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0000 - Initial Comments

An unannounced complaint survey for CCR#2019001180 was conducted on at LaColonia 1l
ALF, Inc., an assisted living facility, (license #12331) in Cape Coral, Fiorida.

The complaint contained one allegation which was substantiated with deficiencies.
The following is description of deficiencies.

D025 - Resident Care - Supervision - 429.26(7} FS; 58A-5.0182(1) FAC

Based on record review and staff interview, the facility failed to provide appropriate supervision to
prevent elopement for one (Resident #3) of two residents.

The findings included:

On at 10:45 a.m_, the Assistant Administrator said (by interpreting Staff A) Resident #3 eloped
from the facility in . The police brought him to the facility. The staff were not aware
Resident #3 had left the facility. She said Staff A talked with the Department of Children and Families
and wrote up a report for them.

Areview of Resident #3's record showed there was no documentation of this incident. The health
assessment also shows he has a diagnosis of

The facility did not provide the appropriate supervision for Resident #3 to prevent him from eloping from
the facility.

Class Hl

D165 - Risk Mgmt & QA; Adverse Incident Report - 429.23( & } FS; 58A-5.0241 FAC

Based on record review and staff interview, the facility failed to submit an adverse incident report on one
{Resident #3} of two resident records reviewed.

The findings included:

On at 10:45 a.m., the Assistant Administrator said (by interpreting Staff A) Resident #3 eloped
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Class !

A review of the facility's incident reports showed this report was not written.

from the facility in . The police brought him to the facility. The staff were not aware
Resident #3 had left the facility. She said Staff A talked with the Department of Children and Families
and wrote up a report for them. Staff A did not write up and submit an adverse incident report to the
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