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Initial Comments
Assisted Living Facility

Acomplaint survey, CCR# 2012008578, was
[ on .. ... In conjunction with a
biennial state licensure survey with extended
congregate care (ECC) and limited mental health
services (LMH), see Aspen Event QPXE11.

The Emerald Gardens assisted living facility had
deficiencies found at the time of the visit.

58A-5.0182(1) FAC Resident Care - Supervision

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

{1) SUPERVISION. Fagcilities shall offer personal
supervision, as appropriate for each resident,
including the following:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FA.C.
(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general heaith, safety, and
physical and emotional well-being of the
individual.

{c) General awareness of the resident's
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s heaith 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; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
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58A-5.0131(33), F.A.C., any illnesses which

resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
did not ensure adequate supervision or
safeguards were provided for one (#1) of one
complaint sampled residents who had a history of
exit seeking behaviors i i lop

from the facility, one of which law enforcement
involvement was required in one elopement
search.

Findings include:

Resident #1 was initially admitted to the facility on
. Aninterview was conducted with the
facility administrator on at approximately
8:16 a.m. during which time he stated that it was
made known to the facility that the resident had a
history of exit seeking behaviors. The
administrator confirmed that the resident had
eloped approximately 4 times since the date of
ission. "We have a W alarm
system but she managed to take off the ankle
bracelet and get out anyhow." Further interviews
; were o i i ini
on her arrival to the facility. AWanderguardisa
sensor system in which a “bracelet” with an alarm
device is placed on a resident. When the
resident approaches a door with a receiving
system, an alarm sounds. The facility does not
provide a locked door system that requires the
input of a code to activate the door being opened
without an alarm sounding.
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A revvew of the facility's internal documents were

with the assi or at
approximately 1:30 p.m. She confirmed the
information provided by the administrator and
re-stated that the resident had left the facility after
removing the Wanderguard alarm bracelet "at
least 4 times.” The surveyor observed that the
facility is not a locked, secured faciiity and
provided no other locking means on the main
door to prevent residents from walking out. The
assistant administrator stated "We've looked into
it but hadn't gotten anything installed.”

The facility provided just one internal report of the
elopement to the surveyor despite the fact that
the resident had at least 4 elopement events. On
__ ... at2:50 p.m. the staff were unable to
locate the resident and called the local law
enforcement. The resident was then located ata
neighbor's house. The neighbors had also called
law enforcement. The resident was returned to
the facility. The facility is located directly on a very
heavily traveled 6 lane major highway. The
resident's most recent Heaith Assessment form
1823 dated t documents the primary
resident diagnosis as. ... Based on the
judgement associated with
the facility's location on a busy highway and the
resident's exit seeking behaviors the resident was
at risk for serious injury. Interviews with the staff
were conducted. One staff person stated "We
tried to keep an eye on her."

' Areview of the resident's physician’s progress

notes revealed:

~on .___ . _"Patient very agitate, walked out
today and brought back..."

-on 1" Still somewhat agitated, trying to
leave facility.."

-on __ __ . "Jumped out the window in attempt
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to escape the facility...”

-on “Post skilled nursing facmty
discharge and hospital aftera .
hip documented
- "Patient is prone to elopement...
{outside agency) asked to speak to (family
member)...to move patient to another locked
facility..."

Per the assistant administrator, the family
member moved the resident “to another assisted
living facility.” This move did not take place until
60 days following the elopement where law
enforcement was called. The facility did not
initiate a 45 day notice of discharge and had not
installed a secure locking system prior to the
family's relocation of the resident.

Class lll

58A-5.0182(8) FAC Resident Care - Elopement
Standards

(8) ELOPEMENT STANDARDS.
(a) Resrdents Assessed at Risk for Elopement

d at risk for el
wﬁh any history of elopement shall be xdemn’ ed
so staff can be alerted to their needs for support
and supervision.
1. As part of its resident elopement response
policies and procedures, the facility shail 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 attention
shall be directed towards residents assessed at
high risk for elopement, with special attention
given fo those with and
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related ___ __ .assessed at high risk.

2. At a minimum, the facility shall have a phote
identification of at risk residents on file that is
accessible to all facility staff and law enforcement
as necessary. The photo identification shall be

| made available for the file within 10 calendar
days of admission. In the event a resident is

d at risk for elop to
admission, photo identification shall be made
available for the file within 10 calendar days after
a determination is made that the resident is at
risk for elopement. The photo identification may
be taken by the facility or provided by the resident
or resident ' s family/caregiver.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility shall
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures shall
include:

1. An immediate staff 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 responsibiiities;

3. The identification of staff responsible for
contacting law 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
shall conduct resident elopement drills pursuant
to Sections 420.41(1)(a)3. and 429.41(1)(}), F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
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failed to insure the continued safety of the
residents by conducting regular resident
elopement drills. Failure to insure that facility
staff are able to follow policy and procedure in the
event of resident elopement can place residents
at risk of harm.

Findings include:

On AHCA staff reviewed the facility's

| elopement policies and documentation of

elopement drills. The facility's last documented
elopement drill was on . AHCA staff also
noted that the facility had a resident who had
eloped from the facility multiple times in 2011 and
2012 and there was no report or documentation
of these incidents included in the elopement
book.

The administrator was interviewed about this on
_ | at approximately 2:15 p.m. and

acknow!edged the findings.

Class lll

Widespread

A 185 420.23 FS; 58A-5.0241 FAC Risk Mgmt & QA;

Adverse Incident Report

" Internal risk management and quality assurance

program; adverse inci and rep g
requurements -

{1) Every facmty hcensed under this part may, as
part of its
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
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develop plans of action to correct and respond
quickly to identify quality differences.

(2) Every facility licensed 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 control rather than as a result of the
resident ' s condition and results in:

1

2. or spinal damage,
3 Permanent ;
or rof 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;
6. 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; or
7. An event that is reported to 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 shali provide within 1

i day after the of an adverse
incident, by electronic mail, facsimile, or United
States mail, a preliminary report to 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 facllities shall provide within 15

; days, by electronic mail, facsimile, or United
« States mail, a full 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.

A165
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() neglect, or «must be
reported to the Department of Children and
Family Services 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 shalt
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency rmay i igate, as it deems appropriate,
any such 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 to
disciplinary action, in which case the provisions of
5. 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 befief
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
regulatory board.

{10) The Department of Elderly Affairs may adopt
rules necessary to administer this section.

Adverse Incident Report.
{1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by

A165
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Section 429.23(3), F.S., must be submitted within
one (1) business day after the incident on AHCA
Form 3180-1024, Assisted Living Facility Initial
Adverse Incident Report-1 Day, 2008,
and incorporated by reference. The form shall be
submitted via electronic mail to
riskmgmtps@ahca.myflorida.com; on-line at
http://ahca.myflorida.com/reporting/index.shtml;
by facsimile to (850)922-2217; or by U.S. Mail to
AHCA, Florida Center for Health information and

i Policy Analysis, 2727 Mahan Drive, Mail Stop 18,

Tallahassee, Florida 32308-5403, telephone
{850)412-3731. AHCA Form 3180-1024 is
available from the Fiorida Center for Health
information and Policy Analysis at the address
stated above. The Initial Adverse Incident Report
is in addition to, and does not replace, other
reporting requirements specified in Florida
Statutes.

(2) FULL ADVERSE INCIDENT REPORT. For

- each adverse incident reported under subsection

(1) above, the facility shall submit a full report
within fifteen (15) days of the incident. The full
report shall be submitted on AHCA Form
3180-1025, Assisted Living Facility Full Adverse
Incident Report-15 Day, dated 2008, and
incorporated by reference. The methods for

: obtaining and submitting the form are set forth in

; subsection (1) of this rule.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
did not ensure One Day and 15 Day Adverse
Incident Reports were filed with the State for one
{#1) of one complaint sampled residents had
gone missing from the supervision of the staff
and law enforcement was called to assist with the
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Continued From page 9
search of the resident.

Findings include:

Resident #1 was initially admitted to the facility on
An interview was conducted with the

facility administrator on at approximately
9:15 a.m. during which time he stated that it was
made known fo the facility that the resident had a
history of exit seeking behaviors. The
administrator confirmed that the resident had
eloped approximately 4 times since the date of

ission. “We have a V alarm
system but she managed fo take off the ankle
bracelet and get out anyhow." Further interviews
were with the assi ini o
on her arrival to the facility.

Areview of the facility's incident reports was

d with the assi ini 1. She
confirmed the information provided by the
administrator and re-stated that the resident had
left the facility after removing the WanderGuard
alarm bracelet "at least 4 times.” The facility is
not a locked, secured facility and provided no
other locking means on the main door to prevent
residents from walking out.

Areview of the facility resident incident reports
indicated that on ; at 2:50 p.m. the staff
were unable to locate Resident #1 and called
locat law enforcement. The resident was then
located at a neighbor's house. The neighbors
had also called law enforcement. The resident
was returned to the facility.

While an internal incident report was written, the
facility failed to submit a One Day/15 Day
Adverse Incident report to AHCA as is required in
the event of an incident in which law enforcement

A165
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has been contacted. The assistant administrator
stated "I didn't think we had to report it because
she was found and wasn't hurt” She was
advised that the regulation requires reporting
when: "An event that is reported to law

orits p for i igation; or
Resident elopement, if the elopement places the
resident at risk of harm or injury.” The facility is
located directly on a very heavily traveled 6 lane
major highway. The resident's most recent
Health Assessment form 1823 dated |
documents the primary resident diagnosis as

Basedonthe Jjudgement
associated with , the facility's location
on a busy highway and the resident's exit seeking
behaviors the resident was at risk for serious
injury and the One Day/15 day Adverse Incident
reports should have been submitted.

Upon review of the elopement issue involving law
the assi ini

concurred with the surveyor's findings related to
submission of adverse incident reports to AHCA.

Class

A 165
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FLORIDA AGENCY FOR HEALTH CARE ADVINGTRATION

Rigk scoTT BettrHoalth Care for i Fiorians ELIZABETH OUDEK
2012
Administrator
Emerald Gardens Inc.
2159 McMullen Booth Road
Clearwater, FL 33759
Dear Administrator:
Re: Biennial with ECC & LMH & CCR# 2012008578
This letter reports the findings of a biennial state li survey with ded congregate care (ECC) and
limited mental health (LMH) that were conducted on , 2012, by representatives of this office,

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency's website at

hitp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health

Facilities and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
fe 1 and lication of the survey process.

Thank you for the assistance provided to the surveyors. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

ly,
'l
Patncxa Reld Caufman
Field Office Manager
PRC/kpr

Enclosures: State Forms 3020

Headquarters
2727 Maban Drive
Taliahassee, FL 32308
http:riahea myflorida.com

St. Petersburg Field Office

525 Miror Lake dee North, Suite 410 A
St. Petersburg, FL 33701

Phone (727) 552- 2000 Fax {727) 552-1161




