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Initiat Coraments

A complaint investigation {2026004509) and a
generator monitoring were conducted at
Carmita's Assisted Living Facility 4 on K

. Land . Adeficiency was
identified at the time of the survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall 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 ocour within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for heatth care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to freat the
condition.

59A-36.007 Resident Care Standards.

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

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

AQ00

A025

{a) Monitoring of the quantity and quality of
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resident diets in accordance with Rule
59A-36.012, F.AC.

{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, 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 interview and record review, the facility
failed to ensure clothing was positioned to
prevent it from becoming entangled in the
wheslchair that led to 1 of 4 sampled residents
{#1) falling out of the wheelchair.

Findings:

On at 10:11 AM, resident #1's family
member said that sometime during .a
facility caregiver was pushing the residentin a
wheelchair without footrests and a belt when the
resident = out of the wheelchair. The family

member said the resident went o a hospital
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where they learned the resident's arm was broken
and her was

On at 1:50 PM, caregiver A said that on
she was pushing the resident in her
whesichair when her pajama pant _ became
entangled in the wheel causing the resident to
out of the wheelchair. The caregiver said
footrests were on the chair. The caregiver
explained that before pushing the wheeichair, she
{ooked to ensure the pants were clear of the
wheel.

Review of resident #1's record revealed a

diagnosis of .

Documentation in the record showed she needed
precautions,
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