Florida Agency for Health Care Administration

PRINTED: 06/01/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
1038096

{X1) PROVIDERISUPPLIER/CLIA

(X2} MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
0510472026

NAME OF PROVIDER OR SUPPLIER
SHORES NURSING AND REHAB CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
220 NINTH STREET , PORT SAINT JOE, Florida, 32456

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL.
REGULATORY OR LSCIDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION
DATE

NOOOO

NO201
S5=D

INITIAL COMMENTS

An unannounced complaint survey for complaints

2026006702, 2026006195, 2026006155, 2026004431,

2026007082, and 2026007122 was conducted on
through at Shores Nursing and

Rehab Center, a nursing home in Port St. Joe, FL.

The facility was not in compliance with Florida

nursing home regulations.

Right to Adequate and Appropriate Health Care
CFR(s): 400.022(1)(), FS

(1) The right to receive adequate and approptiate
health care and protective and support services,
including social services; mental health services, if
available; planned recreational activities; and

and setvices
with the resident care plan, with established and
recognized practice standards within the community,
and with rules as adopted by the agency.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, interviews, and record review,
the: facility failed to.provide the necessary care and
services to maintain grooming and
for 1 of 2 residents sampled for
(Resident #7).

The findings included:

On at 3:45 PM, Resident #7 was observed
standing in the doorway of his room holding onto a

Resident #7's y-colored pants were
observed (o be wet, covering the seat of his pants

down both 10 the caives. Resident #7
had a strong odor of and stated, *| have been
waiting on them to change my clothes”. A follow up
observation was made on at 518 PM,
Resident #7 was observed o he wearing the same
soiled navy-colored pants and red shirt, seated in a
wheelchair next to the nurses’ station.

An observation was conducted of Resident #7 on
at 1:20 PM. Resident #7 was observed

weating the same soiled clothes as the previous

day. Resident #7 smelled of , and his shirt was
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Continued from page 1
soiled with food and a dark liquid. Upon interview,
Resident #7 stated that he wanted fresh clothes and
that he had asked for assistance from staff, but staft
had net come to help. Resident #7's room had a
strong odor of . and the bed was soiled with

. Two pairs of pants were observed on the chalr
in Resident #7's room. No other clothes were
observed inside the room.

On at 11:45 AM, Resident #7 was observed
10 be seated on the edge of his bed wearing
khaki-colored pants and no shirt. The sheets
underneath him were noted to be soiled and yeliow.
Resident #7's soiled red shirt and navy-colored
pants from the previous 2 days were observed on
the floor at the end of the bed, Residert #7 stated
that, despite requesting assistance with changing
clothes, no staff had come, so he had to change
himself.

A review of Resident #7's medical record revealed
he had a history of a .
o and
repealed . Review of the most recent Quarterly
Minimum Da{a Set (MDS) revealed that Resident #7
) score
of 10 which indicates he was moderately .
. . The MDS documented Resident #7 was
independent for toileting, showering, personat
fygiene, and _.The MDS siated Resident #7
was occasionally and
Review of Resident #7's Care Plan dated
revealed the care plan did not include what tevel of
assistance Resident 47 required from staff for
care and other activities of daily fiving.

An interview was conducted with Staff O, Licensed
Practical Nurse (LPN) on at 11:50 AM. Staff O
stated she was familiar with Resident #7 and that he
did require staff assistance with bathing,

grooming, toileting, and care, Staff O
confirmed that Resident #7 did not refuse assistance
with personal cares and that he was compliant with
reguesting staff assistance for activities of daily
fiving. Staff O stated that Resident #7's personal
clothing was labelled with his name and washed at
the facility. However, Staff O stated the laundry staft
did not return the resident's laundry fo their
individuat rooms but rather left the clean laundry it

in a bag in the linen room for the nursing staff to

put

Aninterview was conducted with the facility Director
of Nursing (DON} on at 11:40 AM. The DON
stated the nurses and Cenified Nursing Assistants
(CNAs) were expected follow standard best practices
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Continued from page 2
when providing resident care. She further explained
this included frequent rounding, keeping

residents clean and dry, turning and repositioning of
dependent residents, and all other care areas. The
DON stated staff were educated during new hire
oriertation and during morning meetings that the
residents required care every two
hours and as needed and that this was best practice
and the standard for nursing care in general. When a
copy of the facility's policies for care
and activities of dally living care was requested, the
DON stated that facility did not have an Activities of
Daily Living (ADL) policy, resident care policy, or
quality of care policy. The DON stated that the
expectation was that nurses and CNAs completed
rounds on all residents every two hours and as
needed, especially if resident was . The
DON said if a resident was known 1o be a “heavy
wetter”, the staff were expected to round more
frequently. The DON also stated that all of the
facilty's residents required some level of assistance
from staff for care and activities of daily living.
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A unannounced complaint survey for complaints
2026006702, 2026006195, 2026006155, 2026004431,
2026007082, and 2026007122 was conducted on
through at Shores Nursing and
Rehab Center, a nursing home in Port St. Jos, FL.
The facifity was not in compliance with Code of
Federal Regulations (CFR) 42, Part 483, Subparts
B-F, Requirements for Long-Term Care Facilities,

FO584 Safe/Clean/Comfortable/Homelike Environment F0584
EEESS
CER(s): 483.100)(1(7)

£483.10() Safe Environment.

“The resident has a right to a safe, clean, comfortable
and homelike environment, including but not fimited
o receiving treatment and supports for daily living
safely.

The facility must provide-

8§483.10())(1) A safe, clean, comfortable, and homelike
environment, alfowing the resident to use his or her
personal belongings to the extent possible.

(i) This Includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.

(i) The facility shali exercise reasonable care for the
protection of the resident's property from loss or
theft.

§483.10()(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
cormfortable interior;

§483.10()(3) Clean bed and bath finens that are in
good condition;

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 reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available io the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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room, as specified in 8483.90 (8)(2)( )

§483.10(i)(5) Adequate and comfortable lighting levels
in all areas;

5483.10()(6) Comfortable and safe temperature levels.
Facilities initially certified after must
maintain a temperature range of 71 10 81°F; and

§483.10()(7) For the maintenance of comfortable
sound levels,

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and policy review,
the facility failed to provide an environment that is
free of offensive odors and failed to maintain a
sanitary and clean environment in 7 of 18 rooms on
the 300 unitand 8 of15 rooms on the 400 unit.
(Rooms identified are 341, 342, 348, 352, 353, 354,
355, 456,461,464, 466, 467, 468, 469, 470, including
the patio outside the 400 unit.}

The findings include:

on upon entrance to the facility, a strong,
pungent -fike smiell was noted. The smell of

was present throughout the faciity but noted
1o be stronger on the 200, 300, and 400 halls.

On at 10:30 AM, upon entry into the facifity
and while observing the clinical nursing units, a
strong odor of was noted. At 10:40 AM an
observational tour was conducted on unit 300 and
400 nursing units, where a strong odor of was
noted,

The 300-unit hatiway observation revealed torn
flooring, food particles, and a butter knife laying in
the floor in the hallway.

had a straw and multiple food particles
lying on the floor and broken blinds on the window.
The bathroom had a dark brown cofor stain on the
wall, rusted ceiling tile trim, the toflet has a
brownish like substance inside of it, and the floor
surrounding the toitet appears wet. No trim was
observed around the base of the toilet, exposing a
black mold like substance. Corrosion was observed
on the sink faucet handies and surrounding area and
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Thete were rusted pipes under the sink with a
buildup of corrosion. A rusted sprinkler was
observed in the bathroom. The door facing was.
rusted and scrape marks were noted on the door
jambs, with paint peeling.

had a three in one toilet with duct tape
noted on the front of it, rusted and corroded pipes
under the sink. The door was observed with scuft
marks and paint peeling exposing the wood of the
door. A black substance that has a mold-like

was observed on the bathroom walls.

had corrosion on the fixture above the
toilet that is brown and blackish in color. A black

was observed on the bathroom walls,

had no cover on the outlet with an
concentrator plugged into the wall.

had boards covering the window in the
room.

had no coverings on the lights
over the bed with sockets exposed. One light fixture
had only one fight bulb.

's resident bed appeared dirty with a.
black substance noted on the of the bad,
had a broken caver on the outlet, the dresser
drawer facing is sitting on the floor next o the
dresser, bathroom fixture above the tollet had a
brown substance on it and on the wall below it.

had dark colored areas along the side of
the wall by the tollet, chipped paint on the wall, and,
on the opposite side of the wall in the bathroom,
there was scattered black substances on the wall
and baseboard trim.

An observational tour of the 400-unit haliway
revealed:

Upon entry through the Jocked unit doors, a strong
odorof  was noted.
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bathroom had a missing ceiling tile,
broken emergency light covers with no pull smng,
and the toilet cover does not fit over the
tollet tank.

's toilet tank cover did not fit properly,
exposing the inside of the tank.

was observed with torn toilet paper and
used briefs lying in the corner of the bathroom floor.

was observed with what appeared to be a
brown rust- like substance inside the toilet bowl.
The bathroom door facing appeared cracked with a
brown substance noted along the side.

in . the bathroom toilets
appeared to have a brownish blackish substance
build up surrounding the bases of toilet with broken,
peeling frim.

's light base on the wall appeared to have
a rust-like appearance on the fight fixture base
attached to the wall, broken blinds observed on the
windows in multiple rooms, and no outlet cover
observed in room with plugged into the wall

appeared to have a reddish-brown
substance on the wall, and broken biinds in the
room,

had no blinds covering windows,
beds were unmade, no outlet covers were covering
exposed wire coming from the wall. The toilet had a
dark brown blackish color ring around the base and
fiooring, uncovered light fixture on wall above the
television. ‘s bathroom sink appeared to
be leaking and the pipes connecting to had a rusted
like appearance.

had lovse flooring in the room, the toilet
had a leose cover on the tank and a brown rust like
stain substance inside the toflet base with the toilet
seat being loose and sitting crooked on the toiiet. A
dry red substance was noted on the door frame
leading into the bathroom,

Observation of units made on . .
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a\buve,v {photographic evidence obtained)

on at 10:00 AM the Adrministrator came to
the locked unit; she entered the code into the
keypad and walked down the cuiside patio walkway.
She stated there was a,  lock on the gate in the

because the gate code was broken.
Observation of the patio and outside fencing
revealed from palm trees lying on the grass
next to sidewalk and woodened fence raifings.
Observation of the woodened fence railings aligning
the sidewalk on both sides revealed broken and
rottad fike boards and unsteady railings, multiple
exposed rusted nails sticking up from the railings
where boards are broken off and off from
base of railings. An overgrowth of tree and
bushes from the perimeter surrounding thé fencing
is observed coming through between the railings of
the fence. Upon asking about the condition of the
tencing, the Administrator stated that the area was
riot safe for residents, but they are planning to have
it all redone this summer, (photographic evidence
obtained).

On at approximately 4:00 PM, Staff L,
ticensed Practical Nurse (LPN) was interviewed on
hatiway 200 regarding the odor. Staff L stated
that the facility "usually smelis like *, Staff L
stated that the 200 hall residents defecate and
urinate on the floor. She stated that "housekeeping
staff should clean those rooms more frequently” and
that the "building is ofd and the smell has seeped
into the floor and walls™.

on at approximaiely 9:30 AM. Staff Q,
Mousekeeping was interviewed about the strong

odor. Staff Q stated that staff clean resident
rooms daily, but the cleaner used has
1o air freshening effect to help mask odors,

On at 11:00 AM, an interview was

with Staff R, She revealed
that she had been employed at the facility for about
a month and she worked 5 days per week on the
400 unit. She described her work duties as standard
cleaning, of rooms, haltway, and common areas that
invalves sweeping, mopping, cleaning the
bathrooms, and removing the trash from the rooms.
Upon asking what her responsibility was when she
saw broken eguipment, broken blinds, or anything in
residents’ rooms that required repairs, she stated, "}
put it in the work order book at the nursing station,
or { wifl text maintenance with my concemns.” Upon
asking if she has noticed any concerns with stains
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and door frames, anything that requires repairs of
the residents' rooms and bathrooms? She stated,
“No, I'm in there pretty much in the rooms every
day to clean them™.

On at 2:00 PM, an interview was conducted
with the facHity Maintenance Director, who revealed
that he has been employed since |

He stated that he and one other maintenance person
worked at the facility, He stated they checked the
work orders daily and throughout the day, but
sometimes the staff would telf them verbally

needed to be repaired. In that instance,
he said he would remind the staff 1o write what
needed to be fixed in the work order book at each
nurse's station. When asked if he was aware of the
rooms and equipment on the 300 and 400 units that
required repair, he stated he was not aware of the
issues listed above.

at approximately 9:45 AM, an interview
with the facility
Services Director regarding the persistent odor of
the Tacility. The
Services Director stated the smell was notdue toa
lack of cleaning because staff cleaned resident's
rooms dafly. She stated that the nursing staff must
clean potentially waste before
housekeeping can sanitize the area. She stated
delays by care staff postponed housekeeping arrival
to the site, She further stated that it is an old
building, the odor has seeped into the floors, and
the cleaning chemicals and sanitize but do
not deodorize™.

on
was

On at 1:30 PM, an interview was conducted
with the Director of Nursing (DON). When asked
about the broken blinds, teaking faucets, and
environmental concerns abserved on 300 and-400
units, she stated they had changed out biinds, about
20 of them and they have bought new cabinets and
door handles. When asked about expectations of the
cleantiness of the residents’ rooms and the facility,
she responded that they were directed o use
standard precautions when cleaning rooms. The
Director of Nursing stated no policy specific to
cleaning the environment was available.

Review of the Housekeeper job description under
section Duties and Responsibilities revealed,
"purpose of job position is to perform the

day-to-day activities of the housekeeping
department in accordance with current federal, state,
and local standards, To coordinate daily
housekeeping services with nursing services when
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Continued from page 6
performing routine cleaning assignments in residents
living and { or recreational areas. on a daily basis,
clean all areas of the facility assigned. adhere to all
facility sanitation, safety, and control
procedures, feport any maintenance problems noted
during cleaning routine. Ensure that assigned work
areas are maintained in a clean safe comfortable and
attractive manner.”

A review of facility policy entitled “Policies and
Practices - Cantrol", undated, stated,

“Maintain a safe, sanitary, and comfortable
environment for personnel, residents, visitors, and
the public.”

Reporting of Alleged Violations
CFR(s): 483.12(b)(B)HANB)CHL)4)

§483. 12(c) In response to allegations of
neglect , or mistreatment, the (auh(y
must:

§483.12(c)(1) Ensure that all alleged wolaucns
involving | neglect, |
mistreatment, including injuries of unknown source
and misappropriation of resident property, are
reported immediately, but not fater than 2 hours after
the allegation is made, if the events that cause the
aflegation involve o result in serious bodily
injury, or not later than 24 hours if the events that
cause the aflegation do not involve and.do
not result in serious badily injury, to the
administrator of the facility and to other officials
(including to the State Survey Agency and adult
protective services where state law provides for
jurisdiction in long-term care facilities) in

with State law through established
procedures.

§483.12(c)(4) Report the results of all investigations
to the administrator or his or her designated
representative and to other officials in accordance
with State faw, including to the State Survey Agenicy,
within 5 working days of the incident, and if the
alleged violation is verified appropriate corrective
action must be taken.

This REQUIREMENT is NOT MET as evidenced by;

Based upon interviews and record reviews, the
facility failed to notify state and federal agencies of
an incident involving elopement of a resident from
the facility for 1 of 2 residents reviewed for
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The findings include:

During review of facility incidents, it was
documented that on at approximately 12:15
PM, Resident #5 exited the facility building from his
bedroom window and walked across the facility
property toward the perimeter fence. it was
documented that a CNA saw Resident #5 and called
out for assistance. It was documented that staff were
able to redirect Resident #5 and escort him ol
the facility where he was placed on one-to-one
supervision for safety. it was documented that
facility maintenance conducted an Inspection on all
window seals in Resident #5's room to ensure
proper securement was in place. It was noted that
this investigation did not include any staff or withess

for review.

An interview was conducted with Resident #5 on
at 10:30 AM concerning his leaving the
facility on . Resident #5 remembered the
event and was able to retell the details of what
happened. He also recalled that he was brought
to the facility by staff and the "police man”.
Upon returning to the facility, he stated, "the police
informed me that | shouldn't be Ieaving the faciiity
like that and. that | dicd not need to do it again™.

Upon request, the local police department shared a
police report which documented they had an
encounter outside the facifity with Resident #5 on

. The report confirmed a palice officer helped
facility staff escort Resident #5 to the facility
without incident.

An interview was conducted with Staff G,
Maintenance on at 2:00 PM regarding the
elopement investigation for Resident #5. Staff G
confirmed that he was working on . Saff G
stated he was the staff member who saw Resident
45 outside of the facility and escorted him o
the: facility with a police officer. He recalled that
Resident #5 exited the facility by climbing out of the
window of his room. Staff G stated Resident #5 then
went through the gaie located atthe  of the
facifity's property and left the facility premises. Staff
G stated, “1 was able to reach [Resident #5] down
the road. | was able to get [Resident #5] to stop
walking and | re-direcied him o the facility
with the assistance of law enforcement. Law
enforcement spoke with [Resident #5] at the facility
in regard to the incident and why he left the facility.”

An interview was conducted with the facility Director
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of Nursing (DON) on at 3:00 PM. The DON
confirmed an Mincident that occurred in late

orearly , where [Resident #5] climbed out the
window and was seen outside by a staff member.
The staff member alerted other staff of the resident
being outside and was brought to the facility
by [Staff G].” She stated that Resident #5 never left
the facility grounds and was brought tothe
tacility without any injuries. When asked if Law
Enforcement was notified of this elopement, the DON
stated, "No, they were not notified, not that | am
aware of. | discussed it with the Corporate Regional
Director and, because he never left the grounds and
staff had |, on him the whole time, it was not
reportable.” The DON further stated, "t wasn't
something we concentrated on because the staff
responded very well to the incident.”

A follow up interview was conducted with the DON
on at 1:30 PM, She reiterated, “| did not

have to report this incident due to staff having

visual contact with Resident #5 the entire fime. |
used this incident as a drill and educated stafl.”
Upon asking if law enforcement was notified of the
event, she stated, "Yes, but they did not do

anything, they did not come to the facility or give us
a report on it Upon informing the DON of the

police report received by the local police department,
she stated, “they never came into the facility, they
only stood out on the porch and spoke to staff and
[Resident #5]." The DON confirmed she was required
to report any incident in which law enforcement
investigates of responds,

Review of the facility policy titted Incidents and
Accidents, dated reveated "t is this facility
policy for staff to report ... any accidents or incidents
that occur ... on facility property and may involve ... a
resident and ensure residents receive adequate
supetvision to prevent accidents”.

ADL Care Provided for Dependent Residents
CFR(s): 483.24(2)(2)

§483.24(a)(2) A resident who is unable o carry out
activities of daily fiving receives the necessary
services 1o maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interviews, and record review,
the facility failed to provide the necessary care and
services o maintain grooming and care
for 1 of 2 residents sampled for care
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“The findings included.

at 3145 PM, Resident #7 was observed
standmg in the doorway of his room holding onto a

Resident #7°s navy-colored pants were
observed to be wet, covering the Seat of his pants

down both 1o the calves. Resident #7
had a strong odor of and stated, *| have been
walting on them to change my clothes”. A follow up
observation was made on at5:18 PM.
Resident #7 was observed to be wearing the same
soiled navy-colored pants and red shirt, seated ina
wheelchalr next to the nurses’ station.

An observation was conducted of Resident #7 on
t 1:20 PM. Resident #7 was observed

wearing the same soiled clothes as the previous
day. Resident #7 smelled of . and his shirt was
soifed with food and a dark liquid. Upon inierview,
Resident #7 stated that he wanted fresh clothes and
that he had asked for assistance from staff, but staft
had not come to help. Resident #7's room had a
strong odor of . and the bed was soiled with

. Two pairs of pants were observed on the chair
in Resident #7's room. No ather clothes were
observed inside the room.

On at 11:45 AM, Resident #7 was observed
to be seated on the edge of his bed wearing
khaki-colored pants and no shirt. The shests
underneath him were noted to be soited and yelow.
Resident #7's soiled red shirt and navy-colored
pants from the previous 2 days were obsetved on
the floor at the end of the bed. Resident #7 stated
that, despite requesting assistance with changing
clothes, no staff had come, so he had to change
himsetf.

A review of Resident #7's medical record revealed
he had a history of a ,

. o ,and
repeated . Review of the most recent Quarterly
Minimurm Data Set (MDS) revealed that Resident #7
( ) score
of 10 which indicates he was moderately |,
. . The MDS documented Resident #7 was
independent for taileting, showering, personal
hygiene, and The MDS stated Resident #7
was occasionally of and

Review of Resident #7's Care Plan dated

revealed the care plan did not include what level of
assistance Resident #7 required from staff for

care and other activities of daily living.
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Practical Nurse (LPN) an at 11:50 AM. Staff O
stated she was familiar with Resident #7 and that he
did require staff assistance with bathing, o
grooming, toileting, and care. Staff O
confinmed that Resident #7 did not refuse assistance
with personal cares and that he was compliant with
requesting staff assistance for activities of daity
living. Staff O stated that Resident #7's personal
clothing was labelled with his name and washed at
the facility. However, Staff O stated the laundry staif
did not retum the resident’s laundry to their
individual rooms but rather left the clean laundry it

in a bag in the finen room for the nursing staff to

put

An interview was conducted with the facifity Director
of Nursing (DON) on. at 11:40 AM. The DON
stated the nurses and Certified Nursing Assistants
(CNAS) were expected follow standard best practices
when providing resident care. She further explained
this included frequent rounding, keeping

residents clean and dry, turning and repositioning of

residents, and all other care areas. The
DON stated staff were educated during new hire
orientation and during morning meetings that the
residents required care every two
hours and as needed and that this was best practice
and the standard for nursing care in general. When a
copy of the faility's policies for care
and activities of daily living care was requested, the
DON stated that facility did not have an Activities of
Daily Living (ADL) policy, resident care policy, or
quality of care policy. The DON stated that the
expectation was that nurses and CNAs completed
rounds on all residents every two howrs and as
needed, especially if resident was .The
DON said if a resident was known to be a “hea
wetter”, the staff were expected to round more
frequently. The DON also stated that all of the
facility's residents required some level of assistance
from staff for care and activities of daily fiving,
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