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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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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 a record review and interview the
facitity failed to submit a comprehensive
emergency management plan {(CEMP) to the
iocal emergency management agency within 30
days after a change of ownership.
Findings included:
An atternpted review of the facility's CEMP
conducted on revealed no evidence
of an approved or submitted plan after the
change of ownership, The Change of Ownership
oceurred on
During an interview with the Administrator,
conducted on at 11:27am, the
Administrator stated the CEMP was not yet
submitted because there was still information
needed.
Class Il
A00D Initial Comments AG00
A Change of Ownership Survey in conjunction
with a generator monitoring was conducted at
Lithia Pinecrest Place on .
Deficiencies were identified at the time of survey.
A054) 59A-36.008(5) FAC Medication - Records AGS4
§8=D
{5} MEDICATION RECORDS.
{a} For residents who use a pill organizer
AHCA Form 3020-0001
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managed in subsection {2), the facility must keep
either the original labeled medication container;
ora ication listing with the iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
ications or medication inistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. - - the resident may have;

2. The name of the resident's health care
provider and the heaith care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to update medication observation records
{MORs) immediately after the medications were
offered or administered to one Resident (#8) out
of two sampled residents that required assistance
with seif-administration of medications.

Findings included:
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A review of Resident #8's MORs for the time of
to conducted on
revealed that Resident #8 had

that did not get

administered or refused, which included but are

not imited to:

. . 10mg, give 1 Tablet by
ence daily. The 7 am dose was not
documented as administered from

- and from
* N Mes 0.5mg Tab, give 1 Tablet by
three times daily. The 7am and 1 pm dose
was not documented as administered from
- and from -
as well as on .
The 7prn dose was not documented as
administered and from

. 10mg Tab, give 1 Tablet by
daily at bedtime. The 7pm dose was not
documented as administered on

from -

once
and
During an interview with the Manager conducted
on at 1:18pm, the Manager agreed to
the missing documentation.
An interview with the Administrator conducted on
at 1:17pm revealed the expectation

for the staff to document timely on the MORs.
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