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Initial Comments.

A re-ficensure survey was conducted at Rita
Maria Group Home, Inc. on
Deficiencies were identified at the tsme of suwey

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

429.26
{7} The facility shall notify a ficensed 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
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 interview, the facility
failed to maintain a written record, updated as
needed, of any significant changes, any illnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional service for one out of six (Resident #2)
sampled residents.

Findings Included:

Review of Resident #2's record showed an
admission date for . Review of the
1823 Health Assessment dated

showed the resident was under hospice care,
diagnoses of , abnormality
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gait, and mobility, and

. The Resident needed assistance with
seif-administration of medications.

On at 1:08 PM, the nurse supervisor
for hospice services stated medications are
administered to the resident and that the resident
had a

Further review of Resident #2 record showed no
documentation of a new health assessment
concerning resident significant change in
condition, related to . .. , and
medication administration.

Class Ill

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D | Environ/Other

{3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
working order.

(b} Pursuant to section 426.27, F.8,, residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom
or sleeping area must have at least the following
furnishings:

1. A clean, comfortable bed with 2 mattress no
fess than 36 inches wide and 72 inches long, with
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the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

iamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure that all existing
electrical systems, and appurtenances were
maintained in good working order.

Findings included:

On . at 10:20 AM, observed the
main fire panel with the warning light on.

On . at 10:20 AM, the
Administrator stated, "l didn't know it was on, | am
going to calf for service right now.”

Review of the facility's records showed the last
fire inspection was done on
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