4:17 Resident trying o ambuiate from
foilet without her walker from the toilet. Resident
fost balance, she was not wearing her nonskid
socks or shoes. Vital signs taken, Resident
assessed with no injuries.
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Continued From page 3

00:24 Resident was observed on fioor
by caregiver laying on left side. Resident stated
that she hit her - 911 was called and she was
sent to the hospital. 4:10 am Resident
arrived from hospital.

3:25 Resident was calling out from
bathroom. caregiver checked on resident she
was on her left side and .. from her .
She was alert and able fo talk. . noted to
feft ., .. 911 was called and resident was
transported to hospital. Resident received
stitches.

9113 Resident was found on floor on
both with , outin front of her. She
was not wearing her nonslip socks or shoes.
Vitals were taken No injuries noted.

Resident had a overnight as
reported by staff. Resident was observed on the
floor by her bed on her and she asked to
be sent to the hospital because her was
hurting. / Returned from hospital.

7:02 Resident reported to staff that she
and hit her and it was hurting. Resident
was sent out fo the hospital.

In a review on of the facility policy for
risk residents, it states moderate to high-risk
residents are to put on the star program,

weekly meetings, review . mobility risk

checklist, referto  interventions
recommendations, and involve 3rd parties.

The facility star program for . risk residents
state that the administrator and or weliness

director will involve the primary physician, the
family and responsible parties fo discuss and
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implement proper interventions for the resident to
prevent

In an interview with Staff Aon at
10:30am She stated she is not aware of any
interventions for residents thatare  risks.

In an interview with Staff B on at
10:40am she confirmed the residents are
checked every 2 hours but is not aware of any
other interventions for _ risk residents.

Ir an interview on at 12:50am with the
family member and Power of Attorney, she
confirmed that there were no interventions put
into place for resident #1. The facifity did not
initiate any meetings or discussions on
interventions or higher level of care to prevent

(r an interview with the wellness Director on

at 10:15am, she confirmed the facility
policy was not followed by not implementing
interventions to prevent for resident#1 and
not setting up a meeting to discuss interventions.
with the family, the primary physician or 3rd party
heaith care staff.

On at 1:00pm, the administrator
confirmed the findings above.

Class Il
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