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Initial Comments.

Complaint investigations (2024002770 and
2024002402) were conducted on at
Gracious Age, LLC, Sanford. A deficiency was
found at the time of the visit.

429.26(7) F$; 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 record reviews and interviews the
facility failed to contact a resident's physician for
significant change for 1 of 2 sampled residents
(#1).

Findings:

Ir @ review of resident#1 health assessment
dated revealed a medical history of Acute

.\ . The resident receives
daily living assistance to include ambulation,

. eating, toileling, transferring, bathing
and seif-care. The resident receives assistance
with seif-administration of medications and
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resides in the memory care unit.

Revicew of the resident#1's meal log revealed the
resident missed several meals in the month of

— - .and | . The
Resident's physician was never notified. There
was no evidence of a physician order to replace a
meal with a supplement.

In an interview on at H1am with resident
#1, she confirmed she received a liquid
supplement when she missed a meal.

In an interview on at 1pm with the
administrator, be confirmed the resident's family
had requested the resident receive the
supplement when she missed a meal. He
confirmed the family members would purchase
the supplements and give it to the facitity for the
staff to administer. The administrator confirmed
the physician was never informed of the resident
missing meals or receiving the supplement, and
that there was no physician order for the
supplement.
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