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AG00; Initiat Comments

A complaint investigation (# 2026001780 and #
2026000385) was conducted at Midway Manor on

. Deficiencies were identified at the time
of the survey.

A 152 50A-36.014(3) FAC Physical Plant - Safe Living
S8=D £nviran/Other

{3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to
section 429.28{(1)}(a), F.S.;
2. Be maintained free of hazards; and,
3. Ensure that all existing architectural,
mechanical, electrical and structural systems, and
appurtenances are maintained in good working
order.
{b) Pursuant to section 429.27, F.S., residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom or
sieeping area must have at least the foliowing
furnishings:
1. Aclean, comfortable bed with a maltress no
iess than 36 inches wide and 72 inches long, with
the top surface of the mattress at a comfortable

1o ensure easy access by the resident,
2. A dloset or wardrobe space for hanging clothes,
3. Adresser, or other furniture designed for
storage of clothing or personal effects,
4. Atable or nightstand, bedside lamp or floor
lamp, and waste basket; and,
5. A comfortable chair, if requested.
{c) The facility must maintain master or duplicate
keys fo resident bedrooms to be used in the event
of an emergency.
{d) Residents who use portable bedside
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commodes must be provided with privacy during
use.

(e) Facilities must make available linens and
personat laundry services for residents who require
such services. Linens provided by a faciiity must
be free of tears, stains and must not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to provide building repairs and maintain a
safe, clean-fiving environment for all residents.

Findings included:

Observations conducted on of the

facility's first and second floors from approximately

940 a.m.-11:48 a.m. revealed the following:

- had a chirping fire detector while

Resident #15 was trying fo sleep. There was a

ioose toilet seat with brown and yellow stains

covering it, brown and yeliow stains inside the

bowl, brown drips down the wall behind and to the

side of the foilet, and a loose toilet basin lever.

- Avent with gray dust in the dining room by tables

set with uncovered chocolate pudding cups.

- A shop vac under one of the dining room tables.
had a missing fire detector with the

wire exposed above the doorway,

- Black bio-growth on the ceiling of one of the

offices surveyors were initially set up to work in.

During an interview on from 9:38 a.m.
the Administrator said the facifity would fix the
office with bio-growth as soon as possible and
nobody would be using the office,

During an interview on at 2:10 p.m. the
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Administrator said the facility would work 1o repair
the fire detectors, foilet and clean the dining room
vent.

Photographic evidence obtained.

Class Hl

A165 420.23( & ) FS Risk Mgmt & QA A185
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429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action o correct and respond
quickly to identify quality differences.

{2) Every facility ticensed under this partis
required to maintain adverse incident reports, For
purposes of this section, the term, "adverse
incident” means:

{a) An event over which facility personnel could
exercise controf rather than as a result of the
resident's condition and results in:

1 3

2. or damage;
3. Permanent " ;
4 or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;
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6. Any condition that requires the transfer of the
resident from the facility o a unit providing more
acute care due to the incident rather than the
resident’s condition before the incident; or

7. An event that is reported fo law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

(3) Licensed facilities shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by efectronic mail, 8
preliminary report {o the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse incident,
and the status of the facility's investigation of the
incident.

(4) Licensed facilities shall provide within 15 days,
through the agency's onfine portal, or i the portal
is offfine, by electronic mail, a fulf report to the
agency on all adverse incidents specified in this
section. The report must include the results of the
facility's investigation into the adverse incident.
{6) L neglect, or | must be
reported to the Department of Children and
Famifies as required under chapter 415.

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professionat who
is subject to disciplinary action, in which case the
provisions of s. 456.073 apply. The agency may
investigate, as it deems appropriate, any such
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incident and prescribe measures that must or may
be taken in response to the incident. The agency
shall review each incident and determine whether
it potentially involved conduct by a health care
professional who is subject fo disciplinary action,
in which case the provisions of s. 456.073 apply.
{8) If the agency, through its receipt of the adverse
incident reports prescribed in this part or through
any investigation, has reasonable belief that
conduct by a staff member or employee of a
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and are
not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
reguiatory board.

(10} The agency may adopt rules necessary o
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to file an Adverse Incident Report (AIRS) for
one {Resident #17) of one sampled resident with
faw enforcement personnel involvement,

Findings included:
During an interview on at9:12am.
Resident #9 stated Resident #17 hit a staff

member and went to jail.

An attempted record review of the adverse incident
report revealed no adverse incident report was on
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file.

During an interview on at 2:10 p.m the
Administrator said Resident #17 was intoxicated
and assaulted a staff member and went to jait
approximately two weeks prior. The Adsninistrator
stated no adverse incident report was completed
and would be submitted.
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22830 408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-

{1) Alicensee required by authorizing statutes and
agency rule to have a comprehensive emergency
management plan must designate a safety liaison
to serve as the primary contact for emergency
operations. Such licensee shall submit its

comp i plan to
the local emergency management agency, county
health department, or Department of Health as
follows:

{a) Submit the plan within 30 days after initial
licensure 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.

{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.

{d) Notify the agency within 30 days after approvat
of its pian by the local emergency management
agency, county health department, or Department
of Health.

{2) An entity subject to this part may temporarity
exceed its licensed capacily to act as a receiving
provider in accordance with an approved

omp plan for
up to 16 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all 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.
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{3)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
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 licensed.

3. Does not have a provisional license.

4. Wil 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
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period 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, Upon 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 ficensure 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
payrment of ficensure fees and agency inspections
indicati ompl with alf requi of this
part and applicable rules and stetutes.
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4) Licensees providing residential or inpatient
services must utilize an onfine database approved
by the agency to report information to the agency
regarding the provider's emergency stalus,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on a record review and interview the facility
failed to submit an annual comprehensive
emergency management plan (CEMP) to the local
emergency management agency,

Findings included:

Areview of the facility's CEMP, conducted on

. revealed no evidence of a current
subrmitted CEMP. The last approval was valid
through

During an interview on at 10:53 a.m.
the Administrator stated a new CEMP was not
subrmitted, because the facility needed to wait for
their annuat Fire Inspection which should happen
by the end of

Class Hl
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