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Initial Comments.

An unannounced revisit survey was conducted on

through at Brookdale Phillippi
Creek, an assisted living facility in Sarasota,
Florida.

This was a follow-up to the complaint survey
completed on

The following is a description of the deficiency.

59A-36.007(4) FAC Resident Care - Activities of
Daily Living

{4) ACTWVITIES OF DAILY LIVING. Facilities
must offer supervision of or assistance with
activities of daily living as needed by each
resident, Residents should be encouraged to be
as independent as possible in performing
activities of daily fiving.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and staff
interview the facility failed to offer tolleting and

care as needed in the memory care
unit for 11 residents (Residents #15, #16, #17,
#18,# 19, #20, #21, #22, #23,# 24, and # 3,
and) out of 12 residents reviewed.

The findings included:

On at 9:50 a.m., during a tour of the
memory care unit 12 residents {Residents #15,
#2, #3, $16, #17, #18, #10, #20, #21, #22, #23
and #24} were observed sitting the unit living
room for a singing activity. The residents were
observed from 9:50 a.m. until 11:25 a.m. when
they were taken to the dining room for lunch.
During the time of observation the residents were
not assisted with toileting or checked and
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Continued From page 1
changed if needed for
Review of documentation of staff duty check fist

provided indicates: "Toilet residents when you
wake them, at 10:00 am and at 1:00 pm."

On at 12:15 p.m., Resident #18 was
observed being taken from the dining room and
brought to the unit iving room to watch
television. Resident #18 was not assisted with
toileting or checked and changed as needed for

On at 12:18 p.m., Resident #17 was
observed being taken from the dining room after
tunch, then brought in the unit's fiving room to
watch television. Resident #17 was not assisted
with toileting or checked and changed as needed
for

On at 12:20 p.m., Resident #19 was
observed being taken from the dining room after
tunch to her room, and left in the doorway of the
room. Resident #19 was not assisted with
toileting. Resident #19 into the
haliway and was escerted to the unit living room
with other residents to watch television. There
was no assistance with toileting, nor was the
resident checked and changed as needed for

On at 12:30 p.m., Residents (#15, #16,
#20, #21. #22, #23, #24, and #3) who were in the
dining room for lunch, were brought to the
unit living room to watch television. The residents
were observed from 12:30 p.m. until 1:25 p.m.
During that time the residents were not assisted
with toileting or checked and changed as need for
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On at 2:15 p.m., during an interview, Staff
D acknowledged that residents should be toileted
or checked and changed for several
times during their shift. Staff D said she is aware
the residents were not toileted, checked and
changed for after participating in the
singing activity, before lunch, after lunch, and
before being taken into the unit living room
to watch television.

Record review of Resident's #2, #15, #16, #19,
#22, #23, and #24 Personal Service Plan
revealed they are of and

. Record review of Residents # #17, #19,
#20, #22, and #23 Health Assessment (1823)
revealed they required assistance or total care
with toiteting per their health care provider order.

On at 11:55 a.m., the Weliness Director
acknowledged that residents in the memory care
unit should be toileted or checked and changed
every 2 hours while awake, before meals, after
meals, and af bedtime.
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