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AQC0 Initial Comments AD00

An initial survey was conducted at Bradford
Homeliving, LLC in Jacksonville, Florida on

,2012. Deficiencies were identified
as a result of the survey.

A 032 58A.5.0182(8) FAC Resident Care - Elopement A032
Standards

{8) ELOPEMENT STANDARDS.

(a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement shalt be identified
so staff can be alerted to their needs for support
and supervision.

1. As part of its resident elopement response
policies and procedures, the facility shall 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 attention
shall be directed towards residents assessed at
high risk for elopement, with special attention
given to those with and
related ... . assessed at high risk.

2. At a minimum, the facility shall have a photo
identification of at risk residents on file thatis
accessible to all facility staff and law enforcement
as necessary. The photo identification shali be
made available for the file within 10 calendar
days of admission. In the event a resident is
assessed at risk for elopement subsequent to
admission, photo identification shall be made
available for the file within 10 calendar days after
a determination is made that the resident is at
risk for elopement. The photo identification may
be taken by the faciiity or provided by the resident
or resident " s family/caregiver.

| (b) Facility Resident Elopement Response
Policies and Procedures. The facility shall
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develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures shall
include:

1. An immediate staff search of the facility and
premises;

2. The identification of staff responsible for
impiementing each part of the elopement
response 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
shall conduct resident elopement drifls pursuant
1o Sections 429.41(1)(a)3. and 429.41(1)()), F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, staff interview, and facifity
records, it was determined the assisted living
facility failed to ensure it had a detailed written
policy and procedure for responding to a resident
elopement.

The findings include:

1.0n record reviews revealed facility
failed to have established elopement policies and
procedures available during surveyor visit.

2.0n _ .. atapproximately 9:10 am,
during interview with administrator, it was
revealed facility had not established a detailed
written policy and procedures for a resident

BRADFORD HOMELIVING LLC JACKSONVILLE, FL 32208
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elopement. Administrator stated he had no
knowledge of him needing to have a written
policy and procedures for resident elopement and
that he did not have one. No policy or procedures
were made available during survey visit
Class Il
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT . ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

L2012

Administrator

Bradford Homeliving, LLC
2335 Soutel Drive
Jacksonville, FL 32208

Dear Administrator:

This letter reports the findings of a state initial licensure survey that was conducted on 2012bya
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after , 2013 to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahcamyflorida.com/Publications/Forms.shtmi as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at

Sincerely,

(s A

Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KW/sm
Enclosure

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitp://ahca myflorida.com

Jacksenville Field Office

921 N. Davis St,, Bidg. A, Suite 115
Jacksonville, FL 32209

Phone (904) 798-4201; Fax (304) 359-6054




