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A000; Initial Comments A 000

An i i survey, with extended

care itoring, was on
12/15/25. Deficiencies were identified at the time
of the survey.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mentat health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., Is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or {¢),
F.A.C., must be generally aware of the location of
all residents assessed-at high risk for elopement
at all times,

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary.
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The facility's file must contain the resident’s photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement,

{c) Facility Resident Elopement Drills, The facitity
must conduct and document resident elopement
drills pursuant to Section 428.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure elopement drills were conducted
twice a year.

Findings included:
Areview of Staff B's record revealed she was

hired on 6/21/24. Review of elopement drilt
records revealed Staff B had not participated in
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any of the drills, and her training records did not
indicate she had any training in elopement
response.

Areview of Staff C's record revealed she was
hired on 12/20/24. The elopement drill records
showed Staff C only participated in one drifl,
dated 11/24/25,

An interview was conducted with Staff A at
11:21am on 12/15/25. in the interview, she stated
she had been working at the facility for 6 years
and could not remember the last time she
participated in an elopernent drill.

An interview was conducted with the
Administrator at 1:34pm on 12/15/25. Inthe
interview, she stated she began work at the
facility in June of 2025 and was working on
catching up missing items, including elopement
drills and education, which she acknowledged
were not being done timely. Evidence was not
provided to show Staff B recieved slopement
response training.

Photographic evidence obtained.

Class #ll

AE208; 50A-36.021(8) FAC ECC - Service Plans AE208

(6) SERVICE PLANS.

{a) Before receiving services, the extended
congregate care administrator or manager must
develop a preliminary service plan that includes
an assessment of whether the resident meets the
facifity's residency criteria, an appraisat of the
resident's unigque physical, psychological and
social needs and preferences, and an evaluation
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of the facility's ability to meet the resident's
needs.

{b) Within 14 days of receiving services, the
extended congregate care administrator or
manager must coordinate the development of a
written service plan that takes into account the
resident's health assessment obtained pursuant
o subsection (5); the resident's unique physical,
psychological and soclal needs and preferences;
and how the facifity will meet the resident's needs
including the following if required:

1. Health monitering,

2. Assistance with personal care services,

3. Nursing services,

4. Supervision,

5. Special dists,

6. Ancillary services,

7. The provision of other services such as
transportation and supportive services; and,

8. The manner of service provision, and
identification of service providers, including family
and friends, in keeping with resident preferences.
{c) Pursuant to the definitions of "shared
responsibility” and "managed risk” as provided in
section 429.02, F.8., the service plan must be
developed and agreed upon by the resident or
the resident's representative or designee,
surrogate, guardian, or attorney-in-fact, and must
reflect the responsibility and right of the resident
to consider options and assume risks when
making choices pertaining to the resident's
service needs and preferences.

{d) The service plan must be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident’s physical or mental
status, or pursuant to recommendations for
modifications in the resident's care as

dc in the nursing
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure that residents receiving extended
congregate care (ECC) services had a service
pian which was reviewed quarterly for 1 of 2
residents receiving ECC services (Resident #2).

Findings included:

Areview of Resident #2's record, on 12/15/25,
revealed she was receiving ECC services and
had an initial ECC service plan dated 9/22/23.
The resident’s latest ECC service plan update
was dated 6/20/25.

An interview with the Administrator was
conducted at 11:05 am on 12/15/25. She stated
that she knew that there was not a more recent
ECC service plan in Resident #2's record, than
the one dated on 6/20/25. She stated she was
unaware that the ECC service plans were
required to be reviewed and updated quarterly.
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