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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 g 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
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Continued From page 1

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} ... Licensees providing residential or inpatient
services must utilize an online database
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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 review of the facility's comprehensive
emergency management plan (CEMP) and
interview, the facility failed to submit its plan
annually to its local emergency management
agency.

Findings:

Review of the facility's most recent county
approval letter for its CEMP revealed it was dated

An letter from the city fire inspector
indicated the approved fire plan was submitted to
the county. However, the fire plan is not the same
as the facility's CEMP,

During an interview with the administrator on
at 3:05 pm, she said the CEMP was not
submitted to the county for approval during 2022
or since because she believed the plan was
submitted by the fire inspection based on the
letter.

Class Il
A 000 Initiaf Comments

Are-licensure survey with Limited Nursing
Service (LNS) and a generator monitoring was
conducted at Discovery Village at Melbourne on

. The facility had deficiencies at the time
of the survey.
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429.26(7) FS; 59A-36.007(1) FAC Resident Care
-~ Supervision

429.26
{7} The facility shall notify a ficensed 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 underlying condition is determined to exist, the
facitity must notify the resident's representative or
designes of the need for health care services and
rust assist in making |, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{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
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Continued From page 4

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 record reviews and interviews, the
facitity faled to provide care and services
appropriate to meet the needs of residents by
failing to provide adequate supervision and
ensure safety through proactive measures to
minimize the potential for for 1 of 3 sampled
residents (#13).

Findings:

Review of resident #13's 1823 health
assessment form revealed a medical history of
, ataxic gait,

., cognmon She was ident!hed on the
form as being a . risk. She required supervision
with ambulation, transferring, bathing,
and was independent with grooming and toulenng.
She utilized a wheelchair for mobility.

A facility note indicated she had an
unwitnessed . from her wheelchair while in her
room. She stated, *| dropped a cracker and bent
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downtogetitand . "

A 11pm-7am facility note indicated she
had an unwitnessed . She stated she siipped
as she was gefting out of bed to use the
bathroom.

On a heaith care provider ordered
physical and occupational therapies.

A 7am-3pm, 3pm-11pm facility note
indicated she was “alert and oriented x3" with
forgetfulness at times. She had a large on
her left and another on her left upper
. - She said they were as a result of a recent
.Shewas able tobear  and perform
range of motion.

A Tam-3pm facllity note indicated she
was observed laying on her left side next to her
bed. She said, "someone moved the wheeichair
away from the bedside and | sat on the floor". No
injuries noted.

There was no documentation in the resident's
record to indicate the facility implemented
preventative measures.

Arequest was made of the administrator to
provide facility incident reports related to the
resident's

During an interview on at 2:05 pm, the
administrator said incident reports were
completed for the , but they were an internal
report and therefore not given for review.

Arequest was made of the director of nursing
{DON) to provide any additionat documented
prevention measures.
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During an interview on
DON said the faciiity h

to the surveyor.

Class Ili

interventions efsewhere, but the home office said
she was not allowed to print them and give them

6 AQ25

at 3:25 pm, the
ad documented
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