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Initial Comments.

A complaint survey (complaint numbers
2024002335 & 2024000338) in conjunction with a
generator monitoring survey was conducted at
Great American Assisted Living Community at
Bradenton on . Deficiencies were
identified at the time of the survey.

429.26(7) FS; 6A-36.007(1) FAC Resident Care
- 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
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 undertying condition is determined to exist, the
facifity 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:
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{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white 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, health 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 observation, interview, and record
review the facility failed to provide adequate
supervision by ensuring staff are aware of a
resident’s general health and emotional
well-being by performing daily observations as
appropriate for each resident for three (Resident
#1, Resident #2, and Resident #3) of the six
sampled residents.

Findings Included:

An observation of the northeast corner of the
facility, conducted on from
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Continued From page 2

approximately 9:40AM to 10:40AM revealed that
during that time, no staff members were cbserved
in that hall or checking on any residents.

During an interview with Resident #1, conducted
on at 9:45AM, Resident #1 revealed
that staff never really come around o check on
her.

During an interview with Resident #2, conducted
on at 10:01AM, Resident #2 revealed
that staff ondy see them when they come out of
their room.

During an interview with Resident #3, conducted
on at 10:08AM, Resident #3 revealed
that no one checks on them and that they have
been sick for four weeks. Resident went on to say
that their family member had to come to the
facitity to check on them.

During an interview with Staff A, conducted on

at 9:49AM, Staff A, Medication
Technician, revealed that they are expected to
check on residents every two hours or at least
twice a shift.

Arecord review, conducted on

revealed that the facility had an exclusion list for
checks and rounds, but that it only applied o the
midnight shift and that daytime checks were stifl
fo be observed.

({Photographic evidence obtained)

Class Ili

429.275(2) F'S; 59A-36.015(2) FAC Records -
Staff
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429.275
{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ticensure or ceriification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
pl with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for alf staff subject to
screening requirements as specified in Section
429.174, £.S., and Rule 58A-36.010, FA.C.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010. FAC,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drifls pursuant to paragraph 59A-36.007(8)(c),
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F.AC.
(b} The facility is not required to maintain

staffing agency or staff employed by an entity
residents and the facility. However, the facility
facitity and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.

(c} The facility must maintain the written work
schedules and staff time sheets for the most

current 6 months as required by Rule
59A-36.010, FA.C.

Based on an attempted record review and
interview, the facility failed to ensure employee

the two sampled staff.
Findings Included:

conducted on at 11:30AM, Staff B,
caregiver's employee record was requested.

conducted on at 12:22PM, the
Administrator stated they were having trouble
puiling records.

about the missing records, the Administrator
stated that they were going through a transition.

During an attempted record review of Staff B's

record was not provided.

personnel records for staff provided by a licensed
. to provide direct or indirect services to

rust maintain a copy of the contract between the

This Statute or Rule is not met as evidenced by:

records were readily available for one (Staff B) of

During an interview with the facility Administrator

During an interview with the facility Administrator,

During an interview with the facility Administrator,
conducted on at 1:09PM, when asked

employee record, conducted on , the
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