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Initial Comments.

An unannounced complaint survey for complaint
#2019013830 was conducted through

at Arden Courts of Sarasota, an assisted
tiving facility in Sarasota, Florida.

Complaint #2019013830 was substantiated at tag
ADD25.

The following is description of the deficiency.

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

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

" s or has a change of condition
in order to rule out the presence of an underlying
physiclogical 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
facitity shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

59A-36.007

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 quantity and quality of
resident diets in accordance with rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
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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, 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 review and staff interview, the
facitity failed to provide personal supervision for 1
{Resident #1) of 1 resident reviewed. This
resulted in Resident #1 exiting an unlocked dining
raom door into a secured courtyard at 11:00 p.m.
at night.

The findings included:

\ record review revealed on
Resudent #1 exlted the facility through a dining
room door that had been left unlocked into a
secured courtyard. She was found at 10:55 p.m.,
in the secured courtyard. The facility is a focked
memory care facility.

On at 1:35 p.m,, in an interview with the
Resident Services Coordinator {(RSC) she
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confirmed Resident #1 did enter a secured
courtyard through an unlocked door on

The adverse incident report analysis completed
by the facility concluded a caregiver failed to fock
the door the resident exited from and the
corrective action was disciplinary action for that
employee and retraining for the licensed nurses
and caregivers related to lockdown procedures.
In addition, the report stated the evening and
night licensed nurses are checking all doors to
ensure they are locked. Retraining was not
initiated until and was only provided to 15
staff of which only 2 primarily worked the
evening/night shift. There were approximately 33
ficensed nurses and caregivers employed at the
facitity on the date of the incident and there was
no evidence the remainder were retrained. There
was no evidence the employee identified as not
{ocking the door ever received any disciplinary
action.

On , the RSC initiated a new form to be
completed by the 7:00 p.m. to 7:00 a.m. licensed
nurses. The form is a security checklist that is to
be completed hourly and includes: checking that
alf exterior doors are locked, checking that
exterior doors from the dining room and
community center are locked and courtyard
checks are completed timely. Review of the form
revealed since initiation of the form on |
the form was not completed on 36 days or was
only partially completed on another 36 days. The
form was only 100% completed on 20 days since

On , at approximately 1:45 p.m., in an
interview the RSC confirmed the licensed nurses
had not been completing the security checklist as
required, therefore there was no documented
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evidence the exterior doors were being checked
as required. She also confirmed retraining was
not completed for all ficensed nurses and
caregivers and confirmed only 2 staff on the
evening and night shift had received the required
retraining.
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