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Initial Comments.

A relicensure survey with Limited Nursing
Services monitoring and complaint number
2020019867 was conducted at  Casita Assisted
Living Facility from o .
Deficient practice was identified at the time of the
survey.

59A-36.007(8) FAC Resident Care - Elopement
Standards

59A-36.007

{8) ELOPEMENT STANDARDS.

(@) i at Risk for .
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 heaith care provider or
a mental 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.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
polices and procedures, the facility must make,
at a minimum, a daily effort to 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 (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
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at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

atrisk for it o
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. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

each part of the

response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith 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 facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to complete two elopement drills per year
with its staff for two of two years reviewed.

The findings include:
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Areview of the elopement drill documentation
revealed the last elopement drili was

s . There was no documentation of any
additional elopement drills being performed.

An interview was conducted with Employee C on
at 08:45 AM concerning elopement
drills being performed. Employee C confirmed the
{ast elopement drill was conducted in
and another one needed to be conducted.

Class Ili

A077] 429,176 FS; 420.52(  ),59A-36.01(1) FAC Ao77
$8=D| Staffing Standards - Administrators

429.176 Notice of change of administrator.-If,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational
requirements and has completed the applicable
core educational requirements under s, 429.52. A
facliity may not be operated for more than 120

ive days without an in who
has completed the core educational
requirernents.

429.52
{4} A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 429,18,

ini ficensed in with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
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Continued From page 3

as determined by the agency by rule

(5} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is.
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to alf
residents as required by chapters 408, part Il,
429, part ), £.8., and rule chapter 59A-35, F.AC.,
and this rule chapter.
{a) An administrator must:
1. Be atleast | .
2. If employed on or after
have, at a minimum, a high school dnploma or
GED,;
3. Be in compiiance with Level 2 background
screening requirements pursuant to sections
408.809 and 429,174, F.S;
4. Complete the core training and core
competency test requirements pursuant to rule
B9A- 36 011, F.AC., no later than 80 days after
i as a facility i
Administrators who attended core training pnor 10
. . are not required to take the

compe(ency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements
pursuant to rute 59A-36.011, F.A.C.

who are not in compli with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
(b} In the event of extenuating circumstances,
such as the of a facility administrator, the
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agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC, and,
2. Complete ail additional training requirements if
the facifity maintains licensure as an extended
congregate care or limited mental health facility.
c) ini may supervise a d of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living facilities, each ficensed for 16 or
fewer beds and all within a 15 mile of each
other, Is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
(d} An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

quil nts, and i i
requirements as an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program prior to
. are not required to take the

competency test unless specified elsewhere in
this rule. In addition, 8 manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c) of this rule, and
may not . serve as an adminisirator
of any other facility.
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{e) Pursuant to section 429.176, F.S., facility
owners must notify the Agency Centrai Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, , which
is incorporated by reference and available onfine
at:

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-08393.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews the
facility failed to ensure that it did not operate
greater than 90 days without supervision of a
quatified Administrator. This has potential to
affect all residents of the facility.

The findings include:

Upon entering the facility on at 8:20 AM,
Employee B was asked to notify the facility's
Administrator of the survey. She explained the
facitity did not have an Administrator right now.

An interview was conducted with Employee C, on

at 11:46 AM to clarify who was acting as
the Administrator. The facility's Owner was noted
as the Administrator according to a review of the
Agency's public Webster, Florida Health Finder.
Employee C confirmed the Owner did not have
core training or any other mandated new
employee training. He opened the business

. Employee C's stepdaughter took the

core training and test but is not employed at the
facitity yet, and had not completed a background
screening. Employee C confirmed the facility did
not have a core trained and tested Administrator.

An interview was conducted with Employee C via
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Continued From page 6

phone on at 3:20 PM to confirm the
fength of time the facility has not had a core
trained and tested Administrator. He reported he
does not know how long the facility has not had
one.

Correspondence from the former Administrator
received by the Agency's licensing unit explained
that she resigned at the end of 2020.
Photographic evidence obtained,

Class Ili

429.275(2) F'S; 59A-36.015(2) FAC Records -
Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if
i ion of i with all
training requirements of this part or applicable
rule, and a copy of all icenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
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Continued From page 7

59A-36.011, FAC.,

2. Copies of all licenses or certifications for all

staff providing services that require licensing or

certification,

3. Documentation of compliance with level 2

background screening for alf staff subject to

screening requirements as specified in section

429.174, F.8., and rule 59A-36.010, FAC,,

4. For facilities with a licensed capacity of 17 or

more residents, a copy of the job description

given to each staff member pursuant to rule

59A-36.010. FAC,

5. Documentation verifying direct care staff and

administrator participation in resident elopement

drills pursuant to paragraph 59A-36.007(8)(c),
.C.

{b} The facility is not required to maintain
personnel recerds for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in rule 59A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
FAC.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to have complete personnel records for two
of two staff members reviewed.

The findings include:

Areview of the employee file for Employee A, with
a date of hire on , noted Control,
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Assistance with Daily Living, Elopement, and
Incident Reporting trainings, as well as a current
background screen, were missing from her
employee file.

Areview of the employee file for Employee B,
with a date of hire in , noted Assistance
with Daily Living, Elopement, incident Reporting
trainings, as well as a current background screen,
was missing from the employee file.

A review of the Background Screening
Clearinghouse reveated Employee Ahad a
screening dated . Employee B had a
screening dated

An interview was conducted with Employee C on

at 11:20 AM. He confirmed the above
trainings and background screenings were
missing for both employees in the employee
records.
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