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AQCQ] Initial Comments

Complaint Investigation #2020003831 was
conducted on and 13, 2020. Greenbriar
Retirement bad deficiencies at the time of the
visit.

A008 420.26( ) FS; 59A-36.006(2) FAC Admissions -
85=D | Health Assessment

429.26
{4) If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facility. The signed and completed medical

ination report shall be i to the
owner or administrator of the facility who shalt
use the information contained therein to assist in
the ination of the i of the
resident’s admission and continued stay in the
facitity. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfiits the requi for a medical i
under this subsection and s. 429.07(3)(b)6.
(5) Except as provided in s. 429.07, if a medical

ination has not been within 60
days before the admission of the resident to the
facitity, a ficensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to

ine the i of the i

The medical examination form shall become a
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permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
{6) Any resident accepted in a facility and placed
by the department or the Department of Children
and Familles shall have been examined by
medicai personnel within 30 days before
placement in the facifity. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the
dividual has been bya iatr
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.

An upon dis froma
state mental hospital meets the requirements of
this ion related to appropri for

placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shail
provide to the facility administrator any
information about the resident that would help the
ini meet his or her responsibifiti
under subsection (1). Further, department
personnel shall expiain to the facility operator any
special needs of the resident and advise the
operator whom to cali should problems arise. The
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applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |

oy require such assistance.
59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-fo- medical examination completed by a

health care provider as specified in either
paragraph (a) or {b} of this subsection.
{a) A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S, The
examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or . . services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of .

. ' or any other
communicable , which are likely to be
fransmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
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provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 464, F.S.

{b} A medical examination completed after the
resident's admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Heaith Assessment for Assisted
Living Faciliies, . which is
incorporated by reference and available online at:
hitp:/iww. firultes.o asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of compieting the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823,

{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

{d) Medical examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with
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either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rule.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the health
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

s . 1o be administered
in the case of or ., . .
{0} 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.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 2 sampled resident
records contained a complete and accurate
health assessment (#1).
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Findings:
Resident #1's health assessment form (1823),
dated , revealed diagnoses including
and mental . He required

assistance with activities of daily living, and
assistantce with seff-administration of his
medications. He was noted to be at risk for
elopement. The section for diet was feft blank.
The box to indicate if the resident required
24-hour nursing or ., care was also left
plank. (photographic evidence obtained}

On at 12:45PM, the administrator
confirmed the ommisions on the 1823 form.

Class i
A 025 429.26(7) FS; 53A-36.007(1) FAC Resident Care AD28
$8=G| - Supervision

429.26

{7) The facility must 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
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 undertying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.
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{1) SUPERVISION. Facilities must offer personal
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, FA.C.

{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 health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{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 observation, record review and
interview, the facility fatled to ensure the safety
and general whereabouts of 1 of 2 sampled
residents assessed to be at risk for elopement
#1).

Findings:

Observations during a tour of the facility on
revealed & census of 24 residents. Two
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residents were identified as exit-seeking.

Resident #1's record revealed an admission date

of . The most current health assessment
was dated . Diagnoses included
and mental . He required assistance

with activities of daily living and assistance with

seif-administration of medications. He was noted

to be at risk for elopement. Observation notes in

his record revealed he eloped from the facifity on
and was found 2.5 hours later.

On at 10:10 AM, staff B stated she was
working on the day of the elopement. She stated
she saw resident #1 sitting in the TV room around
9:30 AM. She said the next time she looked, he
was not there, but he often went to his room. She
heard another staff calling for him, and she
helped search the facility. She said someone
called the police. Another staff went out fater to
empty the trash, and found resident #1 calling her
from across the street.

On at 9:55 AM, staff C said around
9:30 AM on Saturday, , she saw
resident #1 in bed. She said Saturday is his
shower day and she went to get him around 11
AM but he was not there. She said she looked alt
over the facility and outside. She told the other 2
staff, and they were looked for him too. She said
she called the administrator. The administrator
called the police. At about 1:30 PM, the cook D
saw him across the street at the nursery school
which was closed for the weekend. She said the
police brought him . She said he was
checked and was fine.

Review of the Adverse Report submitted to the
Agency revealed resident #1 was noted to be
missing on at approximately 11:10 AM.
AHCA Form 3020-0001
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After a facility search, police were called. At
approximately 1:30 PM, resident #1 was found by
staff D when she took out the trash. She reported
he was across the street at the day care center,
which was closed on the weekends. Resident #1
waved at her and police went to retrieve him, He

was brought to the facility, was checked,
and cleared by emergency medical services
personnel.

Observation on found he had

identification in his wallet. There was no
photograph of resident #1 in the record or in the
facitity.

Tour of the facility on revealed the
facitity's front door is locked with combination
code on the inside and outside. The code is a
different code for entering or leaving and the door
relocks when the door closes. The administrator
stated they have not had any issues with the door
not closing completely. The administrator said
only the staff only has code. Staff let visitors and
3rd party providers in and out. After the
elopement, she stated they changed codes on
the front deor. A tour of the yard revealed an
approximately 7- high chain fink fence with a
gate secured with combination tock, a wooden
gate secured with keyed lock and an
approximately 7- high brick walf on a portion
of the yard. The administrator said residents can
go into yard, but the perimeter is secured.

Request to review the facility's elopement policies
and procedures found there were na policies
available for review.

Request to review documentation of the facility's
elopement drilis found there was no
documentation available for review.
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On at 1:10 PM, the administrator

confirmed resident #1 had efoped on .
The administrator was unsure how the resident
was able o leave the facility. She confirmed
there was no photograph in the facility of resident
#1. The administrator stated she was unable to
iocate the facility's elopement policy or record of
any elopement drills.

Class Il

A032| 59A-36.007(8) FAC Resident Care - Elopement A032
$8=D | Standards

[+]

59A-36.007

{8) ELOPEMENT STANDARDS.

{a) Residents Assessaed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be slerted 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.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies 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 inciudes their name and the facility's name,
address, and telephone number. Staff trained

AHCA Form 3020-0001
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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 times.
2. The facitity must have a photo identification of
at risk residents on file that is accessible fo alf
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 to
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 efopement. Ata
minimurm, 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
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith 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
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), E.S.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
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interview, the facility failed to ensure that 1 of 2
sampled residents at risk for elopement had
identification on their person at all imes (#2),
failed to maintain photo identification for 2 of 2
residents at risk for elopement (#1 &2), faited to
develop detailed written policies and procedures
for responding to an elopement were developed,
and failed to provide documentation of elopement
drills conducted in the facility.

Findings:
Observations during a tour of the facility on
revealed a census of 24 residents, Two

residents were identified as exit-seeking.

1. Review of the record for resident #2 revealed

an admission date of . The health
assessment was dated . Diagnoses
included with . She

required supervision with activities of daily living,
and assistance with self-administration of
medications. She was noted to be at risk for
elopement. There was no photograph of resident
#2 in the record and in the facility. Resident #2
did not have any form of identification on her
person during the survey.

2. Review of the record for resident #1 revealed

an admission date of . The most current
health assessment was dated . Diagnoses
included and mental H

e
required assistance with activities of daily fiving,
and assistance with self-administration of
medications. He was noted to be at risk for
elopement. Notes in his record revealed he
eloped from the facility on and was
found 2.5 hours later. Observation on
found he had identification in his wallet. However,
there was no photograph of resident #1 in the
AHCA Form 3020-0001
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record and or in the facility.

Review of the Adverse Report submitted to the
Agency for Health Care Administration revealed
resident #1 was missing on Saturday,

at approximately 11:10 AM. After a facility search,
police were called. At approximately 1:30 PM,
resident #1 was found by staff D when she took
out the trash. She reported he was across the
street at the day care center, which was closed
on the weekends. Resident #1 waved at her and
police went to retrieve him. He was brought

to the facility, was checked, and cleared by
emergency medical services personnel.

Regquest to review the facility's elopement policies
and procedures found there were no policies
available for review,

Regquest to review documentation of the facility's
elopement drilis found there was no
documentation available for review.

On at 1:10 PM, the administrator
confirmed resident #1 had eloped on .
The administrator was unsure how the resident
was able to leave the facility. She confirmed
resident #2 did not have 1D on her person, and
confirmed there were no photographs in the
facifity of either resident #1 or #2, The
administrator stated she was unable to locate the
facitity's elopement policy or record of any
elopement drilts.
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