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Initial Comments.

An unannounced complaint survey was
conducted at The Blake at Pensacola Operating
Company assisted living facility on 7/17/19 to
review the allegation within complaint
#2015008762. An initial Extended Congregate
Care survey was also conducted on 7/17/19.
Deficient practice was identified at the time of the
survey.

Aclass 1 deficiency was identified on 7/17/19 at
AD025 for concemns related to adequate
supervision and failure to conduct minimum 2
hour checks during the night shift. A resident
experienced a .. during the night shift which
resulted in the resident’s - The resident
was a +and would have required

.\ . }. The staff
did not discover the resident until the morning
hours, and by that time, the resident was and

The Administrator and Director of Weliness
were notified of the class | deficiency on 7/17/18
at 4:25 PM. At the time of the survey, the facility
census was 107, and there were 79 residents in
the facitity with status.

429.26(7) FS; 58A-5.0182(1) FAC Resident Care
- Supervision

429.26

{7) The facility must notify a licensed physician
when a resident exhibits signs of dementia or
cognitive impairment or has a change of condition
in order to rule out the presence of an underlying
physiological condition that rmay be contributing to
such di tia or impai . The notificati

must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
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Continued From page 1

care provider, the necessary care and services to
treat the condition.

58A-5.0182

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

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

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule 58A-5.020,
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 generat 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, heaith 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 record reviews, staff interviews, and
policy review, the facility failed to provide
adequate supervision for 1 of 3 sampled
residents to ensure awareness of the general
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health, safety, and physical well-being. On

, the facility staff failed fo conduct
minimum 2 hour resident checks during the night
shift. Resident #1 experienced &  during the
night which resulted in the resident's

The findings include:

Arecord review for Resident #1 found that the
resident had been residing in a unit
and had a diagnosis of ‘s .
Resident #1 was ambulatory (able to walk) and
was independent in performing her own activities
of daily living. On at 5:40 AM, a nurse
entered the room to find resident #1 .

Review of a statement dated signed by
employee A (licensed practicat nurse night shift)
revealed on at 5:40 AM the nurse entered
resident #1's room and found the resident lying
with her between the night
stand and the bed with coming from her
and . Theresidents |,  were fixed
and open and her skin was and dry to touch.
The resident was ) to name being
called and No or .
detected. Emergency medical services activated
at 5:41 AM. Employee A documented that she
asked employee B if she had seen resident #1
coming and going out of her room during the
night, and she stated, "no," Empioyee A wrote
that resident #1 toilets herself independently, and
staff checks in on resident at the end of shift for
episodes and room cleaniiness.

A statement from employee D dated

indicated empioyee D last observed the resident
in her room on at 10:10 PM. She was
sitting up in bed and then laid back down.
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Review of resident #1's record revealed a
statement indicating the ruled
the resident's to be

A telephone interview was conducted with
employee A on 7/17/19 at 10:30 AM. The nurse
stated she went to the resident's room to give her
medications. The resident was and
not She went to get the personal
assistant and phone to cali 911 and check to see
if resident was a . 8he does not recalt if the
resident was a and did not attempt to
perform because the resident was f

and was The resident's ., .. were
fixed, she had been for a while. She stated
Resident #1 was very independent and did
everything for herself. Employee A stated that this
was the first time she saw the resident on her
night shift and that the personat assistants are
required to check the residents at the beginning
of the shift.

Atelephone interview was conducted with
employee B (personal assistant) on 7/19/19 at
10:45 AM. She stated she worked 11 PM -7 AM
shift and was working at the time of the incident.
The personal assistants typically laid eyes on all
residents at the beginning and end of each shift.
She confirmed she did not observe resident #1 on

during her shift until they found the
resident .

An interview was conducted with the Director of
Wellness {DOW) on 7/17/19 at 11:08 AM. He
stated through other instances they had identified
that staff were not checking all residents every 2
hours, they were under the impression that they
were not to bother some residents at night. He
stated upon completion of the facility investigation
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the facility had no concerns with the resident's

The facility poticy for Delivery of resident care and
services {1.12) reveals rounding the building for
security and safety- the night shift must check all
doors to ensure that the building is secure.
Interior stairwells must be checked at the
beginning of the shift, mid shift and end of shift.
The nurse call system may be utilized to schedule
rautine pages to ensure that specific doors and
areas of the building are monitored within specific
time frames. All doors must be locked and
unlocked according fe the community operation
rules. The wellness staff must conduct a
minimum of 2 hour rounds and resident checks
during the afternoon, evening and night shifts.
The Director of Wellness may request that
specific residents be checked more frequently
according to their level of acuity and needs.

Class |
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