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0000 - Initial Comments

A Standard Biennial Survey was conducted on , 2017, Zuni ALF (AL #11226) had
deficiencies identified at the time of the survey:

D030 - Resident Care - Rights & Facility Procedures - 58A-5.0182(6} FAC; 429.28(1-2) FS

Based on observation, record review, and interview the facility failed to have a signed consent for the
use of bed rails for 1 out of 6 sampled residents (Resident # 6).

Findings included:

During tour of the facility on at 8:43 AM observed Resident #6 lying in bed with full side
rails up.

Record review revealed Resident #6 had an order for the use of full side rail had been written by her

hospice's doctor on . The record did not have a signed consent for the use of bed rails.

On at 11:58 AM the Administrator stated that it was signed but the resident's son did not bring it
back.

Class Hl

D162 - Records - Resident - 58A-5.024(3) FAC
Based on record review and interview the facility failed to provide an accurate health assessment for 1
out of 6 sampled residents {Resident # 6)

Findings included:

Record review revealed Resident #6 had an order for a puree diet and nectar thickened liquids written by
the hospice doctor dated

On at 9:30 AM a registered nurse from hospice came to the facility to see the resident. She
stated at 9:45 AM that hospice is doing the service of administering the medications and that they come
in the morning and at night.

Review of the health assessment dated revealed that the resident required total care with
activities of daily fiving and is bedbound. The health assessment stated that she was on regular diet and
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puree diet.

Class H

required assistance with administration of medications,

On at 12:20 PM the Administrator stated that she required medication administration and eats
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