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Initial Comments.

A complaint investigation for comptaint
#2023004984 and #2023012867 was conducted
at Azalea Gardens Special Care
Centeron . ., and . ., N

in conjunction with an Extended Congregate
Care and Limited Nursing Services monitoring
visit. The facility had deficiencies identified at the
time of the investigation.

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

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessaed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be slerted 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 a temporary
emergency basis by the Department of Children
and Famifies 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 to determine that at
risk residents have identification on their persons
that inciudes their name and the facility's name,
address, and telephone number. Staff trained
oursuant to paragraph 59A-36,011(10)(a) or (c),
F.A.C., must be generally aware of the location of
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all residents assessed at high risk for elopement
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Continued From page 1

atall times.

2. The facility must have a photo identification of

at risk residents on file that is accessible to ali

facitity staff and law enforcement as necessary.

The facility's filte must contain the resident's photo

identification upon admission or upon being
atrisk for 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. Ata

rninimum, the policies and procedures must

provide for:

1. An immediate search of the facility and

premises,

2. The identification of staff responsible for

i ing each part of the

response policies and procedures, including

specific duties and responsibiities,

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

facitity in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility

rust 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 observation and interviews, the facility
failed to ensure that residents at risk for
elopement have identification on them that
contain their name and the facllity's name,
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address, and phone number for 3 of 3 sampled
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residents. {Residents 1, 2, and 3}
The findings include:
On , Residents 1, 2, and 3, alf of whom
are identified as elopement risks, were assessed
to ensure that they had identification that
contained their name as well as the facility's
name, address, and phone number. None of the
three residents reviewed had any type of
identification on their person.
An interview was conducted with the Executive
Director on at approximately 2:45 PM.
She confirmed that Residents 1, 2, and 3 were
elopement risks and that the facility did not
ensure that they had the required identification
present on their persen.
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