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Initial Comments.

A Complaint Investigation (Complaint #
2022000671) was conducted at New Horizon
Assisted Living Inc. on . A deficiency
was identified at the time of the survey.

429.26(7) F$; 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

o . 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 ocour 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
designes 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 fo 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 fo 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

A0DC

A025

resident diets in accordance with Rule
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Continued From page 1

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 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 review and interview, the facility
failed to provide adequate supervision as
appropriate for each resident to ensure
awareness of the general whereabouts of one out
of five residents {Resident #1). Resident #1
eloped from the facility and found several hours
{ater in the hospital.

Findings included:

Review of facility's adverse incident summary

report showed that Resident #1 left the facility on
earlier in the night and was found on

the street at around one o'clock in the morning.
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Review of Resident #1's hospital record showed
he arrived to the hospital on via rescue on
. The record revealed, " (Patient)
arrived via rescue due to and has a lac
yon his and to right
. Possible ETOH (|, }. . denies
to the N

Review of Resident #1 record showed he
returned to the facility from the hospital on

. Review of the health assessment
dated showed medical history and
diagnoses of . . with no evidence of
acute { yon H
the resident was on precaution and
elopement risk. Resident need supervision with
pathing, . eating, and grooming. The
resident need assistance with self-administration
of medications.

On at 08:35 AM, the administrator
stated, "He [Resident #1] left in the middie of the
night. In the morning when the staff was about to
make breakfast and went to check on all the
residents, they noticed he wasn't there. Because
he used to go out, they asked his roommate, and
then the roommate said that he left about 5:00
o'clock in the morning. But at the time it was not a
big deal because he used to leave for walks every
day. "

On at 11:05 AM, Staff B {Direct
Caretaker) stated, "His roommate told us he
[Resident #] went out around 5 AM. He is a
resident that used to go for walks. After we
looked for him, 2 hours later we catled to report
him missing because he never stayed out for
more than 2 hours. That's when the officer called
us and told us that he was in the bospital.”
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On at 11:10 AM, Staff C (Direct
Caretaker) stated last time she saw Resident #1
was around 10:00 PM when she went to check on
them (the residents) before she went to sleep.
8he stated that she noticed Resident #1 was not
in his room around 6:00 AM or 7:00 AM, She
stated she could not exactly remember the time
because that was in _ .Shestatedit
was not unusual for resident to go out of the
facility, so they [Staff] did not pay much attention
to resident not being inside the facllity, because
Resident #1 often went for walks. Staff C stated
after about two hours later, when resident did not
return to the facifity, she asked the resident
roommate if he had seen the resident, and the
roommate said that Resident #1 left around 5:00
AM. She stated that was when the staff started
iooking for the resident.
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