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Initiat Coraments

Asecond revisit to a re-licensure survey was
conducted at Swan at Lake Conway on A
deficiency was identified at the time of the survey.

429.26(7) F8; 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 oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facifity must notify the resident's representative or
designee of the need for health 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 to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Faciliies 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

A 000}

A025

59A-36.012, F.AC.

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PRO

IER F

TITLE X6} DATE

STATE FORM

3

144713

I sontioation sheat € of 4




Agency for Healih Care Administration

PRINTED: 08/07/2028
FORM APPROVED

{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 Rute is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to document in the
record when 1 of 1 sampled resident (#5)
sustained on their and did not
notify a heatth care provider when 1 of 1 sampled
resident did not have a prescribed medication
(#5).
Findings:
On at 10:35 AM, Resident #5 said she had
on her left inner because of
cutting her with & dull shaving razor. She
could not remember the day she did it.
Observations revealed the were dry.

She said that when she did and it was
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she showed it to the Housekeeper, who told her
10 go lay down.

On at 10:37 AM, the Housekeeper said the
Resident showed her the on .
The Housekeeper said the Resident did not telt
her she cut herself and the Housekeeper did not
ask her how the oceurred.

On at 10:40 AM, caregiver A said she saw
the on and thought they
occurred during the Resident's recent hospital
visit, Caregiver A said she did not ask the
Resident about the

The injury was not documented in the resident's
record.

On at 11:45 AM, the Housekeeper said
she did not notify the Administrator when the
Resident showed her the -
On at 12:28 PM, the Administrator said
none of the staff told him about the

Review of Resident #5's health assessment form
{1823), dated . revealed a medical history

of major . adjustment

with mixed disturbance of emotions and conduct,
and .-
Review of a hospital document, printed on s
revealed an order to start the .

, 15 milligrams every night at bedtime.
Review of the Resident's medication
observation record revealed the medication was
not ever given.

On at 11:40 AM, caregiver A said the
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medication was not given because the Resident
said it was too expensive. The caregiver said the
health care provider was never notified.

Class #ll
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