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Initial Comments

This is the follow-up to Complaint survey CCR#
2012-004901 on through cat
Emeritus at Sarasota, an Assisted Living Facility.

One deficiency was found not to be corrected.
This was an uncorrected Class Il. At the time of
the survey deficiencies were identified.

{A 025} 58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility,

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

(a) Monitor the guantity and quality of resident
diets in accordance with Rule 58A-5.020, 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
individual.

{c) 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; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illinesses which
resulted in medical attention, major incidents,
changes in the method of medication
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administration, or other changes which resuited in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on cbservation, record review and
interview, the facility failed to provide supervision
to meet the needs and safety of 1 {Resident #2)
of 17 sampled residents. The facility assessed
Resident #2 as a high . | risk but failed fo initiate
any intervention fo protect the resident Resident
#2 suffered several one resulting in a large

The findings include:

Record review for Resident #2 found an1823
dated . which assessed the resident as
needing assistance with ambutation and
supervision with transfers. The 1823 identified
the resident as having an unsteady gait An entry
on the Service Note (SN) documented a ._.ion
with no injury. The Physician's

communication form (PCF) dated .
documented a | resulting In a large
The SN dated stated the Resident Aid

i reported the resident . | around 1:45 am.
the resident stated she got up to go to the kitchen

1 and lost her balance and | resulfing in a large

oo --—.. The PCF dated -2 documented
resident was observed on the floor no injury. A
physician's order sheet dated .. . documented
the physician was informed ofa __ at 12:30
resulting in a small to the right knee.
The SN dated : stated resident observed
sitting on the floor in her living , " got
up (pointing at her sofa) and came over here, |
guess | The daughter who was present
pointed out the fact resident was not using a
walker.
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The Resident's Care Level leted on
documented the facility's care level for Resident
#2 was “Level 1" Under the section "Transfer" is
was noted the resident has been evaluated and is
independent in transferring. The Resident's Care
Level completed on . __. _ documented the
facility's care level was "Level 4." Under the
sections “Transfer” it was noted the resident
requires standby assistance or oversight with
transfer. The Physical Evaluation for
Resident #2 dated under the section
"Medical History of Present lliness" states
"Patient had a history of at home. Patient has
been falling as well in Assisted Living Facility
(ALF) and sustained a _.... ___on left biceps
area from a recent Patient also demonstrates
increased __...__._.; and fransitional stress.

On at 10:30 a.m. a random resident
identified Resident #2 as having a recent _.|in
the entrance of her .___._. Resident's #2's relative
was present and stated that she had some issues
with the facility that her mother has had too many

On cat 3:22 p.m. the Resident Care
Director stated there was no documentation
available to indicate the facility has increase
assist or supervision {o the resident to ensure

| Resident's #2's safety.

Class It
Correction Date: .. .
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Administrator

Emeritus At Sarasota
5501 Swift Road
Sarasota, FL. 34231

Dear Administrator:

This letter reports the findings of a Complaint revisit survey conducted on 2012 through 2012
by representatives of this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of
Correction (State Form 3020), which references the uncorrected deficiencies and/or new deficiencies, identified

during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than 2012,

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtm as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyors, Should you have any questions please call this office at
{239) 335-1315.

Sincerely,
LYy L (
dl’()ld D. Wiltiams
Field Office Manager

Enclosure
bw

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:ffahca.myflorida.com

Fort Myers Field Off\ce
2295 Victoria Avenue,
Fort Myers, FL 33901
Phone (239) 335-1315; Fax (239) 338-2372




