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408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include
control and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and
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providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's visitation poficies
and procedures and interview, the facility failed to
ensure its policy contained all the minimum
requirements,

Findings:

On a request was made to review the
facility's visitation policy and procedure. In
response, the administrator/owner provided an
undated document titled "Visitation Policy.”
Review of the document revealed it did not
contain designation of a person responsible for
ensuring that staff adhere to the policies and
procedures, information regarding personal
protective equipment (PPE), essential caregiver
designation, or consensual physical contact.

The visitation policy also did not contain the
required procedures to allow in-person visitation
in ail of the following circumstances, unless the
resident, client, or patient objects:

End-of-life situations

Acresident, client, or patient who was living with
family before being admitted to the provider's
care is struggling with the change in environment
and lack of in-person family support.

The resident, client, or patient is making one or
more major medical decisions.

Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

Aresident, client, or patient needs cueing or
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encouragement to eat or drink which was
oreviously provided by a family member or
caregiver.

Aresident, client, or patient who used to talk and
interact with others is seldom speaking.

On at 2pm the owner/assistant
administrator confirmed the findings.

Class Il

Initial Comments

Are-licensure survey was conducted on

at Above the Rest Assisted Living Facility. There
were deficiencies identified at the time of the
survey.

59A-36.007(7) FAC Resident Care - Elopement
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 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 & temporary
emergency basis by the Department of Children
and Families pursuant to Section 415,105 or

CZ841
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415.1051, F.S., is exempt from this requirement
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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 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 89A-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
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

at risk 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.
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{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
failed to conduct and document resident
elopement drilis for 3 of 3 staff sampled (Staff A,
B, Administrator),

Findings:

A review of staff A record revealed she was hired
on - Her record did not contain
documentation of participation in elopement drilis
in 2022 or 2023.

Areview of staff B record revealed she was hired
on . Her record did not contain
documentation of participation in elopement drilis
in 2022 or 2023,

Acreview of the Administrators record revealed
she was hired on . Her record did not
contain documentation of participation in
elopement drilis in 2022 or 2023.

On documentation was requested of staff
participation in elopement drills from the
ini: At 2pm she there were

no elopement drilis done. She said she does
elopement policy training yearly.

Class Ili
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