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A000, Initial Comments A 000

A re-licensure survey and a generator monitoring
was conducted at Bishop Grady Villas Assisted
Living Facility on and . The
provider had deficiencies at the time of the visit.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=G | - Supervision

429.26
{7) The facility shatl 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 underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for heaith 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 treat 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 facifity.

{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
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59A-36.012, FA.C.

{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 llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on review of facility's documentation,
resident record review and interview, the facility
failed to ensure to provide appropriate
supervision for 1 of 2 sampled residents (#1)
duringa  with injury occurred and a delay of
higher level of care was not immediately provided
as required.

Findings:

The facility reported an incident for Resident #1
on . The resident sustained a2 and
complained of and | and was sent out
to the hospital on (3 days later). The
delay was because the facility's Registered Nurse
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{RN) called his doctor's office Nurse Practitioner
next day first.

Areview of Resident #'1's record revealed an
admission date of . The last 1823 Health

Assessment dated listed medical history
of type 2, Memory loss, B .
and [te had

with ., B
Hewasa . risk and ambulated with a walker.
He needs assistance with bathing,
grooming and toileting, supervision with
ambulation and eating in acfivities of daily living
{ADLs). Also, he needs assistance with
self-administration of medications.

A facility note on at 3:24 AM by Caregiver
D documented resident #1 told her thathe  in
his room. Checked for . and marks on his
body, none cbserved, Resident #1 said that he

on his side and thinks but did not remember.
Resident #1 was observed walking fine as he
went to breakfast; he went to get a spoon and
talking with peers. Later after breakfast, resident
#1 asked for help to place him into bed.
Observed resident #1 got into his own bed with
no problem. Advised him to get closer to the wall
so nothing would ocour.

A facility note on at 5:43 AM by Caregiver
D documented she checked on resident #1

during her last rounds before getting off work, and
resident #1 told her he was fine, but his bed was
hard and he was sitting in his chair watching TV.

A facility note on at 11:33 AM by the
facility's Registered Nurse {RN) documented
called Cloud Care Medicine for a tele-visit with
the APRN with resident #1 tomorrow { at
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11:30 AM) and further said that if they get a
cancellation today or earlier tormorrow morming
then they will do the tele-visit.

A facility note on at 7:48 AM by Caregiver
E documented resident #1 was acting normal
during her shift. Caregiver E asked resident #1 if
he had any discomfort from his 7 Immediately
resident #1 started raising his voice and saying
things like his hurt and he was in |

There were no visible . He was assisted
with range of motion exercises, and he did not
express any, . He asked to take him to
breakfast and asked for . He was given his
as needed - He said he felt a litile better

and he didn't know. Follow up with the nurse.

A facility note on at9:11 PM
{approximately 11 hours later) by Lead Caregiver
F documented resident #1 body was siiff and he
was complaining of  and . . Assisted
hirn to get off the bed and into his chair. Resident
#1 requested he needed . Vitals checked
his . . He ate dinner in his
room tonight. Assisted him into bed. He
needs to be monitored as he will need help with
the hathroom during overnight and help switch
sides.

A facitity note on at 4:58 AM by Caregiver
G documented resident #1 had been checked
during the night. He was complaining that his
and hurt, He was given as needed

. at 12:33 AM (4 hours ago). Assisted him
to the bathroom and he was unsteady when
walking, he  asleep a half hour later. At 3 AM,
he was still asleep. At 4:30 AM, he was awake
and requesting help to the bathroom then
assisted him to bed. He was still
complaining of | to his and
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Afacility note on at 1:26 PM by Caregiver
E documented resident #1 was still complaining
of and | . He was given as needed

. at 7 AM and 1:15 PM, Resident #1 stated
that the medicine was not helping.

A facility note on at 4:28 PM by the
facility's RN documented resident #1 was
scheduled for his 11:30 AM tele-visit today with
the APRN. They did not call for the tele-visit and
called the clinic, and the tele-visit would be
rescheduled today at 4:40 PM.

A facility note on at 4:40 PM by the
facility's RN documented the APRN from tele-visit
sent a prescription to pharmacy for | for

. - She will order , for his . and
left | . She will also request a half rail hospitat
bed for safety so when resident #1 gets out of his
bed.

A facility note on at 5:10 PM by the
facility's RN documented the Advanced
Practitioner Registered Nurse (APRN) sent the
new prescription to pharmacy of | for

. She will send order for ,of .\
and left . Not stat order, so he can go to Simon
Med tomorrow morning as a walk in, and when
staff are available to take him. The APRN wilt
provide an order for half rail hospitat bed for
safety when he is getting in and out of bed.

A facility note on at 4:36 AM by Caregiver
G documented resident #1 was awake when
checked at 12:30 AM. He was complaining of his
and  was very painful, He was given as
needed medicationfor, . Checked on him
again a half hour later, and he said his and
were still hurting. |t was suggested to try fo

A025

AHCA Form 3020-0001

STATE FORM

318511

1 continuation shoet 5 of 9




Agency for Healih Care Administration

PRINTED: 06/19/2028
FORM APPROVED

sieep on the left side and wedge a pillow to his

. At 3 AM, checked ont him and he was
awake but in bed. He said that his and
were stilf hurting. He only can have his painkillers
every 6 hours,

A facility note on at 7:40 AM by Caregiver
£ documented that resident #1 had soiled his
protective underwear and bed, His bedding and
clothes are being washed. He was still
complaining of | but seemed to be in better
spirits.

A facility note on at 1:31 PM by Caregiver
£ documented that resident #1 got his

completed today at the imaging center. They
wanted Caregiver E out of the room but resident
#1 kept screaming for Caregiver E to stay in the
room with him. They allowed it. Redirected him to
breathe and calm down so they can capture the
images.

There was no documented evidence for when
Resident #1 finally went out fo the hospital on
{Friday), 3 days later after his on
and there was no documentation that
facility made any follow up efforts with Resident
#1 being in the hospital over the weekend

( .

Areview of the facility’s many policies and
procedures, and the facility could not provide a

risk policy and procedures for high risk for
residents and explained how the facility would
mitigate with interventions.

A review of the facility's change in condition and

significant health event policy effective date
documented the purpose was to protect

resident's health and safety by promptly
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T izt igni changes,

appropriate healthcare, communicating with the
resident's health care provider and responsible
party. in further review the responsibilities of the
direct care staff must promptly report changes,
injuries, symptoms and safety concerns.

The nurse must perform a nursing assessment
and document substantial changes that may
necessitate relocation. The Manager on Duty
must support a timely clinical escalation,
emergency response decisions. An example of a
potential significant change includes f
studden behavioral changes, .
. N . suspected
uncontrofled , . , refusal of
essential medications and signs of Ineglect.
An immediate response and triage required to calt
i i for lif ing i) or
when emergency medicat attention is needed.

Areview of the facility's emergency transport and
emergency department escort effective date

documented this policy applies to
responses to medical emergencies or urgent
medical needs requiring fransportation to an
emergency department (ED), urgent care or other
higher level of care. The facility must respond
promptly and appropriately to medicat
emergencies to protect life and safety of the
residents.

The facility failed to send Resident #1 to the
hospital emergency room immediately to ensure
there was no additional injuries such as a

injury. Resident #1 had been complaining of

. end ,  for 3days. Resident#1 does not
have the ability to determine, understand and
remember if he had other injuries. Resident #1
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hasa inteflectual and

On at 3:18 PM, an interview with
Caregiver D who Resident #1 initially reported his
toon during the overnight shift and

she confirmed that Resident #1 told her he had

on his left side but did not remember much
about it. She did a full body check and did not see
any or injuries. She said that he was
walking and talking and feseling fine. it was further
asked when Resident #1 reported fo her a couple
hours later while doing her rounds that he said his
bed was hard and he was sitting in his chair
watching TV at 5:43 AM, Caregiver D was asked
if Resident #1 stated why he was stating his bed
was hard? Caregiver D answered no that she did
not ask that question and did not foliow up.

On at 3:30 PM, an interview the facility's
RN and requested documentation of her
completed body assessment { ) after she
was aware that Resident #1 had . on

{day before). The facility's RN answered that she
visually completed a body assessment and
immediately called the nurse practitioner to get a
tele-visit; and could not provide any

dc ion of that she a body
assessment on Resident #1 for any | or
injuries. The facility's RN thought that calling the
nurse practitioner was suffice because Resident
#1 was alert, still moving and.watking around.

On at4 PM, an interview with the facility's
RN nurse confirmed that Resident #1 returned to
the facility today and he had a
She further stated that he did not have any
surgery and will require to use a wheelchair for
now; he was prescribed new medication:

500mg and will begin physical
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., next week.

The facility's RN confirmed the findings and said
that anytime the residents report that they  the
facility sends them out to the hospital due fo their

On at 7 PM, an attempted telephone
interview with Caregiver £, no answer, Left
voicemail message, No returned calf

On at 7:10 PM, an attempted telephone
interview with Lead Caregiver F, no answer. Left
voicemail message. No returned calf

On at 7:15 PM, an attempted telephone
interview with Caregiver G, no answer. Left
voicemail message. No returned call

On at 4:37 PM, a telephone exit interview
with the Administrator confirmed the findings.

{Photographic Evidence Obtained)

Class 1
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