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Initial Comments.

A Complaint Investigation #2023001180 was
conducted at Savannah Court of Oviedo Il
Assisted Living Facility on . The facility
had deficiencies at the time of the survey 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

o . 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
designes 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 fo 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 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
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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:
Based on resident record review and interview,
the facility failed to ensure documentation for 1 of
3 sampled resident (#2) after a significant change
as required.

Findings:

Resident #2's record review revealed admission
date . The last 1823 Health
Assessment dated listed medical
history of high risk for N .

FrE . - o
- ( yand
Hypoxemia. He ambulates with his watker and
wheelchair. He needs assistance with activities of
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and was able to walk

monitor.

On at 5 PM,
Administrator and Director of Nursing confirmed

daily tiving (ADLs) in bathing, grooming,
ambulating, toileting, transferring and o
Independent with eating. He needs assistance
with seff-administration of medications. He was
admitted to Hospice care on

There were no facility notes documenting resident
#2's admission to Hospice Care.

On at 8pm by Med Tech H documented
resident #2 was observed sitting on the floor next
to his bed. When he was asked what happened
the resident stated he slipped off the chair and no
injury. The family was notified but Hospice was
not notified. WIll continue to monitor.

On ataround 1 PM Nurse G
documented that resident #2  on the ground.
Resident #2 was lying on his side which he
attempted to get up on his own stating he was
alright but rofled off the lounge chair. He denied
hitting his and no injury. He was able to
converse coherently got up from ground with help

to his room without

any problems. There was no documentation that
Hospice and family notified. Will continue to

On at around 2 PM Nurse F
documented that resident #2 by the front door
{obby stating he was trying to go home. Resident
#2 stated he was in a little | in his arm and 911
was called. There was no documentation that
Hospice, or family was notified. Resident #2
returned the same day with no injuries or

. New orders for , medications
received. Will continue to monitor.

an interview with both the
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the finding. The Director of Nursing stated that
she will have a refresher training with all staff to
document correctly including date and time and
noftifying alf responsible parties.
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