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Initial Comments.

An unannounced complaint survey for
#2022015692 and #2022017778 was conducted
on at Paddock Cove at Naples, an
assisted living facility in Naples, Florida.

This survey was completed in conjunction with
two separate complaint survey revisits.

Complaint #2022015692 was substantiated at
A028.

Complaint #2022017778 was substantiated
without citation.

The following is the description of the deficiency.

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

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

This Statute or Rule is not met as evidenced by:
Based on observation interview and record review
the facility failed to ensure residents received
assistance with activities of daily living (grooming)
for two residents {Resident #19 and #20) of three
residents surveyed by failing to ensure the
residents hair was brushed and their nails were
clean and clipped.

Findings included:
1.0n at 10:05 a.m., Resident #19 was

observed in activities. The resident was sitting in
a wheelchair and his hair was observed to be
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bunched to the right side of his and was
observed to be clumped together from where the
resident had laid his on a pillow in bed. The
resident's were observed to be dark

from debris under his nails and his nails were
observed to be long and unclipped.

On at 12:85 p.m., Caregiver Staff A
stated she had brushed Resident #19's hair when
she got him up in the morning. At that time
Resident #19 was observed in the activities area
of the first floor. The resident's hair was the
same as it had been observed previously
unbrushed and the hair was bunched up on the
right side of his where he had laid on his
ped. The resident's nails had been clipped. And
were clean at that time. Staff A verified his hair
had not been brushed.

On at 2:00 p.m., the Director of Resident
Care said Resident #19 is a two person assist
with his care and is dependent on staff to brush
his hair and keep his nails cleaned and trirmmed.

On at 10:00 a.m., Resident #20 was
observed in the activities are of the first fioor
stumped over and sleeping in her wheelchair.

2.0n at 10:00 a.m. Resident #20 was
observed in activities slumped over in her
wheelchair. The resident's hair was unbrushed
and her on both were observed
to be long and dark in color from the debris noted
tobeunderher
Review of Resident #20's Service Plan dated

shows the resident is dependent on staff
for nail care and brushing her hair,

On at 12:45 p.m., Staff A verified she had
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been assigned to care for Resident #20. She
stated she had brushed Resident #20's hair when
she got her up in the morning.
On at 1:00 p.m., Resident #20 was
observed in the same area of the first floor in her
wheelchair. Staff A verified the resident’s hair
was unbrushed and her nails were untrimmed
and dark from debris under her nails.
On at 2:05 p.m., the Director of Resident
Care verified Resident #20 was dependent on
staff to clean her nails and brush her hair.
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