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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation and interview,
the facility failed to submit the annual

Compl ive £ plan
{CEMP) for the year 2024 to the local emergency
management as required.

Findings:

Areview of the last approved CEMP was dated

. There was no documentation that the
2024 CEMP was submitted in the allowed time of
60 days prior.

On at 12pm, an interview with the
administrator confirmed the findings.

Class

A0GQ0 Initiat Comments A 00O
A itoring and a int survey
(2024011479} was conducted on at

Summertime Assisted Living. Deficiencies were
found at the time of the visit.

A025 429.26(7) FS; 53A-36.007(1) FAC Resident Care A025
$8=G ! . Supervision

428.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

. . or has a change of condition
in order to rule out the presence of an underlying
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physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making |, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

50A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facifities must offer personat
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident's whereabouts, The resident may travel
independently in the community.

{d) Contacting the resident's heaith care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.
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{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record reviews, observation and
interviews, the facility failed to ensure the safety
and awareness of 1 of 2 sampled residents (1) to
prevent elopement from occurring.

Findings:

In a record review of resident #1, it revealed an

admission date of and a health
assessment dated . Medical history of
. e s , and
hyperextension. Resident #1 required medication
inistrati i and no assk with

daily living. Resident #1 was not an elopement
risk. There was no power of attorney, health
advocate, guardian or case worker documented
in the record. In a review of the resident's
medication record it confirmed the resident
receives the following medication:

6.25 mg, every 12 hours, . 500
mg at bedtime and . 20 mg daily

Further review of the resident #1's record
revealed the following facility progress notes:

Resident relative called to request an
increase in medication, since the resident is not
stable and . If he gets & hold of money,
he will leave the facifity
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Resident informed staff he is leaving
on and would not disclose where he is
going. Staff informed the sister, and she called
iaw enforcement and had him

- Resident was for
attempting to leave the facility and go to the
airport. Sister was alerted by the resident that he
was leaving the facility, and she called taw
enforcement. Law enforcement the
resident. The resident returned to the facility from
the hospital on .

The resident was last seen by staff
during 4pm and 8pm rounds. Staff called family,
and reported she received a text from another
relative of resident #1 reporting the resident
stated he was flying away. Staff called law
enforcement

Law enforcerent alerted facility that
resident #1 is on a flight fo istanbul. Flight
departed from Oriande at 6pm to JFK airport.
Flight from JFK to Istanbul departed at 12:30am
going to Istanbul to Bosnia.

Family alerted facility the resident
wants to return to the US.

Family alerted facility the resident wilt
2024.
Resident

return in
in facility.

In a review of the internal report dated

it confirms the resident was not in the facility at
4pmon during the 4pm rounds or the
8pm rounds. He did not sign out of the facility or
notify staff that he was leaving the premises. Staff
called the family, and they stated that he texted
them stating he was flying away to visit relatives.
Staff called law enforcement. Facility
was informed by an investigator that the resident
was flying to istanbul and then to Bosnia. The
resident expressed in the past he wanted to
return to his country.
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In a review of the facility's elopement policy it
states staff on duty will complete a check
every 4 hours to monitor the whereabouts of alt
residents. Staff will perform count every 2
hours for residents at risk for elopement.
Residents must sign the logbook whenever they
leave and return to the facility with date and time,
destination, time of departure, estimated time of
return.

In a review of the Law enforcement report the
following:

Upon arrival at 909 North Wymore Summertime:
retirement home, | met the caretaker on duty. The
following is a synopsis of her verbal statement:
After the caregiver did her routine checks she
noticed after some time that the resident was not
accounted for, nor did he sign out saying he was
leaving.

Caregiver checked. his room and noticed he had
{eft his key and had clothes out on the bed. She
also asked some of the other residents and one
of them said they saw him leave in a taxi wearing
a blue long-steeved shirt and blue jeans. After
that the caregiver called the resident's relative
and asked if she had heard from him. The family
member stated she had a voicemail from the
resident stating that he was on his way to the
airport to go to Kazakhstan. Lucia also stated that
Mile has no way of obtaining money to buy a
ticket or to even call a taxi to get to the airport.

A check of the area was then conducted around
the building to no avail. The resident’s room was
checked, and he did not see him there.

Observation of resident #1 on at
10:30am, he did not have an identification
bracelst on his person.
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Interview on at 10:35 am with resident
#1 he stated he tried in to go to his
county Bosnia to see a dector and his family
called the police on me, He stated the police
brought me to the facility. He stated he was
trying to atternpt again, and his family stopped
him and called the police again on him. He
stated he got the to go money from the stimulus
checks by the president. He stated again the
sheriff brought me . He stated he lost alf his
money on the two plane fickets and never got to
go home to see the doctor and his relatives, He
stated he understands the rules here and he did
alert the staff the first time he was leaving but his
family called the police and brought him to
the facility. He stated the second time he did not
tell anyone because they would call the police
again. He stated he will not attempt this anymore.
He stated he does not have a power of attorney,
guardian or case worker.

Interview on at 11am with caregiver A,

is admini or), she there
were no interventions put in place to prevent an
elopement after the first atiempt to leave the
facility. She confirmed the resident does not have
an identification bracetet and did. not know that
was a requirement. She confirmed the resident
did not have a guardian or power of atforney at
the time of the incident. She stated the facility
does 2 elopement drills per year. She stated
resident #1 is checked on every 4 hours as they
do not consider him a risk for elopement even
though he attempted twice to leave. She
confirmed the resident did not have any
medications with him when he eloped, She stated
she was aware that resident #1 had mentioned
he wanted to return to his country several times
but just brushed it off.
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Interview on at 11:30am with caregiver
B, she stated they do rounds every 4 hours and
every 2 hours if the resident is at risk for
elopement, She stated they only check on
resident #1 every 4 hours as no one considers
him an elopement risk even after the incidents.
She stated the facility does 2 elopement drills per
year. She stated she does not know how he
survived without his medication being gone so
{ong. She stated resident #1 did alert staff he was
leaving in the first time he attempted 1o leave
but no one took him seriously, and he did not get
far. She stated he has lived here a long time and
has never attempted fo leave before. She stated
resident #1 did mention several times he wanted
o leave and go to his country but never
thought he would be able to do that.

Interview on at 1pm with the
administrator, he confirmed the above findings.

Class #

B59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must

A025

A 180
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include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{¢}) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with docurmentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

(&) The facility's liability insurance policy required
in Rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h} If the facility advertises that it provides special
care for persons with ‘s or
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related . a copy of all such facility
advertisements as required by Section 429.177,

{i) A grievance procedure for receiving and
responding fo resident comptlaints and
recommendations as described in Rule
59A-36.007, FAC.
{i) Al foed service records required in Rule
59A-36.012, F.A.C,, including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
{k) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
10 Section 429.435, F.S., and rule Chapter
69A-40, F.A,C., issued within the last 2 years.
{1) All sanitation inspection reports issued by the
county health department pursuant to Section
381,031, F.8,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Section 428.35, F.S., all

survey, i fon and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.
{n) The facility’s resident elopement response
policies and procedures.
{0) The facility's documented resident elopement
response drills.
{p) The facility's policies and procedures pursuant
1o subsection 59A-36,007(10), FAC;
{q) The facility's prevention policies and
procedures;
{r) The facility's medication practices;
{s) The facility’s policy on physical :
{t) The facility's policy on assistive devices;
{u) The facility's policy on third-party providers;
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{v) The facitity's policy on visitation pursuant to
Section 408.823(2)(a), F.8.;

{w} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, F.A.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation and inferview,
the facility failed to ensure the required annuat fire
safety inspection and the health inspection issued
by the county health department was completed.

Findings:

Areview of the last annual fire safety inspection
was dated . Areview of the fast annual
health inspection was dated . There was
no evidence of inspections for the year 2024,

On at 12pm, an interview with the
Administrator confirmed the findings.

Class il

A 032 59A-36.007(7) FAC Resident Care - Elopement AO32
88=D | 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
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days of being admitted to a facility. If the resident
has had a heailth 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 Chiidren
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 telephons number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or (c),
F.A.C., must be generally aware of the ocation of
alf residents assessed at high risk for elopement
at all imes.
2. The facility must have a photo identification of
at risk residents on file that js accessible to all
facility staff and faw enforcement as necessary.
The facifity's file must contain the resident's photo
identification upon admission or upon being

at risk for 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. 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
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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 docurment 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, record review and
interview, the facility failed to ensure that 1 out 2
sampled residents (#1) had identification on his
person after an elopement occurred.

Findings:

In a review of resident#1 record, it confirmed he
attempted to elope from the facility in

and then eloped from the facility on

He was returned fo the facility weeks later.

In an observation on of resident#1,

i 1 did not have i ion on him with
the facility's name, address and phone number,
Resident#1's picture and information were not at
the front desk as required. after the resident is
identified as an elopement risk.

In an interview on with the assistant
administrator, she confirmed she did not know
identification with the facility's information on
resident#1 was required.

Class #Hl
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