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ADQ00 Initial Comments A 000

An unannounced relicensure, emergency power
plan monitoring, health facility reporting system,
visitation form and complaint survey
#2024005659, #2024004852, and #2024014225
was conducted at Brookdale Phillippi Creek on

through . Deficiencies were
identified at the time of the survey.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be alerted 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 heaith assessment parformed 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 fo Section 415.105 or
415.1051, F.8., is exempt from this requitement
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 includes their name and the facility's name,
address, and telephone number, Staff trained
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
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at alt times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent 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 facifity must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting faw enforcement, the resident's family,
guardian, health 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
drifls pursuant o Section 429.41(1)(k), F.8.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to ensure residents deemed as an
elopement risk had identification on their person
that included their name, the facility's name,
address, and telephone number for 5 (Residents
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#13, #15, #16, #17, #18) out of 6 residents at risk
for elopement.

The findings included:

Elopement Risk policy. Effective . Last
revised on . "Policy Overview: Residents
who are at risk of elopement should be evaluated
by a healthcare provider or mental healthcare
provider within 30 calendar days of being
admitted/moved into a community. The
elopement risk is documented on the Florida
1823 Health Assessment Form. . . Policy Details,
.. 2. a)Residents assessed at risk for elopement
or with any history of elopement should have
identification on their persons that includes their
narme and the community name, address, and
telephone number."

1. Record review showed that on 124,
Resident #15 eloped from the hotel where the
facility was evacuated during a hurricane
evacuation. On Resident's Health
assessment was noted to include the fact that
resident was deemed as elopement risk.

On at 10:00 a.m., during an interview, the
Administrator said there are 6 residents identified
as elopement risk in the facility, Residents #13,
#15, #16, #17, #18, #19.

On , observation in the memory unit
showed only Resident #19, had an identification
{ID) on his person that included his name, the
facility's name, address and telephone number.
Residents #13, #15, #16, #17, #18, were not
observed to have an iD on them. At the time of
the observation the Memory Unit Director said
that all residents in memory unit were supposed
to have their ID on their person and she was
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responsible on checking them weekly. Said she

she did not have any do

weekly checks. The Memory Unit Director said,
they were probably taking them off. The Memory

Unit Director said she di

medication technicians were checking 1D's during

med pass.

On at 11:49 a.m.

He said he would check

documentation. The Administrator said that all
residents in the memory unit regardless of
elopement risk should have their ID on their
person since they had memory related diagnosis.
No documentation was provided by the end of the

survey.

On at 2:30 p.m., during an interview, the
administrator acknowledged that residents
deemed as elopement risk did not have their
identification identification on their persons that
includes their name and the community's name,

address, and telephone

Class It

, during an interview, the
Administrator said the Memory Unit Director was
supposed fo check on the resident’s iD weekly.

cumentation of the

id not know if the

with her and provide

number,
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BROOKDALE PHILLIPP} CREEK

CZ821 59A-35.110( ) FAC Reporting Requirements; Cz821
$8=D Electronic Submission

59A-35.110 Reporting Requirements; Electronic

Submission.

{1) During the two year licensure period, any

change or expiration of any information that is

required to be reported under Chapter 408, Part

Il, F.8., or authorizing statutes for the provider

type as specified in Section 408.803(3), F.S.,

during the ficense application process must be

reported to the Agency within 21 days of

occurrence of the change, including:

{a) Insurance coverage renewal;

{b) Bond renewal;

{c) Change of administrator or the similarly titled

person who is responsible for the day-to-day

operation of the provider;

{d) Annual sanitation inspections;

{e) Fire inspections.

{2) Electronic submission of information.

{a) The following required information must be

submitted electronicafly through the Agency's

Single Sign On Portat located at

hitps://apps.ahca.myflorida.com/SingleSignOnPo

rtal

1. Nursing homes:

Adverse incident reports must be submitted

electronically to the Agency within 15 calendar

days after the occurrence of the incident as

required in Section 400,147, F.8. on Nursing

Home Adverse Incident, AHCA Form 3110-0010
, which is hereby incorporated by

reference and available at

hitps/iwww firules org/Gateway/reference. asp?N

0=Ref-08777, and through the Agency's adverse

incident reporting system which can only be

accessed through the Agency's Single Sign On

Portal located at:

https://apps.ahca.myflorida.com/SingleSignOnPo

rtal.
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2. Assisted living facilities:

Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 428.23, F.S., on Assisted
Living Facility Adverse incident, AHCA Form
3180-1025 OL, | , which is hereby
incorporated by reference and available at
hitps://www firules.org/Gateway/reference.asp?N
0=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal.

3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.8., on Hospital
Adverse Incident, AHCA Form 3140-5001 OL,

. . which is hereby incorporated by
reference and available at:
hitps/iwww firules org/Gateway/reference. asp?N
0=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https://apps.ahca.myflorida.com/SingleSignOnPo
rtal.

4. Ambutatory Surgical Centers:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on
Ambulatory Surgical Center Adverse incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available
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hitps://www firules.org/Gateway/reference.asp?N
o0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal.

5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.S., electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,
, which is hereby incorporated by reference
and avaitable at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-12123, and through the Agency’s Single
Sign On Portal located at:
https://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. Abusiness day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.
b. A preliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
¢. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report {15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full report {15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.S., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
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to $50 per day late not to exceed $500.

{b) The licensee must retain a copy of afl
documentation generated at time of reporting as
confi ion of successful electronic submission.
{c) if the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
facility failed to ensure a 1 day and a 15 day
adverse incident report was filled within the
required time frames for 1 (Resident #12) out of 3
residents reviewed.

The findings included:

Requested and obtain a policy titled AHCA
Adverse Incident Reporting FL-2. Effective date:

. Last revised: H ; .
Policy detail: Definition of Adverse incident: An
"adverse incident” means:
{a) An event over which facility personnel could
exercise controf rather that as a resuit of the
resident's condition and results in: . . . (4)

or of bones or joints. . .

{8) Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident.

Record review showed that Resident #12 had a
witnessed  in the he presence of a staff
member on - Staff documented the
resident appeared , and caregiver tried
preventing the resident from falling.
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Documentation showed the caregiver lowered the
resident to the floor. The resident was sent out to
the hospital where she was diagnosed with the
right and had surgery as a result.

Record review found no evidence of an adverse
incident regarding the incident that took place on

On at 2:00 p.m., during an interview, the
Administrator said he did not have to file an
adverse incident since the facility could not
exercise control.

On at 3:00 p.m., during an interview, the
Administrator acknowledged that he did not file
an adverse incident report for the incident that

took place on

Class It
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