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0000-initial Comments

Assisted Living Facility

A complaint survey, CCR#2014010262, was conducted on

The Safety Harbor Senior Living Assisted Livi Facility had deficiencies at the time of the visit.

0025-Resident Care - Supervision 58A-5.0182(1) FAC

RBased on interview, observation and record reviews, the facility failed to ensure appropriate supervision and

monitoring of 2 of 4 residents whose records were reviewed and who experienced . (Resident #2 and #4).
Resident #2 was admitted to the facility on A History and Physical exam from a local hospital
stated that the natient has , a history of , gait abnormality and fo resume aggressive physical

. The Health Assessment indicated that she was a  irisk. On , the resident was
assessed for physical and precautions.
An interview with the Resident Care Director and the Administrator on revealed that the facility did not
maintain policies, procedures, or protocols related to and preventions.

Al nursing note written by the Resident Care Director states "got call from staff at 9:30 AM.. Resident found
on floor next to bed with hematoma to back of head. Told staff she needs to go to Emergency . Son
refused to have her sent out. Do half hour checks”. The only documentation found in the resident record after the

was on .. . .. 7-3 shift; "resident has bad . and her head is ...." 2.7 due to the . I". No half hour checks
were conducted. There was no evidence that the resident was appropriately monitored after the I.

An interview was conducted with the Resident Care Director at 2:00 P.M, on . She stated that Resident #2's
level of care has increased and that she may need to be assessed by Hospice in order to remain in the facifity.
She stated that the facility does not have an official policy related to , i precautions, monitoring or
supervision. it is an unwritten policy to complete half hour checks on a resident aftera L.

An interview was conducted with Staff D at approximately 3:30 P.M. He works the 3-11 shift and has been
employed at the facility for 7 months. When asked what the facility policy is related to he stated that every
situation is different but that "a chronic faller would absolutely go out to the hospital ana nat afiera | a resident
should be checked on every hour".

Resident #4 was admitted to the facility on . . The resident was assessed by the facility on and
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.. The assessments revealed that the resident had a history of and had at a previous facility that
—mmiiad in g glosed head injury. In addition. she had advanced L 1 vision, required T
with dressing, bathing and , needed tolleting every 2 hours, was wheelchair depeuoi vt

could walk with encouragement, needed direct assistance with transfers and was restiess and would wake up
once or twice at night.

A raviaws of an internal report dated at 2:50 PM revealed that the resident was heard shouting from her

was found on the floor in the . She had no complaints of pain. Steps taken to prevent
recurrence were to make sure her alarm is on her and to check on her and her alarm every hour. There was no
documented evidence of hourly checks on the resident or mention of an alarm.

An interview with the Resident Care Director (RCDY was conducted on i regarding the interventions andfor
precautions the facility took to prevent any further . Although a document could not be found to describe these
interventions, the RCD stated that there was a mattress with alarm on the resident's bed and this was attached to
her nightgown. In addition, her wheelchair was 1o always be placed by the side of the bed in case she needed or
chose to get out of bed.

An interview was conducted with the resident's daughter on / at 4:30 P.M. and she also stated that the
resident had an alarm on her bed and that her wheelchair was supposed to be beside her bed at all times when
she was in bed. Her mother was used to this and would rely on the chair being there to transfer herself out of bed.

Areview of facitine nramrase notes dated 1/ 311 revealed that between 8:30 and 9:00 P.M. the resident was
assisted to the having had an accident. She was putto bed. After 5 minutes the staff heard what
sounded like she |, She was close to her bed and laying on her right Tateral side complaining of leg/hip pain.
The daughter arrived and recommended & call to Emergency Medical Services. The resident was transported to
the hospital where it was determined that she sustained a + of her left femur and of her lesser

A review of a facility internal report dated revealed the same information as the progress note noted
above. Steps taken to prevent recurrence were 10 attach alarm on bed-to-resident when put to bed.

Inteni~s were conducted with the RCD and the daughter of the resident at approximately 4:00 P.M. to 4:30 PM.
on . Both the RCD and the daughter stated that Staff A had admitted to not attaching the alarm to the
resident or placing the wheelchair beside the bed. Staff A told the daughter that he was never told to do these
things for the resident.

A review of the personnel record for Staff A was conducted on . He was hired on and had no
previous dirsct racident care experience. He had been background screened on . viau 1eveived medication
frainingon i/ and maintained a Certified Nursing Assistant Certificate, but naa not obtained all of the other

required employee training. He had not yet been employed for 30 days when the incident occurred. He obtained
all required training within 30 days except Incident Reporting and Elopement Response training. (See A0081)

CLASS Il
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0078-Staffing Standards - Staff 58A-5.019(2) FAC

Based on interview and a review of personnel files, the facility did not ensure that staff who had been employed for
more than 30 days were free from signs and symptoms of communicable . including for1of3
staff whose files were reviewed (Staff C).

Staff C was hired on . Areview of the personnel file on 1/ revealed no evidence of a written statement
from a health care provider documenting that the individual does not have any signs or symptoms of
communicable :

CLASS 1l
0081-Training - Staff In-Service 58A-5.0191(2) FAC

Based on interview, observation and a review of facility personnel files, the facility failed to ensure that 2 of 3 staff
who provide direct care to residents had received the required training within 30 days of employment (Staff A and
C).

Staff Awas hiredon 1/ . Areview of the personnel file for Staff A on - revealed that he had not
received training in the facility's elopement response policies and procedures or in reporting major incidents and
adverse incidents.

Staff C was hired on . Areview of the personnel file for Staff C on revealed that she had not
received training in recognizing and reporting resident , neglect, and . in addition, Staff C had
not received training in providing assistance with the activities of datly living.

An interview was conducted with the Administrator and Resident Care Director on » at approximately 3:30
P.M. They attempted to locate evidence of the training listed above for both staff but were unable to locate it.

CLASS il
0165-Risk Mgmt & QA; Adverse Incident Report 428.23(1-4 & 6-10) FS; 58A.5.0241 FAC

Based on interviews, observations and a review of facility records and reports, the facility failed to maintain
adverse incident reports and submit the required reports to the agency as required for 1 of 2 residents reviewed
who experienced an adverse incident. (Resident #4).

Resident #4 experienceda  lon 1/ thatresulted in a and the need to transfer the resident to a
hospital. The | was a result of the facility's failure to implement precautions to prevent the resident from

sufferinga | related injury. The facility did not follow the plan of care they had established for the resident in
order to preventa |

Interview with the Administrator and Resident Care Director on +at 3:00 P.M. revealed that they were not
aware of, nor could they locate any incident reports being filed for this resident as aresult of the -, and
transfer to the hospital.

CLASS
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
v SECRETARY
, 2015
Administrator
Safety Harbor Senior Living
101 Main Street
Safety Harbor, FL 34695
RE: CCR #2014010262
Dear Administrator:
This letter reports the findings of a complaint survey that was conducted on L2015 by

representative(s) of this office.

Attached is the provider's copy of the State (5000-3547) Form, which indicates the deficiencies
that were identified on the day of the visit. Section 408.811(4), Fiorida Statutes, requires that
you correct these deficiencies within thirty days of the date of this letter uniess the Agency has
approved another timeframe. Staff from this office will conduct a review to verify that the
necessary corrections are in place to correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been empioyed {o obtain your feedback
following survey activity. This form has been placed on the Agency's website at
hitp://ahca.myflorida.com/Publications/Forms.shiml as a first step in providing a web-based
interactive consumer satisfaction survey system. You may access the questionnaire through
the link under Health Facilities and Providers on this page. Your feedback is encouraged
and valued, as our goal is to ensure the professional and consistent application of the survey
process

Thank you for the assistance provided to the surveyor(s). Should you have any questions
please cali Paul Brown, HFES, at (727) 552-2000.

Sincerely,
@ [)Mv\‘;%
Zof Patricia Reid Cautman
A Field Office Manager

PRC/clt
Enclosure: State (5000-3547) Form

St. Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL 33701

Phone:(727) 552-2000; Fax:(727) 562-1162
AHCA.MyFlorida.com

Facebook.com/ACHAFiorida
Youtube.comiAHCAFlorida
Twitter.com/AHCA_Fi
StideShare.net/ AHCAFiorida




