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Initial Comments.

A Complaint Investigation #2023016378 was
conducted at Alura Senior Living Assisted Living
Facility and Memory Care on . The
facitity had deficiencies at the time of the survey
visit.

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

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . 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 must notify the resident's representative or
designee 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 to 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 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
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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,
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 ilnesses
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 facility's documentation, resident record
review and interview, the facility failed to provide
appropriate supervision for 1 of 3 sampled
residents (#1) to prevent elopement in a secured
memory care facility as required.

Findings:
An incident was reported on at6:22
AM that resident #1 had eloped from a secured

Memory Care unit through his window.

Resident #1's record review revealed an
admission date of . The 1823 Heailth
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Assessment dated fisted medical
history of type2, .. . y

. deficiency,
P . Ambiyopia, erectile ., .
andmild . His

status was memory care due to short term
memory loss after he forgot to sign out the facility
on white residing in assisted living. He
was independent with all activities of daily living
and needs assistance with self-administration of
medications daily. He became an elopement risk
as of

Facility notes documented on at4:15
AM, resident #1 who had a one on one 24-hour
private sitter documented that resident #1
became combative with her and hit her on the

with his cane. Resident #1 gave her book
{paperwork) and pushed the private sitter out his
room and locked the door. The private sitter sat
outside the door fo let him calm down and did not
hear any other commation through the door in his
room.

At 8:15 AM, the agency nurse F finally unlocked
resident #1's room and uniocked the door to do a
visual check and found the bedroom window wide
open and he was not in the room.

At 6:18 AM, some staff began searching for
resident #1 inside and outside the facility and
reviewed the facility's policies and procedures.

AL 6:22 AM, the agency nurse F notified the
Director of Nursing (DON) and Administrator that
resident #1 had eloped from the facility. The
Administrator notified the family regarding the
elopement incident for resident #1.
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At 6:35 AM, the Administrator arrived at the
facility and calted the local police department to
report and assist with the elopement of resident
#1.

At 8:37 AM, the local police department called the
Administrator to inform her that the police had
found resident #1 at a gas station about a mile
away from the facility.

AL 6:39 AM, the Administrator and DON picked up
resident #1 from the gas station using the
facitity's van and met with the police officer.

AL 6:42 AM, resident #1 was returned to the
facitity and assessed with no injuries found.

The local police officer went to facility to complete
an investigation and gathered facts that resident
#1's window was dis-assembied on his bed and
the screen to the window was laying on the
ground outside the window,

At 8 AM, the Administrator spoke with the family
and issued an emergency discharge letter
effective immediately today.

On at approximately 3 PM, the son of
resident #1 came to move his dad out into a more
all-inclusive Memery Care secured unit o better
equipped to meet resident #1's needs.

On . an elopement drilf and elopement
training were conducted to all staff in the all-staff
meeting reviewing how to deal with a combative
resident and a refresher on the facility's
elopement policies and procedures.

An observation on at 10:30 AM, all
doors and windows in Memory Care have [oud
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interview with the police officer but was not
available. Left a voicemail message.

On at 5 PM, an exit interview with the
Administrator and DON confirmed the findings.
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Initial Comments
Amended A0025 Class 1

A Complaint Investigation #2023016878 was
conducted at Alura Senior Living Assisted Living
Facifity and Memory Care on The
facitity had deficiencies at the time of the survey
visit.

429.26(7) FS; 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

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 occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making .., for the
necessary care and services o treat the
condition. If the resident does not have a
representative or designes or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to 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 to the facility.

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

(a} Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{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 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.

{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 facility's documentation, resident record
review and interview, the facility failed to provide
appropriate supervision for 1 of 3 sampled
residents (#1) to prevent elopement in a secured
memory care facility as required.

Findings:
An incident was reported on at 6:22

AM that resident #1 had eloped from a secured
Mernory Care unit through his window.
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Resident #1's record review revealed an
admission date of . The 1823 Health
Assessment dated listed medical
history of type 2, ,, .
, deficiency, n
P , Ambiyopia, erectile ., '
and mild , CHis

status was memory care due to short term
memory loss after he forgot to sign out the facility
on white residing in assisted living. He
was independent with all activities of daily living
and needs assistance with self-administration of
medications daily. He became an elopement risk
as of

Facility notes documented on at4:16
AM, resident #1 who had a one on one 24-hour
private sitter documented that resident #1
became combative with her and hit her on the

with his cane. Resident #1 gave her book
{paperwork) and pushed the private sitter out his
room and locked the door. The private sitter sat
outside the door to let him calm down and did not
hear any other commeotion through the door in his
room,

AL 6:15 AM, the agency nurse F finally unlocked
resident #1's room and unlocked the doorto do a
visual check and found the bedroom window wide
open and he was not in the room.

At 6:18 AM, some staff began searching for
resident #1 inside and outside the facility and
reviewed the facility's policies and procedures.

At 6:22 AM, the agency nurse F notified the
Director of Nursing (DON) and Administrator that
resident #1 had eloped from the facility. The
Administrator notified the family regarding the
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elopement incident for resident #1.

AL6:35 AM, the Administrator arrived at the
facitity and calted the local police department to
report and assist with the elopement of resident
#1.

At 6:37 AM, the local police department called the
Administrator to inform her that the police had
found resident #1 at a gas station about a mile
away from the facility.

At 6:38 AM, the Administrator and DON picked up
resident #1 from the gas station using the
facility's van and met with the police officer.

At 6:42 AM, resident #1 was returned to the
facifity and assessed with no injuries found.

The local police officer went to facility to complete
an investigation and gathered facts that resident
#1's window was dis-assembled on his bed and
the screen to the window was laying on the
ground outside the window.

At 8 AM, the Administrator spoke with the family
and issued an emergency discharge letter
effective immediately today.

On at approximately 3 PM, the son of
resident #1 came to move his dad out into a more
all-inclusive Memory Care secured unit to better
equipped to meet resident #1's needs.

On , an elopement drill and elopement
training were conducted to all staff in the alf-staff
meeting reviewing how to deal with a combative
resident and a refresher on the facility's
elopement policies and procedures.
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An observation on at 10:30 AM, all
doors and windows in Memory Care have loud
alarms installed.
On at 12:30 PM, an attempted phone
interview with the police officer but was not
available. Left a voicemail message.
On at 5 PM, an exit interview with the
Administrator and DON confirmed the findings.
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