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Initial Comments.

A complaint investigation (complaint number:
2024010498) and a generator monitoring were
conducted at Elison Senior Living Community of
Pinecrest on . Deficiencies were
identified at the time of 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 facifity. 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
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 59A-36.011(10)(a) or {c),
F.A.C., must be generally aware of the [ocation of
all residents assessed at high risk for elopement
at ail times.
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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.
The facility's file must contain the resident's photo
identification upon admission or upon being
at risk for
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. Al 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
ing each part of the
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 facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

to

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that resident at risk for elopements
had identification on their person that included
their name and the facility's name, address, and
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Continued From page 2

telephone number for one Resident (#4) of one
sampled resident that was at risk for elopement
and had previously eloped from the facility.

Findings Included:

During observations of Resident #4, conducted on

from 08:20am through 10:45am,
Resident #4 was exit-seeking and sitting near the
elevator. Resident #4 did not have identification on
his person that noted the resident and facility's
name and the facility's address and telephone
number.

Areview of a self-reported document, conducted
on , revealed that Resident #4 eloped
from the facility on

During an interviews with Staff C and D, conducted
on at 10:15am, Staff C (Unlicensed

1) and B Aide)
stated that Resident #4 was the only resident that
was at risk for elopements. Staff C and D stated
that Resident #4 did not have identification that
noted the resident’'s name and the name, address,
and telephone number of the facility.

During an interview with the Administrator,
conducted on at 10:49am, the
Administrator agreed that Resident #4 did not have
identification that noted the resident's name and
the facility's name, address, and telephone
number.
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420.256( ) 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256
(3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
conlainer, from where it is stored, and bringing it
to the resident. For purposes of this paragraph, an
syringe that is prefilled with the proper
dosage by a pharmacist and an , thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.
(b) In the presence of the resident, confirming that
the medication is intended for that resident, orally
advising the resident of the medication name and
dosage, opening the container, removing a
prescribed amount of medication from the
container, and closing the container. The resident
may sign a written waiver to opt out of being orally
advised of the medication name and dosage. The
waiver must identify all of the medications.
intended for the resident, including names and
dosages of such medications, and must
immediately be updated each time the resident's
medications or dosages change.
(c} Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by fifting the container to his
or her
(d)Applying .,  medications.
(e) Returning the medication container 1o proper
storage.
(f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
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p

the dispensing cup of the .

(4) Assistance with self-administration of

medication does not include:

(a} Mixing, s » converting, or
. medication doses, except for

measuring a prescribed amount of fiquid

a tablet as prescribed.

of i by any inj
route.

insertedina _ of the body.
(d) Administration of , preparations.

in the treatment of a skin condition,
(f) Assisting with Jor
preparations.

(g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

on the part of the unlicensed person, and the

or her need for the medication and understands
the purpose for taking the medication.
(h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
i with the self- ini ion of

(g} Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

dose of ication into

medication or breaking a scored tablet or crushing

(b) The preparation of syringes for injection or the
(c) Administration of medications by way of a tube

(e} The use of irrigations or debriding agents used

that preclude i judgment

resident requesting the medication is aware of his
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in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008

and this rule.

429.256(3), F.S., assistance with

to take medications as prescribed.
() In order to facifitate assistance with

not be returned to the container.

reaction to the medication or suspected

resident’s record.

medication by an unficensed person as described

(3) ASSISTANCE WITH SELF-ADMINISTRATION.
(a) Any unlicensed person providing assistance
with self-administration of medication must be

. or older, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.

(b} In addition to the specifications of Section

self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident

self-administration, trained staff may prepare and
make available such items as water, juice, cups.
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must

(d} Trained staff must observe the resident take
the medication. Any concerns about the resident's

noncompliance must be reported to the resident's
heaith care provider and documented in the

() When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
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prescribed:

resident’s presence in the facility,

medication record,

or

enable the resident to take medication as

1. The health care provider may prescribe a
medication schedule that coincides with the

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's

3. The medication may be transferred to a pill
erganizer pursuant to the requirements of
subsection (2), and given fo the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,

4. i may be

dose packaging.
(f) Assistance with self-administration of

in Section 429.266(4), F.$

terms "judgment” and "discretion" mean

a resident's condition,

assisting with the self-administration of
medication.

dispensed in an easier to use form, such as unit

medication does not include the activities detailed
(9) As used in Section 429,256(4)(h), F.S., the
preting vital signs and luating or assessing

(h) All trained staff must adhere to the facility's
control policy and procedures when

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and interview,
the facility failed to bring medication in its properly
tabeled container from where it was stored to the
resident and in the presence of the resident,
confirming that the medication was intended for
that resident, crally advising the resident of the
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medicalion name and dosage, opening the
container and removing the prescribed amount of
medication from the container, and closing the
container for one Resident (#6) of one sampled
resident.

Findings Included:

During a tour of the Memory Care Unit, conducted
on at 09:30am. Staff C {unlicensed
Medication Technician) was observed entering
Resident #6's room with a plastic medication cup
that appeared to have crushed medication in
applesauce and a spoon. Staff C did not have any
medication pill packs with her. Staff C told
Resident #6 that the medication was the resident's
morning medications and did not orally advise the
resident of the names and dosages of the
medications.

During an interview with the Staff , conducted on

at 09:33am. Staff C stated that the
medications were Resident #8's moming
medications. Staff C did not state the specific
names of the medications.

A medication observation record review for
Resident #6, conducted on . revealed
that Resident #6 had medications scheduted at
07:00am and 11:00am. There were no medications
scheduie from 08:00am through 10:00am.

During an interview with the Memory Care Director,
conducted on at 09:35am, the Memory
Care Director stated that unficensed Medication
Technicians were supposed to bring the
medication pill packs to the resident and pop the
medication from the pill packs in front of the
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resident. The Memory Care Director stated that
unfi ication Technicians were supposed
to orally advise residents of the names and
dosages of the medications. The Memory Care
Director stated that medications were supposed to
be given within one hours before or one hours after
the scheduled time.
Class Ill
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