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SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 - Initial Comments

A Complaint (CCR #2018004742) 2nd Revisit Survey was conducted on 11/15/2018 and concluded on
12/05/2018. Shalon ALF, had deficiencies identified at the time of the visit.

D025 - Resident Care - Supervision - 429.26(7} FS; 58A-5.0182(1) FAC

Based on record review and interview the facility did not document any significant changes or incidents
for 1 out of 7 sampled residents who was transferred to the hospital by a famity member after being
found on the floor at the facility (Resident #7).

Findings Included:

Resident #7's health assessment date documented a medical history of , N ,
, HCP, s ‘s, OA, s s, The resident needed
assistance with ambultation, bathing, _» self care, toileting, and transferring. Resident needed

supervision with bathing and needed precautions.

Review of the progress notes showed the facility did not have any documentation of Resident #7's

or injuries from the chair. The facility did not have any documentation the Resident #7's family or doctor
was called after the or injuries sustained from the chair.

Hospital records from for Resident #7 revealed ", (paint) was found on the floor with signs
of injury,” / exam noted a , that is superficial.

Uncorrected Class 1l

D165 - Risk Mgmt & QA; Adverse Incident Report - 429.23( & } FS; 58A-5.0241 FAC

Based on record review and interview the facility failed to complete a 1 day and 15 day full report for 1
out of 7 sampled residents (Resident #7). Resident#7  in the facility and had injuries.

Findings Included:

Record review found the facility did not complete an adverse incident for Resident #7, who required
precautions. Resident #7 in the facility in
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Incident report web site was checked and the facility had not completed an incident report.

On at 10:00 AM according to the Administrator, "t cannot do the incident report because it
never happen"

Hospital records from for Resident #7 revealed ", . (paint) was found on the floor with signs
of injury.” / exam noted a , that is superficial.

Uncorrected Class Hl
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