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An unannounced Fire & Life Safety recertification
survey was conducted 4/2/18 at Coral Trace
Health Care. a skilled nursing facility in Cape
Coral, Florida.
Coral Trace Heaith Care is in compliance with
Code of Federal Regulations (CFR) 42, Section
483.70, Physical Environment Requirements for
Long-Term Care Facilities and the National Fire
Protection Association (NFPA) 101 (2012 edition)
Life Safety Code.
Initial Plan Review: 1987
Existing
NFPA 220 Construction Type: Il (000)
Number of beds: 120
Census: 107
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (6 DATE
Electronically Signed 04/16/2018

Any deficiency statement ending with an asterisk () denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instruetions.) Except for nursing homes, the findings stated above are disclosable 90 days
fafiowing the date of survey whether or not a plan of correction is provided. For nuirsing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made available to the facility. 1f deficiencies are cited, an approved plan of correstion is requisite to confinued
program participation.
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Initial Comments.

During the Fire & Life Safety recertification
survey conducted on 4/2/18 at Coral Trace Health
Care, a skilled nursing facility, Emergency
Preparedness regulations were reviewed.

Coral Trace Heaith Care is not in compliance with
Code of Federal Regulations (CFR) 42, Part
483.73, Emergency Preparedness Requirement
for Long-Term Care Facilities.

Development of EP Policies and Procedures
CFR(s). 483.73(b)

{b} Policies and procedures, [Facilities] must
develop and i p
policies and p: , based on the

plan set forth in paragraph {a} of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (¢) of
this section. The policies and procedures must be
reviewed and updated at least annually.

*Additionat Requitements for PACE and ESRD
Facilities:

*[For PACE at §460.84(b)] Policies and
procedures. The PACE organization must
develop and i prep:
policies and p: . based on the

plan set forth in paragraph (a} of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
address management of medical and nonmedical
emergencies, including, but not limited to: Fire;
equipment, power, or water failure; care-related
emergencies; and natural disasters likely to
threaten the health or safety of the participants,

E 000

E013
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staff, or the public. The policies and procedures
must be reviewed and updated at least annually.

*[For ESRD Fagcilities at §494.62(b):] Policies and
procedures. The dialysis facility must develop and
i p policies and
procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least annually. These
emergencies include, but are not limited to, fire,
equipment or power failures, care-related
emergencies, water supply interruption, and
natural disasters likely to occur in the facility's
geographic area.

This REQUIREMENT is not met as evidenced
by:

Based on records review and staff interview, the
facitity failed to develop and implement
Emergency Preparedness (EP) policies and
procedures, based on the emergency plan set
forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section, which could endanger the residents,
staff, and other building occupants.

The findings included:

On 4/2/18 at 4:45 p.m., during records review, the
policy and procedures presented as part of the
facilities emergency preparedness program failed
to show the development and implementation of
EP policies and procedures, based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, and the communication plan at

CORAL TRACE HEALTH CARE
CAPE CORAL, FL 33991
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In Preparation and/or execution of this
plan of correction does not constitute
admissien or agreement by the provider
with the statement of deficiencies. The
plan of correction is prepared and/or
executed because it is required by
provision of Federal and State regulations,

£013

The facility has established an emergency
preparedness program with developed
and implemented EP policies and
procedures that will be reviewed and
updated at feast annually.

There is only one emergency
preparedness plan to review annuaily,
therefore no additional reviews were
needed.

The Executive Director educated the
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paragraph (c) of this section. The policies and Maintenance Director and Director of
procedures must be reviewed and updated at Clinical Services on the importance of 42
teast annually. In discussion with the Facility CFR 483.73- Development of EP Policies
Administrator, at time of finding, it was and Procedures pertaining to the
acknowledged the facility did not have a current development and implementation of £P
policy and procedure in place. policies and procedures being reviewed
and updated at least annually, and will
continue to monitor in accordance with the
standard.
Any findings will be reported to the
monthly QAPI Committee for further
review.
Date of Compliance- Aprif 28, 2018
£ 026  Roles Under a Waiver Declared by Secretary E026 4/28/18
58=C  CFR(s). 483.73(b)(8)

{{b} Policies and procedures. The [facifities] must
develop and i p

policies and procedures, based on the emergency
plan set forth in paragraph {a} of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
raviewed and updated at least annually. Ata
minimum, the policies and procedures must
address the following:}

(8){(6), (B)C)V), (7), or (9)] The role of the
{facility] under a waiver declared by the Secretary,
in accordance with section 1135 of the Act, in the
provision of care and treatment at an alternate
care site identified by emergency management
officials.

“[For RNHCis at §403.748(b)7] Policies and
procedures. (8) The role of the RNHCI under a
waiver declared by the Secretary, in accordance
with section 1135 of Act, in the provision of care
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at an alternative care site identified by emergency
management officials.

This REQUIREMENT is not met as evidenced
by

Based on records review and interview with the
administrator, the facility failed to provide as part
of a policy and procedure for the role of the facility
under a waiver declared by the Secretary, in
accordance with section 1135 of the Act. Failure
to provide proper policy and procedures for the
facifity's occupancy needs could result in defay of
continual care and endanger the residents, staff,
and other building occupants.

The finding included:

On 4/2/18 at 6:00 p.m., during records review, the
facitity failed to provide a poficy and procedure for
the role of the facility under a waiver declared by
the Secretary, in accordance with section 1135 of
the Act, in the provision of care and treatment at
an alternate care site identified by emergency

officials. in discussion, with the
Administrator at 6:00 p.m., during review, it was
acknowledged the facility did not have a current
policy and procedure as part of its emergency
preparedness program.

In Preparation and/or execution of this
plan of correction does not constitute
admission or agreement by the provider
with the statement of deficiencies. The
plan of correction is prepared and/or
executed because it is required by
provision of Federal and State regutations.

E026

The faciity bas established a policy and
procedure for the role of the faciiity under
a waiver declared by the Secretary, in
accordance with section 1135 of the Act,
in the provision of care and treatment at
an aiternate care site identified by
emergency management officials.

There is only one policy for section 1135
of the Act to review, therefore no
additional reviews were needed.

The Executive Director educated the
Maintenance Director and Director of
Clinical Services on the importance of 42
CFR 483.73- Roles Under a Waiver
Declared by the Secretary pertaining to
policies for the role of the facility under a
waiver declared by the Secretary, in
accordance with section 1135 of the Act,
and wifl continue to monitor in accordance
with the standard.

Any findings will be reported to the
monthly QAPI Committee for further
review.

Date of Compliance-April 28, 2018
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INITIAL COMMENTS

An unannounced Fire & Life Safety relicensure
survey was conducted on 4/2/18 at Coral Trace
Health Care, a skilled nursing facility in Cape
Coral, Florida.

This survey was conducted in accordance with
National Fire Protection Association (NFPA) 1 and
101 (2015 edition) and applicable requirements of
Florida State Fire Marshal's Rules and
Regutations, Florida Administrative Code (F.A.C)
B9A-3, F.A.C, 68A-53, F.A.C. 59A-4, and Florida
Statutes (F.S.) 400 Part ll, and F.S. 633.0215,
adopting National Fire Protection Association
{NFPA} 1 and 101 {2015 edition) known as the
Florida Fire Prevention Code and all NFPA
referenced standards and requirements adopted
per NFPA 101, Chapter 2.

There were no state deficiencies found at the
time of the visit.

K000

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Electronically Signed

TLE

(x5 DATE

04/16/18

STATE FORM

006321

i continuation sheet 1 of 1



