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Initial Comments.

Two (2) Complaint investigation #2024010033,
#2024011159 and a generated monitoring was
conducted at La Casa Assisted Living & Memory
Care on . The facility 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 record review and interview, the facility
failed to provide appropriate supervision for 1 of 4
sampled residents (#1) to prevent an elopement
from a secured memory care facility.

Findings:

Resident #1's record review revealed an
admission date of - The last 1823
Health Assessment dated listed
medical history of .

and LHis status was
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occasionally. He needs supervision
with bathing and grooming. He is independent in
all other activities of daily living. He needs
assistance with self-administration of
medications. Resident #1 was identified as high
risk for efopement.

Afacility report documented Resident #1 was
missing and eloped from the Memory Care unit
and found approximately 5 miles away on a major
highway 520 and taken fo the emergency room.
The resident was discharged from the hospital at
B6AM. Law enforcement called the facility to inform
them Resident #1 eloped and they will be
returning him 1o the facility at 9 AM.

A facility note dated at 7 PM, Resident
#1 was last seen eating his dinner in the Memory
Care dining room.

There was no documented evidence of an
elopement monitoring check from at7
PMto 5:45 AM (a 10.5-hour gap) by
Caregiver B working the overnight shift.

A facility note dated at 5 AM, Caregiver
B called out to Resident #1 to come get his early
medication. While waiting for Resident #1,
Caregiver B went to assist another resident with
care.

Afacility note dated at 5:45 AM,
Caregiver B discovered that the side door was
unlocked, and Resident #1 was not in the facility,
Caregiver B searched the facility and surrounding
area.

A facility note dated at 6:45 AM,
Caregiver B called 911 (one hour tater) and called
the Administrator at 7AM and notified the family
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member via telephone at 7:40 AM.

A review of the law enforcement report dated

at 7:47 AM documented that the
elopement was dispatched on at 10
PM. A male caller called a report in that a man
{#1) was near their home near A1A (about 5 miles
from the facility} and stated that the man (#1) was

saying he was trying to getto
Melbourne, Flerida (about 45 minutes away). The
Deputy returned resident #1 to the facility at
9 AM.

Resident #1 was unaccounted for from the
Memory Care for over 12 hours.

Areview of the hospital note showed that
Resident #1 was admitted to the emergency room
on at 1:15 AM and discharged at 6 AM.

A facility note on documented that the

i 1ce Director found i 1
elopement bracelet in a vacant resident room.
Resident #1 had cut it off.

On at 2:30 PM, an interview with the
Wellness Nurse confirmed that Resident #1 had
teft outside the uniocked side door in Memory
Care that leads to the front of the facility that
Caregiver B failed to check, Furthermore, the
Weliness Nurse completed an internal
investigation and determined that Caregiver 8
was asteep during her overnight shift and did not
secure the unit and check on residents. Caregiver
B was reprimanded and no longer works at the
facitity.

Due to caregiver B not checking on the resident
between 7:00 PM and 5:00 AM the exact time the
resident eloped is unknown.
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On at 4:20 PM, an interview with the

Administrator confirmed the findings.

{Photographic Evidence Obtained)
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