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AQCQ] Initial Comments

A complaint investigation (complaint numbers
2022004133, 2022008408, and 2022007037) was
conducted at Palace of Homestead, LL.Con |

s 1o . . Adeficiency was
identified at the time of survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care
$8=D| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . 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 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 located 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) Monitoring of the quantity and quality of
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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
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 ilnesses
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 interview, the facility
failed to provide care and services for one of four
{Resident #1) sampled residents. Resident #1
was found on the floor and the facility staff did not
report the untii the following day, when

fo resident fforehead was visible and
Resident was transferred to the hospital.

Findings included:

Review of the facility incident report showed
Resident #1 was found with a to on

. Further review of the report revealed
the incident, where the resident was found on the
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floor after an apparent . , which was fikely the
cause of the onthe , occurred on

and facility staff did not report the
incident at the time it occurred.

Review of Resident 1's record showed an
admission date for and a discharge
date . Review of Resident 1's 1823
health assessment completed on

revealed she diagnoses of ,, f
advanced , ,

. Jright ., A
, vy and movement s
history of left , history of
-+ history of
history of | injury. The resident needs
frequent re-orientation and re-direction. Resident
had precautions and was independent with
transferring, required supervision with
ambulation, eating, and toileting, and required
assistance with bathing, .+ @nd grooming.

Review of Resident 1's record revealed a
progress note completed on stating
"Resident sent to hospital. Daughter notified. "

Review of the hospital record dated
revealed Resident #1 arrived at the hospital
emergency room on at 19:55. Further
record review revealed, " Per (emergency
medical services) The . (patient) . earlier
today and hit her . The patient sustained an
accidental . with - Bustained a
right with . . Review of
the hospital discharge diagnoses and plan: 1)
.2}, unspecified. No acute
or o with
. and around the
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On . , at 10:46 AM, Staff B (Director
of Resldent Care) stated, she was not present
when Resident #1 . on , but she was
working that day. She stated, "the CNA (certified
nurse's assistant) {Staff D], was working that day,
and was calied to resident room by another staff
member [Staff F] and saw resident on the floor.
The CNA {Staff D} said they cleaned the resident
and put her to bed, and she did not know why
they did not report the incident at the time.

On , at 11:36 AM, Staff G (Night
Shift Nurse) stated, on , "My shift was
from 8:00 PM to 7:00 AM. The aide [Staff F] told
me the resident {Resident #1] had between
6:30 PM and 7:00 PM.

On , at 2:07 PM, Staff F (private
aide) s(ated "My shlft was from 7:00 PM to 6:00
AM [on 1. When | got there [at facifity},
it was like two minutes after 7:00 PM and she
[Resident #1] was on the floor. | called the staff
[Staff D}, but not the nurse. The staff helped me
to clean her and put her on the bed. In the
morning of [ ] approximately 6:00 AM,
her was very red, and | asked the nurse
[Staff G] to go to the room, and | told him, she
the night before."

On , at 7:18 PM, Staff D {certified
nursmg assis(ar\t) stated, "l was scheduled to
work [on }from 2:00 PM to 13:30 PM.
The private aide came to the breakroom on the
41h floor. We went to the bathroom, picked her
[Resident #1] up {off the floor], and had to clean
her; then, | left.

On , at 8:25 PM, Resident 1's family
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member stated, "When my mother . , | did not
find out untit the next day | 1, around
mid-morning. | called the facility and the staff told
me, 'Oh by the way, your mom was found on the
floor." The staff called and said the doctor
was going to see her. "

On . , at 3:44 PM, Staff H (private
aide) stated, "} was hired to take care of her
[Resident #1] from 2:00 PM to 6:00 PM, but that
day [ 1 left early, 1 think at 5:30 or
5:40 PM, because | had an emergency. | used to
take her [Resident #1]to do activities, give her
dinner between 5:00 PM to 5:20 PM. She walked
with assistance and had a wheelchair. | don't
remember exactly how long 1 took care of her;
think it was 2 or 3 months.”

On B , at 11:18 AM an interview was
conducted with the Administrator by telephone.
8he stated, the last time resident #1 went to the
hospital was on . . The
Administrator stated, "they found her sitting next
to the toilet on the floor {on ]. but the
staff did not report anything happened untif the
next day, after noticing resident with Lo
her . The daughter was notified. The
Physician contacted and orders was received to
send resident to hospital.” The administrator
stated alt staff was in-serviced on reporting
incidents immediately.
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A complaint investigation (complaint numbers
2022004133, 2022008408, and 2022007037) was
conducted at Palace of Homestead, LL.Con |

s 1o . . Adeficiency was
identified at the time of survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care
$8=D| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . 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 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 located 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) Monitoring of the quantity and quality of
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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
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 ilnesses
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 interview, the facility
failed to provide care and services for one of four
{Resident #1) sampled residents. Resident #1
was found on the floor and the facility staff did not
report the untii the following day, when

fo resident fforehead was visible and
Resident was transferred to the hospital.

Findings included:

Review of the facility incident report showed
Resident #1 was found with a to on

. Further review of the report revealed
the incident, where the resident was found on the
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floor after an apparent . , which was fikely the
cause of the onthe , occurred on

and facility staff did not report the
incident at the time it occurred.

Review of Resident 1's record showed an
admission date for and a discharge
date . Review of Resident 1's 1823
health assessment completed on

revealed she diagnoses of ,, f
advanced , ,

. Jright ., A
, vy and movement s
history of left , history of
-+ history of
history of | injury. The resident needs
frequent re-orientation and re-direction. Resident
had precautions and was independent with
transferring, required supervision with
ambulation, eating, and toileting, and required
assistance with bathing, .+ @nd grooming.

Review of Resident 1's record revealed a
progress note completed on stating
"Resident sent to hospital. Daughter notified. "

Review of the hospital record dated
revealed Resident #1 arrived at the hospital
emergency room on at 19:55. Further
record review revealed, " Per (emergency
medical services) The . (patient) . earlier
today and hit her . The patient sustained an
accidental . with - Bustained a
right with . . Review of
the hospital discharge diagnoses and plan: 1)
.2}, unspecified. No acute
or o with
. and around the
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On . , at 10:46 AM, Staff B (Director
of Resldent Care) stated, she was not present
when Resident #1 . on , but she was
working that day. She stated, "the CNA (certified
nurse's assistant) {Staff D], was working that day,
and was calied to resident room by another staff
member [Staff F] and saw resident on the floor.
The CNA {Staff D} said they cleaned the resident
and put her to bed, and she did not know why
they did not report the incident at the time.

On , at 11:36 AM, Staff G (Night
Shift Nurse) stated, on , "My shift was
from 8:00 PM to 7:00 AM. The aide [Staff F] told
me the resident {Resident #1] had between
6:30 PM and 7:00 PM.

On , at 2:07 PM, Staff F (private
aide) s(ated "My shlft was from 7:00 PM to 6:00
AM [on 1. When | got there [at facifity},
it was like two minutes after 7:00 PM and she
[Resident #1] was on the floor. | called the staff
[Staff D}, but not the nurse. The staff helped me
to clean her and put her on the bed. In the
morning of [ ] approximately 6:00 AM,
her was very red, and | asked the nurse
[Staff G] to go to the room, and | told him, she
the night before."

On , at 7:18 PM, Staff D {certified
nursmg assis(ar\t) stated, "l was scheduled to
work [on }from 2:00 PM to 13:30 PM.
The private aide came to the breakroom on the
41h floor. We went to the bathroom, picked her
[Resident #1] up {off the floor], and had to clean
her; then, | left.

On , at 8:25 PM, Resident 1's family
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member stated, "When my mother . , | did not
find out untit the next day | 1, around
mid-morning. | called the facility and the staff told
me, 'Oh by the way, your mom was found on the
floor." The staff called and said the doctor
was going to see her. "

On . , at 3:44 PM, Staff H (private
aide) stated, "} was hired to take care of her
[Resident #1] from 2:00 PM to 6:00 PM, but that
day [ 1 left early, 1 think at 5:30 or
5:40 PM, because | had an emergency. | used to
take her [Resident #1]to do activities, give her
dinner between 5:00 PM to 5:20 PM. She walked
with assistance and had a wheelchair. | don't
remember exactly how long 1 took care of her;
think it was 2 or 3 months.”

On B , at 11:18 AM an interview was
conducted with the Administrator by telephone.
8he stated, the last time resident #1 went to the
hospital was on . . The
Administrator stated, "they found her sitting next
to the toilet on the floor {on ]. but the
staff did not report anything happened untif the
next day, after noticing resident with Lo
her . The daughter was notified. The
Physician contacted and orders was received to
send resident to hospital.” The administrator
stated alt staff was in-serviced on reporting
incidents immediately.
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