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Initial Comments.

A complaint investigation #2023010520 was
conducted on at Summer Time
Assisted Living, Winter Park. A deficiency was
found 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
resident diets in accordance with Rule
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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 have a general awareness of a resident's
whereabouts resulting in an elopement for 1 of 2
residents (#1).

Findings:

Ir a review of resident#1's record and health
assessment dated it revealed the
following information.

the resident was admitted on with a
{imited mental health status. The medical history
revealed a diagnosis of , ,

L i i with ication and he
was not an elopement risk. In further review of
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resident#1's record it revealed the following: a
community living support Plan dated which
states calming strategies for the resident when

are to listen to music, read a book, talk to
staff, take a shower, exercise, drink a beverage,
go for a walk, smoking.

In review of resident#1's facility progress notes
dated from admission it revealed:

5:29pm Resident was harassing
residents and staff. Tatked to him to stop or
manager will issue a 45-day notice.

Resident is issuing a 45-day notice for
aggressive behaviors.

Resident refused his tele med appt
with physician.

2:45pm Resident was seen by fellow
resident damaging the AC unit outside. Staff
checked and pipe was bent. Staff tried to talkk to
him, but he was aggressive towards staff. Staff
called police at 1:55pm and they came to
check the unit around 2:35pm. The resident did
not meet criterta.

8pm Resident refused medication.

12am, 4am resident not in room during

count

6:35am at 6:20am staff calied police to
report the resident as a missing person.
6:30am officers arrived, checked room, and
collected information. Placed on missing person
fist caseft 23-41958
Facility notes-

Resident seen destroying ac unit
outside Staff checked on it and it was damaged.
Staff calied 911 and police stated he did not
quaify for . Resident ran from police.

9pm resident refused his medications,
42am resident in his room, 4am resident in his
faom.

There were no notes using the caiming strategies
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fisted on the community plan to deescalate
aggressive or behaviors.

In a review of the facifity's resident 4-hour
observation monitoring revealed the following
times resident#1 was not present in the facility:

out of building 4pm, 8pm
out of building 4pm
out of building 4pm
out of building 4pm
out of building 8am and 12pm
out of building 12pm,.4pm, 8pm
out of building 12pm
out of building 8pm
out of building 8am
out of building 4pm and 8pm
out of building 4pm, 8pm
out of building 8am and 12pm
out of building
out of building 4am and 12pm
marked out of the building at 8pm
4am mark out of building 8am-8pm
marked MP Missing person

Reviewed entry and exit logbook the only times
resident#1 signed in and out.

- 11:48am signed out.

- 83pm-10:24pm signed out.

In a review of the facility's rules and elopement
policy it states all residents are to be in the facility
by 12am unless approval by staff. The elopement
policy states elopement occurs when a resident
does not sign in or out of the logbook and staff is
unaware of a resident's whereabouts. Staff will
monitor residents every 4 hours. Minimum of two
(2) elopement drilis per year conducted by
administration and staff. In further review the
facitity had not performed elopement drifls for the
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year of 2023. Last elopement drilf

In an interview on at 10:15am with the
facility manager and caregiver, he stated
resident#1 was aggressive and hyper. He stated
he would often just go outside to smoke. He
stated the facility does do elopement drilis but not
sure when the last one was. He stated the
resident has not yet returned but he was given a
45-day notice prior to this event happening, He
stated they followed the protocol and called police
and his family. He stated the calming strategies
were never used and they should have been, but
they were not familiar with the resident yet, He
stated he has not read the community living
support plan for the resident.

In an interview on at 11:00am with
Staff D, he stated resident#1 smashed the new
unit outside and it is in the process of getting
repaired. He stated it is not the same unit as the
main one that does the resident rooms, common
area and haliways. He stated it did not affect the
residents at all. He stated he thinks he has
completed elopement drills but not sure. He
stated he is not aware of any calming sirategies
for resident#1 or what the procedure was for
deescalating of the resident.

In an interview on 11:15am Staff B He
stated he was not sure what an elopement drilt is.
He stated resident#1 was aggressive and hyper
and often would just go outside of the facility and
walk around. He stated he did not know what the
calming strategies were for the resident#1 or
what was in the community support plan for him.
He stated he was not briefed on resident#1's
behaviors, He stated he was not sure what the
elopement policy contained exactly. He stated
resident#1 would outside and not sign in
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or out of the logbook. He stated he was on the
4-hour monitoring.

In an interview on at 11:30am Staff E
stated she was hired 8 or 9 months ago and does
not know what an elopement drilt is and has not
done one yet. She stated she does not know what
the facifity efopement policy is and not sure if she
was trained on it. She stated resident#1 was

and would often just leave the facility to
go to the store and she was not sure if he signed
in or out of the logbook. She stated he would

all the time. She stated the staff does

checks every 4 hours uniess the resident

needs more supervision than it is every 2 hours.
She stated she did not know what a community
support plan was.

In an interview on at 2pm with the
administrator, stated that resident #1 was given a
45-day notice on before he efoped.
She stated he was too aggressive, and residents
were complaining. She stated he broke the AC
unit on the new side of the building on the second
floor. She stated it does not affect the rest of the
building or where they live, sleep, or ocoupy. She
stated they did the count, and he was
missing, and they calted the police and did a
count again. She stated the resident was too
difficult to control. She stated she does not use
the calming techniques and did not know what
they are on the community care plan. She stated
the resident was always walking in and out of the
building either going to the store and smoking.
She stated she not aware if he signed in or out.
She stated the resident has nof returned fo the
facility yet. She stated his family has not heard
from him either. She confirmed the staff has not
done elopement drills since last year sometime,
but they are aware of what to do duting an
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elopement.

Interview with the administrator on at 4:05
revealed resident was brought to the facility
on by Law Enforcement. The resident
was located by the police at a nearby gas station.
The resident was hanging out in the general area
of the facility. The resident did not want to stay in
the facifity. He backed his belongings and left the
next day on
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