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Initial Comments

A Complaint Investigation Survey CCR
2013002686 was conducted on . 2013,
Professional Home Care lil inc had deficiencies
found at the time of the survey.

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

(8) ELOPEMENT STANDARDS.
(a) d at Risk for Elop
All at rigk for or
with any h;story of ebpement shall be identified
so staff can be alerted to their needs for support
and supervision.
1. As part of its resident elopement response
pohc:es and procedures, the facility shall make, at
a a daily effort to ine that at risk
residents have identification on their persons that
includes their name and the facifity * s name,
address, and telephone number. Staff attention
shall be directed towards residents assessed at
high risk for with specnal
given to those with and
related i assessed at high risk.
2. At a minimum, the facility shall have a photo
identification of at risk residents on file that is
accessible to all facility staff and law enforcement
as necessary. The photo identification shall be
made available for the file within 10 calendar
days of admission in the event a resident is

d at risk for
admission, photo identification shall be made
available for the file within 10 calendar days after
@ determination is made that the resident is at
risk for elopement. The photo identification may
be taken by the facility 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

nmplementlng each part of the elopement
policies and p

specrﬁc duties and tesponsubllaues,

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 efopement drills 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 record review and interview the facility
failed to assess residents at risk for elopement
for 1 of 2 (#1) sampled residents. The facility
failed to follow their elopement poloc!es and
procedures for 1 of 2 (#1)

Findings include:

The facility failed to report elopement to the
agency.

Facility contains elopement policies on file and
elopement drills which have completed. Record
review on at 9:26 a.m. found that
resident #1 did have a photo 1D with a signed
consent form available at the facility. Record
review found that the 1 day incident report was
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not sent to the agency. The facility had not
completed or filed an incident report for resident
#1 who eloped in . The facility did not
have a separate pian of action individually tailored
1o the resident’s needs to avoid future
reoccurrences of an incident. There were
progress notes documenting this incident.

Interview with the administrator on on
1:10 p.m. confirmed that a report was not filed
with the agency she stated;” | didn ’ t think | had
to report it since he we knew he has at the
hospital the next day, | will review our elopement
policy with the staff and residents, also have a
meeting with ali our residents and review our
open door policy and remind them to be mindful
of making sure the gate is locked before they
leave or come back into the facility. "
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FLORDA ACENCY FOR HEALTH CARE ADPINGTRATION

Ré%(\,[sigg& Better Health Care for all Floridians ELI@%ERTQADRP\? K
,2013
Administrator
Professional Home Care III, Inc
447 East 26 Street
Hialeah, FL 33013
Dear Administrator:
Re: CCR #2013002686
This letter reports the findings of a state complaint survey that was conducted on 1, 2013 by

representative(s) 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 o, will conduct a review after. 20 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
hitp://ahca.myflorida.com/Publications/Forms.shtml 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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

#,, Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
XG99
Headguarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Sute 300
Taliahassee, FL 32308 Miami, FL 33166

hitp:ifahca myflorida.com Phone (305) 593-3100; Fax (305) 583-3121




