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Initiat Coraments

Arevisit to a survey was conducted at East Ridge
Retirement Village, Inc from

Deficiencies were found to be uncorrected atthe
time of the survey.

428.28(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shatl notify a licensed 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 underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for heaith 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 o the needs of residents
accepted for admission to the facifity.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity 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 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 llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, 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 an up to date written record that

documented significant changes in resident's

conditions, including iliness that required medical
ttonti .

13 sampled residents (Resident #1).
Findings Included:

Areview of the facility progress notes dated
showed Resident #1 was noted to
have a to the left pink given by previous
nurse that the resident had a on the left
. There was no written docummentation on
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how the resident sustained the injury that resulted
in the left

During the exit conference on at3:24
prn the Administrator stated, "how do we correct
this, the nurse no longer works here anymore."
The Administrator further stated, "we were
thinking the correction would be for documenting
future incidents.”

Uncorrected
Class #ll
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