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Initial Comments.

An unannounced complaint survey for complaint
#2019002860 & #2019001677 was conducted

through at Gardens of Venice
Retirement Residence, an assisted living facility
in Venice, Florida.

Complaint #2018002868 contained 3 allegations
which were unsubstantiated.

Complaint #2019001677 contained 1 allegation
which was substantiated.

The following is description of the deficiency.

429.26(7) F'S; 58A-5.0182(1) FAC Resident Care
- Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

" s or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

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

{a) Monitoring of the quantity and quality of
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Continued From page 1

resident diets in accordance with rule 58A-5.020,
FAC.

{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, heaith 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 ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to contact the appropriate party such as the
resident’s family, guardian, health care surrogate,
or case manager when the resident exhibited a
significant change for 3 (Residents #12, #13, and
#6) of 3 residents reviewed that were sent out of
facitity to the hospital.

The findings included:

1. Review of Resident #12's patient chart
showed they were sent out to the hospital on
due to being . and not feeling well.
There was no documentation in the chart the
family/representative was notified. On at
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10 a.m., Resident #12's representative said he
had not been notified by the facility of this and
only found out 3 days later from the hospital
social worker.

2. Review of Resident #13's patient chart
showed they were sent out to the hospital on

for an elevated . . There was
no documentation in the chart the
family/representative were notified. On at
10 a.m., Resident #13's representative said he
had not been notified by the facility of this and
only found out when the hospital discharge
planner contacted him,

3. Review of Resident #6's patient chart showed
they were sent to the hospital on due to
not feeling well and having an elevated
B . There was no documentation in the
chart the family/representative were notified. On
at 1:39 p.m., Resident #8's daughter said
the facility didn't have to notify her because she
had been in contact with the doctor.

Resident contract page #5 indicates: should a
resident’s health status change and they need
immediate medical attention from a physician,
911 will be called and they will be transported to
the hospital of choice via ambulance. The next of
kin, legal representative or agency acting on the
residents behalf will be notified.

On at 2:08 p.m., the Corporate
Compliance Officer said if there is a significant
change, they are to call 911, send to the hospital,
then notify the family
member/representative/doctor. She said the staff
should absolutely document who they called and
where they were sent. Corporate Compliance
Officer said she looked through the charts and
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