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0000 - Initial Comments

A Complaint (CCR# 2018016872) Revisit Survey was conducted on 3/18/19. Villa Esmeralda ALF with
fimited mental health component had deficiencies identified at time of the survey.

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

Based on observation, record review, and interview the facility did not have written documentation
regarding one of six resident sampled (#2) reason for discharge.

Findings included:
Interview on at 9:30 am Staff B revealed Resident #2 was not fiving in the facility anymore.

Interview on at 9:40 am Staff A stated Resident #2 stopped eating because she wanted to move
to another facility, and she did not eat for two days.

Record review revealed the facility did not have discharge information for Resident #2. There was no
written documentation that Resident #2 stopped eating at the facility for at least two days.

Uncorrected Class Hl

D162 - Records -~ Resident - 58A-5.024(3) FAC

Based on record review and interview, the facifity failed to have an accurate health assessment for one
of six residents sampled (#7). The facility failed to have a signed consent to use a full bed rail for one of
six sampled residents (#7).

Findings included:

Observation on at 9:00 am revealed Resident #7 was bedridden. Further observation revealed
full side bed rails.

Interview on at 9:10 am Staff B stated, "She cannot walk."

Record review revealed that the facility admitted Resident #7 to hospice services on . Resident
#7's health assessment dated

Interview on at 9:30 am Staff A stated, "Resident #7 moved to this facility walking, she rapidly
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change her health condition and stopped walking.

Interview on at 9:30 am, Staff A acknowledged Resident #7 needed a update health
assessment.

Record review revealed that the facility did not have a signed consent to use full bed rails.

Interview on at 9:30 am Staff A stated, "I did not realize that Resident #7 was missing the
consent to use a full bed rail."

Class [l
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