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Initiat Coraments

A revisit to complaint investigation #2025014166
was conducted on at Brookdale
Melbourne Assisted Living Facility. The
deficiency remained uncorrected at the time of
the survey.

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 ocour within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for heatth 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 freat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personat
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, F.AC.

{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 observations, record reviews, and
interviews, the facility failed fo provide adequate
supervision and provide care and services
appropriate to meet the needs of residents by
failing to prevent elopement from a secure
memory care unit for 1 of 2 sampled residents
#7).

Findings:
On at 2:03 PM, resident #7 left the

holiday party in the common area and eloped
through the side delayed egress exit door.

AHCA Form 3020-0001

STATE FORM

TWSP12

1 continuation shoet 2 of 4



PRINTED: 02/13/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11964946 B WING 01/22/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1765 WEST HIBISCUS BLVD
BROOKDALE MELBOURNE
MELBOURNE, FL. 32001
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 025} Continued From page 2 {A 025}

Areview of resident #7's record revealed she was
admitted on - Her record contained a
Resident Health Assessment form (1823}
updated . The resident was assessed to
be at risk for elopement on the health
form 1823, Her di; included
. v e Land
. . Resident #7 was independent with
ambulation and transfer.

On at 1:22 PM, an interview with the

ini was She i
resident #7 had eloped from the memory care
unit. She stated caregiver C was coming into the
memory care unit to start her shift and heard the
side door alarm going off. Caregiver C went to
the door at the same time as caregiver | was
corming out of another resident's room. Caregiver
C looked outside but did not see any residents.
The Administrator went on to say Caregiver C
and caregiver | did a count and found
resident #7 was not accounted for. They then
initiated & facility search that also found resident
#7 was unaccounted for.

During the interview, a tour of the memory care
unit was also conducted with the Administrator.
She tested the fire exit used by resident #7 when
she eloped. The alarm rang foudly when the door
was opened. There was a secondary screamer
alarm which also went off when the door opened.
The door led outside on the side of the facility.
Outside the door was a grassy area surrounded
by a white vinyl horizontal fence. There was a
gate near the front of the facifity. There was no
lock on the gate.

On at 1:45 PM, an interview with the
Health and Wellness Director (HWD) conducted.
She confirmed resident #7 eloped from the
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locked memory care unit through an alarmed fire
exit door. She said after searching the memory
care unit she searched outside the building
including the woods in the and the building
next door. She stated she was unable to locate
resident #7. She then said she decided o cross
the 4-lane road to continue searching for resident
#7. The HWD stated she found resident #7
between the buildings across the street picking
flowers.

{Photo Evidence Obtained)
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