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A 000 Initial Comments AD00

A generator monitoring was conducted at
Ebenezer Palace Corp on and
concluded on .The provider had
deficiencies identified at the time of the visit.

A025| 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D| . 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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Continued From page 1

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 interview and record review, the facility
failed to maintain 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 for one out of six sampled
residents (Resident #1).

Findings included:
On at 9:08 AM, Staff D (caregiver)

stated that Resident #1 | , inthe
facitity for a a few days earfier. She

A025

further stated that Staff C (caregiver) was on duty
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Continued From page 2

when that happened, they called 911 but the
resident was already when the rescue
arrived.

On at 10:28 AM, Staff C (caregiver),
stated that on , he started his shift at
5:00 PM and Resident #1 laid down in bed after
dinner to watch television. At about 6:30 PM, he
did a round, and saw the resident in bed was

. (bluish or purplish skin discoloration). He
then, placed the resident on the floor and gave
her"  CPRs". Then, he called the Owner who
came with her daughter, and they catled 911.
Then, when the paramedics arrived, they
deciared the resident

On at 10:02 PM, the Administrator
stated that Resident #1 on . The
resident had a normal day and went to bed at
about 6:00 PM. Then, during rounds at about
6:30 PM, Staff C noticed that she was not
breathing, so he called her, and the rescue
arrived but she was already .The
Administrator further stated that the police and
the family went as well.

Areview of the emergency medical services
record showed that the call center received the
cail on at 6:36 PM. Then, when the
paramedics arrived at 6:43 PM, Resident #1 was
declared

Review of Resident #1's record showed no
progress notes regarding her

On at 10:02 PM, the Administrator
stated that she had not written any progress
notes for any resident for the month of

A025

Class Ili
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59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a} Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable - The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
exarmination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a i . such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of itting a

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their

A078
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Continued From page 4

qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency ot contractor will provide to residents.

{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that one out of four sampled staff
was qualified to perform their assigned duties
consistent with their level of education, training,
preparation, and experience (Staff C). The staff,
who had completed courses in

{ , . ) and held a valid
card documenting completion of such courses,
did not calt 911 immediately when he found a
resident unresponsive and could not describe
accurately how to perform

A078

Findings included:
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Continued From page 5

On at 9:08 AM, Staff D {caregiver)
stated that Resident #1 | ,inthe
facitity for a a few days earfier. She
further stated that Staff C (caregiver) was on duty
when that happened, they called 911 but the
resident was already when the rescue
arrived.

On at 10:28 AM, Staff C (caregiver),
stated that on . he started his shift at
5:00 PM and Resident #1 laid down in bed after
dinner to watch television. At about 8:30 PM, he
did a round, and saw the resident in bed was
{bluish or purplish skin discoloration). He

then, placed the resident on the floor and gave
her". . CPRs". Then, he called the Owner who
came with her daughter, and they calfled 911,
Staff C stated that he did not calt 911. Then, when
the paramedics arrived, they declared the
resident . When asked how he wouid
perform , he stated that he would give 30

. , when asked about the breaths, he
stated that if with the the person
would not respond, then, the breaths would not
be necessary. When Staff C was asked what he
meantabout” . CPRs” he stated that he did 30

. , stopped, waited and started again.
The American Red Cross
recommend, "100 to 120 .
minute, 30 at a time followed by 2 breaths.
Continue giving sets of 30 .
and 2 breaths. Minimize interruptions to
to less than 10 seconds.”

guidefines
per

Review of Staff C's personnel file showed that he
completed the training on

A078

On at 12:25 PM, during a telephone
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A078| Continued From page 6 AD78
interview, the Owner stated that in those cases
the protocol is to first call 911 and perform
She further stated that Staff C gave 1o the
resident, but he got nervous and called her first
instead of calling 911.
A review of the emergency medical services
record showed that the call center received the
cail on at 6:36 PM.
Class Il
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