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Initial Comments.

A re-licensure and Limited Nursing Services
survey, a Focused Control survey and a
complaint survey (complaint numbers
2020015031 and 2020016946) was conducted at
Market Street Paim Coast cn The
provider had deficiencies at the time of the visit.

59A-36.007(8) FAC Resident Care - Elopement
Standards

59A-36.007

{8) ELOPEMENT STANDARDS.

(@) i at Risk for .
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 heaith 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 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
polices 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 telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
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Continued From page 1

at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

atrisk for it 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. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

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
facility 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), F.S.

This Statute or Rule is not met as evidenced by:
Based on a review of facility records and
interviews with staff, the facility faited to ensure
two elopement drills were conducted with staff for
one of one year reviewed.

The findings include:
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A review of facility records found there were 55
employees at time of survey.

An interview with the Environmental Services
Director (£SD) at 4:15 pm on and he
was asked for the facility's elopement drills for the
past year. The ESD produced 4 drilis at 4:30 pm
and explained that he conducted drills quarterly;
one on each shift per year, as he thought was
required. Whoever was in the facility on that shift
participated. If the staff was not on that day, he
tried to catch them at the next drill. The ESD said
he also conducted drills during shift change to
catch afl staff coming on duty and going off duty.
When asked how he ensured ail staff participated
in elopement drills twice a year, he did not have
an explanation.

A review of the records found elopement drills
were conducted on at6:15 am, at
10:00 am, at 3:00 pm and at
6:00 pm. Of the 55 facility empioyees, only 4 out
of 85 employees {the Maintenance Director,
Employee E, Employees F, and Employee G)
attended 2 drills in the past year, as required. The
Administrator had not participated in any of the
drills. Photocopies were obtained.

In a second interview at 5:00 pm on \
he was shown the drifls did not include all staff
twice annually. it was also pointed out that the
Administrator had not participated in any drills. He
acknowledged the drills did not include all staff,
including the Administrator, twice annually as
required.

Review of the facility policy "EXHIBIT N -
Resident Elopement Response Policy and
Procedure” revised stated under
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Continued From page 3

“Purpose":

... 2. To develop and implement an effective
method to locate a missing resident in a timely
and efficient manner.

The following protocol is to be followed at time of
admission:

...7. The Community will conduct @ minimum of
two (2) documented Elopement Prevention and
Response Drilis per year. The Executive Director
and direct care staff shall participate at a
minimum.

An electronic copy of the policy was obtained.

Class Ili

58A-36.015(1) FAC Records - Facility

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
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the d i ion. For 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
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
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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 ..., ;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 2
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to refurn pursuant to rufe 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

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

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

{e) The facility's liability insurance policy required
in rule 59A-36.013, FA.C.

{f) For faciiities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

(g} The adrission 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 ;t provldes speciat
care for persons with or
related , acopy of alt such facility
advertisements as required by section 429.177,
F.8.

(i) A grievance procedure for receiving and
responding to resident complaints and
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Continued From page 5

recommendations as described in rule
59A-36.007, FAC.
{i) Alt food 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) Al fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to section 428.41, 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 depariment pursuant to section
381.031, F.8., and chapter 64E-12, F.AC.,
issued within the last 2 years.
{m) Pursuant fo section 429.35, F.S., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident etopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For faciities licensed as fimited 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, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on a review of facility records and
interview with staff, the facility failed to maintain
an up to date admission and discharge log that
reflected the date of the resident’s discharge,

A180

reason for discharge and the location or address.
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the resident was discharged to for 67 discharged
residents.

The findings include:

A review of the facility's census roster found there
were 44 residents in the facility at the time of
survey. Review of the admission and discharge
fog found it reflected 97 residents still in the
facility, as evidenced by the lack of any discharge
fon in the ing fields (di
date, reason for discharge or location the resident
was discharged to). Photographic evidence was
obtained.

An interview was conducted with the
Administrator at 11:15 am on . She
reviewed the log and confirmed it appeared to be
incorrect and incomplete.

At 2:20 pm on , the Resident Weliness
Director (RWD) produced an electronic Unit
Occupancy History printout. The report showed
that 57 (fifty seven) residents had been
discharged since the facility opened. The log,
however, still did not capture the reason any of
the residents were discharged or the location or
address the residents were discharged to.
Photographic evidence was obtained.

An interview was conducted with the RWD at
2:38 pmon . She reviewed the
requirements and acknowledged the admission
discharge log was incomplete and not up-to-date,
as required.
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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 rufe to have a comprehensive

plan must i a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the locat

management 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.
(¢} Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compl sive gl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt 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){a} An inactive license may be issued to a
ficensee subject to this section when the provider

CZ830

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TLE

(x5 DATE

STATE FORM

FEGE11

i continuation sheet 1 of 4




PRINTED. 01/21/2021

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11969413 8. WING 1212912020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2 CORPORATE DR
MARKET STREET PALM COAST
PALM COAST, FL 32137
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
€Z830| Continued From page 1 CZ830

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. Is currently ficensed,

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to 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
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written 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, Upen 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
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

{4) The agency may adopt rules relating to
emergency management planning,
communications, and operations. Licensees
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Continued From page 2

providing residential or inpatient services must
utilize an online database 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 a review of the Agency for Heaith Care
Administration Emergency Status System (ESS)
and interview with staff, the facility failed to report
the facility census, available beds, personal
protective equipment (PPE) inventory, needs, and
other related information for Novel Coronavirus
{COVID-19) using the ESS electronic database
daily by 10:00 am, pursuant to Executive Order
20-51, and at the direction of the State Surgeon
General, for 20 of 59 days reviewed.

The findings include:

Areview of the facility's ESS submission history
for the dates to found missed
entries related to the census and available beds
on:

.3,6,6,7,12,13,15, 17, 20 and 21,
2020

.6, 8,12, 13, 19, 22 and 25, 2020

A review of the facility's ESS submission history
for the same dates related to novel Coronavirus
including total number of cases, related
transfers/discharges and personal protective
equipment (PPE) inventory and needs revealed

CZ830
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missed entries on:
,3.5,6,7,12, 13, 15, 17, 20 and 21,
2020
.5,8,8, 12, 13, 19, 22 and 25, 2020
Photographic evidence was obtained.
An interview was conducted with the Resident
Weliness Director on at 6:44 pm. She
reviewed the data entry submission and
confirmed the muttiple omissions.
Class Ili
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