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Initial Comments.

Arevisit to Complaint survey{complaint
#2019009838) was in conjunction with
a complaint survey (complaint #2019008012 and
20190010812) at Bayside Terrace Assisted Living
Facifity on . The facility had deficient
practice identified at the time of the survey.

429.26(7) FS; 68A-5.0182(1) FAC Resident Care
- Supervision

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

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facility 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
resident diets in accordance with rule 58A-5.020,
F.AC.

{b} Datly observation by designated staff of the
activities of the resident white 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
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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, health 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 ilinesses
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 residents’ health care provider,
resident's family, guardian and health care
surrogate if the resident exhibits a significant
change in condition for 3 of 3 (Resident #1, #2
and #3) resident records sampled.

Findings included:

A record review conducted on of the
facitity in-house incident reports revealed the
facility failed to contact Residents #1, #2 and #3s'
health care provider, resident's family, guardian
and health care surrogate after Residents #1, #2
and #3 had a significant change in condition { . ).

During an interview conducted on at
12:58pm, the Director of Nursing confirmed that
the facility did not contact Resident #1, #2 and
#3s' health care provider, resident’s family,
guardian and health care surrogate after
Residents #1, #2 and #3 had a significant change
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in condition { . ). The Director of Nursing stated,
"Adl residents’ families and/or guardian and
physician should have been notified when they go
out.”
During an interview conducted on at
1:24pm, both the Administrator and Director of
Nursing confirmed that the facility did not contact
Resident #1, #2 and #3s' health care provider,
resident’s family, guardian and health care
surrogate after Residents #1, #2 and #3 had a
significant change in condition { ). The
Administrator stated, ") don't know why they didn't
chart.”
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