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Initiat Coraments

An unannounced bienniat licensure survey,
emergency environmental control survey, and
complaint survey for complaint numbers
2025007498 and 2025008482 was conducted at
Tapestry Senior Living of Tallahassee on

- . Deficient practice was
identified at the time of the survey.

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

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) i d at Risk for

All residents assessed at risk for slopement or
with any history of elopement must be identified
s0 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.AC., 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 fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff frained
pursuant to paragraph 59A-36.011(10)a) or (¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.
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2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facifity staff and faw enforcement as necessary.
The facitity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Efopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement, Ata
minimum, the polictes and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsibie for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibifities,

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.8.

This Statute or Rule is not met as evidenced by:
Based on record review, staff interview, and
policy review, the facility failed to implement their

.. and elopement policy by failing to
ensure all direct care staff participate in a
minimum of 2 elopement drills annually for 2 of 3
sampled staff. (Staff Aand B}
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The findings include:

Review of the facility’s elopement drills since the
last biennial survey on revealed Staff A
{Resident Assistant, hire date Yhad
patticipated in only one elopement drill on
and Staff B (Medication Technician, hire date

} had not participated in any elopement
drills since the last biennial survey.

An interview was conducted with the
Administrator on at 2:42 PM. The
Administrator stated the facifity had no other
evidence of elopement drills for Staff Aor B
because she thought the requirement was annual
drills,

The facility policy for . and Elopement
{revised ) states, °...the Community on a
semi-annual basis will conduct elopement drills
simutating the disappearance of a resident. Alf
associate’s participation in these drills will be
documented.”

Class 1l

59A-36.011(5) FAC Training - First Aid and

{5) FIRST AlD AND

( ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
1o perform and which is issued by an
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instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is ited by the C ission on itati
for Pre-Hospital Continuing Education satisfies
this requirement.

{b) A nurse shall be considersed as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part Iii, F.8., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure a staff member who had
completed a course in First Aid was present in the
facility during 1 of 3 shifts of staff reviewed.

The findings include:

Areview of Employee C's file revealed the staff
member worked the 11:00 PM-7:00 AM shift,
The file contained no evidence of First Aid
training.

An interview was conducted with the
Administrator on at 1:51 PM. The
Administrator stated they have no staff on 11:00
PM-7:00 AM shift with current first aid training
and they do not staff a nurse on the 11:00
PM-7:00 AM shift.

Class il
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