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Initial Comments.

A follow-up by desk review was conducted on

for Paddock Cove at Naples, an assisted
fiving facility in Naples, Florida. The follow-up was
in response to the complaint survey completed on

This survey was completed in conjunction with a
follow-up by desk review to a separate complaint
survey revisit.

The following is a description of the defiiciecy
identified at the time of the review.

58A-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 daily fiving 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 record review and interview, the facility
failed to ensure all caregiver staff were
re-educated about ensuring residents receive
assistance with activities of daily fiving when
needed.

The findings included:

Record review revealed on . only 8 of 21
caregiver staff received re-education about
ensuring residents receive assistance with
activities of daily living.

On at approximately 2:30 p.m. in a phone
interview, the Executive Director said he was not
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required to provide re-education to all caregiver
staff. He said providing an in-service to the 8
caregiver staff was evidence of substantial
compliance.
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