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Initial Comments.

An unannounced complaint investigation,
complaint number 2021000674, and a COVID-19
focused control survey was conducted
on through
through .
R at Noble Senijor Living at
Brooksville. Deficiencies were identified at the
time of the survey.

,and

429.26(. ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner ' s formoron a
form adopted by agency rule. The medicat
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident ™ s admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner ' s direct observation of the
patient at the time of examination and must
include the patient ' s medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident ' s admission to
or continued residency in the facility. The medical
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examination form, reflecting the resident’ s
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condition on the date the examination is
performed, becomes a permanent part of the
facliity ' s record of the resident and must be
made available to the agency during inspection or
upon request. An assessment that has been
threugh the Comp
Assessment and Review for Long-Term Care
Services (CARES) Program fulfills the
requirements for a medical examination under
this subsection and s. 429.07(3)(b)6.
{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ion must include an of the

appropriateness of placement in a facitity. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that (he

ivi has been by a p! i 3
clinical psychologist, clinical social worker or

nurse, or an individual who is

superv»sed by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health restdenl has been admitted to the facllity.
An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as a8 mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident

A008
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which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Farmilies personnel
shaif explain to the facility operator any speciat
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
e require such

assistance.

59A-36.006
(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

~to- medical examination completed by a
health care provider as specified in either
paragraph (a) or (b} of this subsection,
{a) A medical examination completed within 60
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S. The
examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-refated
problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of s

PN . or any other
communicable , which are likely to be
transmitted to other residents or staff,

A008
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in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 458 or 464, F.S.

{b) A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Faciiities, . which is
incorporated by reference and avaifable online at:
hitp/iwww.firules.ol asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facliity for the Resident. The electronic
documentation must include all of the etfements
described in this section of AHCA Form 1823.
(¢} Any information required by paragraph (a),
that is not contained in the medical examination

7. A statement on the day of the examination that,
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report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with
either department must be conducted within 30
days before placement in the facllity and recorded
on AHCA Form 1823 described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rute.
{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the heaith
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

p . to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to section 415.105 or
415.1051, F.8,, is exempt from the examination
requirernents of this subsection for up to 30 days.
However, a resident ascepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular

A008
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admission.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility falled to ensure the resuﬁent
health assessments for assisted living facilities,
AHCA {Agency for Health Care Administration}
Form 1823, were accurate and complete for 5 of
17 residents sampled, resident numbers 2, 4, 13,
28, and 40, failed o ensure a medical
examination was completed by a health care
provider within 60 calendar days prior to
admission for 1 of 17 residents, resident number
2, and failed to ensure the appropriateness of
residents admission for 1 of 17 residents sampled
for admissions, resident number 18.

Findings:

Review of Resident #4's health assessment
{AHCA Form 1823} revealed on Page 4 - no date
is documented of when the medical examination
was conducted.

Review of Resident #40 health assessment
{AFCA Form 1823}, revealed dated

on Page 2, Section 1-A - Activities of Daily lemg
(ADLs) was documented with an "A” for Needs
Assistance for preparing meals, shopping,
making phone catls, handiing personal affairs and
handfing financial affairs. Required comments
were not documented to provide the extent and
type of assistance needed.

Review of Resident #2's Move-in Record
revealed an admission date of

Review of the resident's heaith assessment
{AFCA Form 1823} revealed the form

A008
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o d the medical ination was
conducted , 204 days prior to the

resident’s admission. On Page 5, Section 3 -
Services offered or arranged by the facility for the
resident was blank.

Review of Resident #28's health assessment
{AFCA Form 1823}, dated revealed
under Section A. Ability to Perform Self-Care
Tasks: preparing meals, shopping, handling
financial affairs was documented as "A" - Needs
i . The column
“facility” and does not document the assistance
necessary.

Review of Resident #13's heaith assessment
{AHCA Form 1823) revealed on Page 4 no date is
documented of when the medical examination
was conducted. On Page 2, Section 1-A -
Activities of Daily Living {ADLs), indicated that
Resident #13 required assistance with all ADLs.
Required comments were not documented 1o
provide the extent and type of assistance needed.
On Page 8, Section 3 - Services offered or
arranged by the facility for the resident was blank.

On , at 10:30 AM, during an interview,
the Acting Director confirmed the residents’ health
assessments were not accurate and up to date.

On , at approximately 1:40 PM, an
interview was conducted with the Physician
Assistant from an outside practice who provided
health care for the residents. He stated it was
true that the residents did need new heailth
assessments.

On at 9:00 AM, an interview was
conducted with the Acting Director. She stated
she had a resident admitted on around
AHCA Form 3020-0001

STATE FORM e LOONT If continuation sheet 7 of &3
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2:00 AM from the hospital. [Resident #18's
name] was re-admitted into the facility with a
of possibly ., . . The
resident was not on hospice. The Acting Director
stated she was working on getting the resident
placed in a nursing facility but had not received
confirmation yet. She sald, "l know we are not
supposed to admit a residentwitha =~
.\ who is not on hospice. | was not
made aware of this admission until this morning.
The only staff here to receive the resident was a
Med Tech and there were two resident aides
working as well. Her paperwork from the hospital
also stated she had apossible |, on her
heals. No one has assessed her since
her re-admission.” A request was made for the
1823 and any additional documentation related to
Resident #18, No additional documentation was
provided.

An observation of Resident #18 was conducted
on at 12:15 PM. The resident was
observed sitting in wheeichair in her room. There
was no seat cushion in her wheelchair. Staff
attempted to assist the resident into her bed
for an observation of the | . She was
observed to be a total assist to transfer to her
bed. She would notbear  and relied on
staff to get her into bed. An observation of the
revealed an open area on her
... approximately 5 centimeters in diameter.
The area of injury was reddened with
" drainage. The o
was not dated and was soiled and not intact. The
heels were covered with .. that
were dated

Class Il
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$8=K| - Supervision

429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

" . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facility must notify the resident ' s representative
or designee of the need for health care services
and must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident ' s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007

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

(1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
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Continued From page 9

{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
rmanager if the resident exhibits a significant
change.

{e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f} Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on interview, observation, and record
review, the facility failed to provide care and
services appropriate to meet the needs of
residents accepted for admission to the facility for
15 of 27 residents sampled, resident numbers 2,
3,4,5,6,7,10, 11,12, 15,17, 18, 20, 26, and
27.

Findings:

On , at approximately 9:40 AM, an
interview was conducted with the Hernando
County Sheriff Deputy while reviewing a
Computer Aided Dispatch ( )query. He
stated in the last 30 days ( . -
. ) the Sheriff's Office had
received 81 calls from the facility, of those 81
calls, 17 involved which required transport to
the hospital. He expressed concern about a lack

A025

of staff and security for the residents. He stated
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the 81 calls in the 30-day period reviewed did not
include the 911 hang ups which required officers
to call to verify the emergency. He stated
there were a number of times he called the
facitity following those 911 hang up calls and "the
phone just rang and rang and rang - no one
answered.” He also referenced a resident who
had received service from the local fire rescue
which involved a man whose mask was
embedded in the skin behind his . He further
explained the paramedics were very distressed
and had to cut it out which caused considerable

Land, . totheresident. He added,
"Just another example of neglect, and lack of
supervision.”

Review of Resident #3's Resident Health
Assessment for Assisted Living Facilities, AHCA
{Agency for Health Care Administration} Form

1823, dated . showed diagnoses of

. , and

. . The admission date was
documented as . Under the comments

section was documented the resident’s physical
or sensory limitations as wheelchair, Spanish
speaking, and . ., B

Nursing/Treatment/ .. Service
Requirements included hospice care.

Review of the Hospice Certification of

liness assessment, dated , revealed
Resident #3's start of care began . The
primary diagnosis fisted was 's

Review of a witness statement written by Staff P,
Resident Care Aide, in regard to Resident #3

A025

dated , stated, "l [Staff P's name], went

AHCA Form 3020-0001
STATE FORM

o LQONTE

# continuation sheet 11 of 68



Agency for Health Care

PRINTED: 04/08/2021
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11910431

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

0112712021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

307 HOWELL AVENUE

NOBLE SENIOR LIVING AT BROOKSVILLE
BROOKSVI

LLE, FL 34601

0@y D
PREFIX
TAG

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

o] PROVIDER'S PLAN OF CORRECTION
PREFIX
e

DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

A025

Continued From page 11

to check my residents at 9:30 AM and went into
[Resident #3's name] room and witnessed
another male resident fidentified as Resident #2}
putting his penis in her and holding her

. limmediately toid him to stop and to go to
his room. He went to his room. | reported it to
the supervisor. Then at around 11:30 AM went to
check [Resident #3's name] the same male
resident [Resident #2] was laying (sic) in bed with
her. {asked him to get out and he told me no,
then | ran and got the supervisor [Staff C's name]
and we took him out of her room.”

On at 11:10 AM, an interview was
conducted with the Acting Director regarding the
alleged incident involving Resident #2 and
Resident # 3. She described Resident #3 as a
frail, small framed , female resident on
hospice with - . She described
Resident #2 as a very tall fully ambulatory
. male, who resided on the same floor
as Resident #3. She further stated the staff in
charge of the day shift on the day of the incident
was Staff D. She stated the alleged first
assault occurred on at 9:30 AM, when
Resident #2 was found standing over the bed of
Resident #3 with his penis in Resident #3's
. Asecond incident between Resident #2
and Resident #3 occurred two hours later at
11:30 AM, when Resident #2 was found naked in
bed with Resident #3. The Acting Director stated
she was contacted by Staff C by text on
at 4:06 PM. No known interventions
except to redirect Resident #2 o his room
were put in place between the time of the first
incident and the second incident which occurred
two hours fater.

An interview with Resident #5 was conducted on
at 11:00 AM. Resident #5 stated,
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“Staffing has become a real concern as well.
There isn't enough staff to clean the facility or do
the taundry. The hallways are always full of
faundry, trash, and food trays. This is causing an
increase in bugs. There are roaches everywhere.
At night there is no staff on the 3rd floor. If you
need something, it doesn't do any good to call.
No one will answer the phone. The staff that are
stifl here are very rude. They treat the residents
fike an inconvenience.”

An interview was conducted with Resident #6 on
at 11:15 AM. Hestatedhe . on
Friday, . ataround 9 PM. He was in his
roorn and against a chair and hurt his right
side. He remained on the floor in his room for
hours. He yelled for help for over two hours. He
used his cell phone to call the facility for help. He
called the main number 25 times, and no one
answered. He finally managed to get himseif off
the floor and into his bed. In the morning when
staff came to bring breakfast, he reported the

An observation of Resident #6 was conducted on

at 11:15 AM. His right, medial side
revealed a deep purple that covered his
medial side from his upper ribcage to his pant
fine.

On at 8:50 AM, an interview was
conducted with the Fire Chief of the City of
Brooksville Fire Rescue. He stated he had
recently talked to the City Manager about
concemns related to the number of calls they were
receiving from the facility for non-emergency
issues. He stated they have received many calis
in the past several months for resident B
When they get there it is found the resident is not
hurt, they just need assistance getting into
bed, and what they are hearing from the residents
AHCA Form 3020-0001
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is there is not enough staff or that they cannot get
assistance from staff to get them into bed.
He further stated this is concerning because
these kinds of calis are taking them away from
actual emergency calis which they are unable to
respond 1o because of being tied up on
non-emergent routine issues which the facility
should be able to address.

On at 10:30 AM, an interview was
conducted with Staff C, Med. Tech. When asked
if she thought there was sufficient staff to meet
the needs of the residents, she stated, "No, | do
not! We have barely enough facility staff, thank
goodness for the agency staff otherwise we would
be in real frouble. There has been a significant
change since the new owners took over and itis
not for the better.” When asked if she thought
there was sufficient staffing to meet the needs of
the residents on all shifts, she responded, "No, |
do not. Some days we have enough staff and
other days not.” She further stated, "There is no
resident call system, that is why 1 try to check on
them as frequently as possible.”

On at 11:35 AM, an interview was
conducted with Staff J, Resident Care Aide.
When asked if she thought there was sufficient
staff to meet the needs of the residents on all
shifts, she responded, "No, | do not. Some days
we have enough staff and other days not.” She
further stated, "The new owners have not
addressed the concerns as to how residents can
call for help, they either have to yell or call the
facility to get staffs’ attention. There is no working
phone on the third floor. There are also two
phones on the first floor, one on second floor
which residents can use but, most need
assistance to place a call.” When asked if she
thought the residents receive proper care to meet
AHCA Form 3020-0001
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their needs, she siated, "No, | don't. | think a lot
gets put on the burner.”

An interview was conducted with the Acting
Director on at 9:00 AM. She stated
she had a resident (identified as Resident #18)
admitted on around 2:00 AM from the
hospital. Resident #18 was re-admitted into
the facility witha ... ,. . or possibly . .
. . The resident was not on hospice.
The Acting Director stated she was working on
getting the resident placed in a nursing facility but
had not received confirmation yet. She stated, "t
know we are not supposed to admit a resident
witha .. .. ., who is not on
hospice. | was not made aware of this admission
untit this moming. The only staff here to receive
the resident was a Med Tech and there were two
resident aides working as well. Her paperwork
from the hospital also stated she had a possible
. ..onher heals. Noone has
assessed her since her re-admission."

An observation of Resident #18 was conducted
on at12:15 PM. The resident was
observed sitting in wheelichair in her room. There
was no seat cushion in her wheelchair. Staff
attempted to assist resident into her bed for
an observation of the , . She was
observed to be a total assist to transfer to her
bed. She would notbear . . and relied on
staff to get her into bed. An observation of the
revealed an open area on her
, approximately 5 centimeters in diameter,
The area of injury was reddened with
" drainage. The -
was not dated and was soiled and not intact. The
heels were covered with . that
were dated
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There was no documentation of a facility
assessment on re-admission.

An interview was conducted with Resident #18 on

at 12:16 PM. The resident stated,
"The staff are very kind to me. They could use
some more help. There is not a lot of staff, but
the girls do the best they can.”

An observation of Resident #11 was conducted
on at 11:00 AM. The resident was
observed to be alert with . He had
bandages on both

Review of the Hernando County Sheriff's Report
incident #2021-01174, dated , revealed
the Brooksville Fire Rescue was concerned
[Resident #11's name] had not removed his mask
in a very long period of ime. During a medical
call to the facility, Brooksville Fire Rescue
personne! found {Resident #11's name] to have a
medical mask embedded in the skin behind his

which caused significant L and
required hospital care.

Review of Resident #11's Resident Health
Assessment for Assisted Living Facilities, AHCA
Form 1823, dated revealed he had
diagnoses of . p L and

. The comment section
noted he required daily observation for his
wellbeing.

An inferview was conducted with Resident #12 on
at 11:45 AM. The resident stated she
hasn't had a shower in three weeks because
there wasn't enough staff to help. She also
stated the bathroom in her room is not wheelchair
accessible. She cannot get into her bathroom to
use the toilet or brush her . She must use
AHCA Form 3020-0001
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the public restroom down in the lobby.

An observation of Resident #12 was conducted
on at 11:45 AM. Resident #12 had a

; and was observed
sitting in her power wheelichair. She was wearing
stained clothing, her skin had streaks of dirt, and
she had an unpleasant odor.

Review of Resident #12's Resident Health
Assessment for Assisted Living Facilities, AHCA
Form 1823, dated revealed the
resident has a diagnosis of left,
. and
. The comments section notes the
resident is a total assist with ambulation.

On at 2:50 PM, an interview was
conducted with Staff £, Med. Tech. She stated
she works on the second floor as a Med Tech
during the first shift and is responsible for the
medications for 38 residents. She further stated,
"Most residents are independent on the second
floor, but we do have a few that require
assistance with . bathing, and with no
housekeeping with stripping beds, which | am
doing right now due o a lack of staff. We do the
best we can, but we are unable to give quality
care at this time."

An interview with Resident #10 was conducted on

at 11:00 AM. Resident #10 stated
there is not enough staff to care for the needs of
the residents. There is no housekeeping to clean
resident rooms or do the faundry. The resident
was informed by staff that there was no one
available to help clean his room.

A025
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11:00 AM, showed his clothing was dirty with
stains on his shirt and pants. There was an
unpleasant odor in his room. There was a trash
can full of garbage at the entrance of the room.
The floors in the room were dirty and additionaf
trash was observed around the room.

A review of the Hernando County Sheriff's Report
incident #2020-35774, dated read,
"Upon arrival the Deputy made contact with [Staff
O's name] a Med. Tech. at [the facility's name].
He stated {Resident #15's name] had not been
seen in the facility since at 4:45 PM.
[Staff O's name] advised he was notified by other
residents that she left the facility on but could
not provide any more information.” The Deputy
noted he was familiar with [Resident #15's name]
and had interacted with her earlier in the day. it
was determined [Resident #15's name] had left
the facility three times between and
. On the first two occasions, [Resident
#15's name] around downtown and
ended up going to a local residence down the
from the facility. A call was received from
the residence advising that {Resident #15's
name] was present at their house. The Deputy
responded and found [Resident #15's name] on
the roadway, who was visibly shaking due to the
temperatures. Due to [Resident #15's name]
continuing to willingly away from the
facility, and the facility's inability to contain her, it
was deemed likely she would suffer from neglect
or injury. {Resident #15's name] was placed in
protective custody and remanded to a local
receiving facility.

An interview with Resident #17 was conducted on
at 11:10 AM. Resident #17 stated he

had not had clean bed sheets for two weeks. He

was told by a Resident Aide, "There is not enough
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staff to wash the faundry and he would simply
have to wait."

An observation of Resident #17 was conducted
on at 11:10 AM. Resident #17 was
observed sitting in a chair in his room. His
clothes were stained and had an unpleasant
odor. His hair was uncombed, and he was
unshaven. His room had laundry piled in three
corners. There was an overflowing trash
container in the corner.

An interview was conducted on at 3:00
PM with Resident #4. Resident #4 stated there is
very little staff to assist. He stated he can stand
and pivot to get into his bed if there is
someone there to steady him. With the tack of
staffing, he must wait sometimes until 11:00 PM
to 12:00 AM before anyone can help him into bed.
He has had to spend the night in his chair many
times because there was no staff to assist him

into bed. There is very little staff to keep the
faundry done so it piles up.

An observation of Resident #4 on at
3:00 PM showed the resident had stains on his
shirt and crumbs of food visible on front of his
clothing. He had food remains in his beard and
he smelled of . His room had two piles of
faundry along one wall which smelled of feces
and

Areview of Resident #4's Resident Health

Assessment for Assisted Living Facilities, AHCA

Forrn 1823, not dated, revealed diagnoses of

L ., left

p , abnormal posture, |
and , foliowing

affecting right dominant side, aphasia,

& . The comments

type 2
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section noted he required assistance with
ion, toileting and ¢

On at 4:54 PM, a telephonic interview
was conducted with Staff K, third shift Resident
Care Aide. She confirmed there is not sufficient
staff on the third shift. She stated, "Most days it
is just me and another Resident Care Aide to not
only watch and be responsible for the residents
on all three floors, but that they are also expected
to do housekeeping and laundry as well. | am
sick of covering for the place. When are they
going to shut it down? You work for the State.
Can't you shut it down, because that is what
needs to happen. | and the other Resident Care
Aide try our best to check on residents every two
hours, but isn't always possible because we are
spread too thin. We are only resident aides we
cannot document anything. We have fo report it
to a Med. Tech. and if there is none on our shift
we have to report it to a Med. Tech. when they
come on first shift in the morning. | know the
phones are unplugged from the wall during the
second shift to keep the residents from calling
911 all the time.  The only way we know the
residents need help is if they call out to us.
These residents do not receive the kind of care
they deserve. | know | wouldn't want my loved
one living here.” When asked if she had any
first- knowledge of Resident #2, she stated
that one day late in {she did not have
an exact date) she had found Resident #2 in
Resident #18's room naked. She was
summoned {o the room by the screams of
Resident #18. When asked if she had
documented the incident she stated, "As a
Resident Care Aide, | cannot document anything.
| must report any observations or incidents to a
Med Tech and we do not have Med Techs always
on the overnight shift. In those cases, | report

A025

AHCA Form 3
STATE FORM

20-0007

s

LQONT

f continuation sheet 20 of 88



Agency for Health Care

PRINTED: 04/08/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11910431

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

0112712021

NAME OF PROVIDER OR SUPPLIER

NOBLE SENIOR LIVING AT BROOKSVILLE

LLE, FL 34601

STREET ADDRESS, CITY, STATE, ZIP CODE
307 HOWELL AVENUE
BROOKSVI

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A025 | Continued From page 20

any concemns to the Med Tech on the first shift. |
remember reporting that incident to [Staff F's
name] and | don't know if he reported it."

On . at approximately 9:15 AM, an
observation of Resident #7 revealed the of
his khaki colored pants were wet with

On at 9:55 AM, an interview was
conducted with Staff 8, Hospice Aide for Resident
#27. The Hospice Aide stated, "t do not feel she
is getting care. | would come one time a week.
Her laundry is not getting washed. 1t piles up
each week. | came in on Friday and found one of
my other patients, [Resident #26's name] lying in

On at 2:52 PM, an interview was
conducted with Resident #20. He stated, "l have
a . . The nurse last checked my
in . I'have not seen her in
or . ¥m worried about it, it
was last changed in

The facility could not produce any records of
home health visits or consultations with outside
medical services.

Class |

A 030 53A-36.007(6) FAC; 429.28( )FS420.27
$5=K| Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
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Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.006, F.A.C.

{b} In accordance with section 428.28, F.S_, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
(d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Admini and h
and requirements;
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7 control, sanitation, and universal

precautions; and,

8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

{0} In addition to the requirements of section
429.41(1){k). F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shail have the right to:

{a) Live in a safe and decent living environment,
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free from and neglect.

(b) Be treated with consideration and respect and
with due recognition of personatl dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{fy Manage his or her financial affairs unless the
resident or, if appficable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facitity to provide safekeeping for funds as
provided in s, 429.27.

{g) Share a room with his or her spouse if both
are residents of the facility.

{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
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at religious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access 1o adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making ., |
for heaith care services, the provision of or
arrangement of transportation to health care

. , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days' notice of relocation or
termination of residency from the facifity unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident’s legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. in order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
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discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, . .and
prohibitions set forth in this part is posted ina
prominent place in each facllity and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a focal
fong-term care ombudsman councll, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephene to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder
Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a) A resident shall be given the option of using

A030
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his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

.\ or ) under state law,
managing his or her own affairs.
(b} The adrission of a resident to & facility and
his or her presence therein sha not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personat affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility faited to provide a safe, decent
fiving environment, an environment free from
pests; failed to ensure freedom from for 3
of 27 residents, resident numbers 3, 8, and 18;
failed to ensure freedom from neglect for 13 of 27
residents, resident numbers 1,4, 5,6,7.9, 10,
11,12, 14, 15, 17, and 18; and failed to develop
and implement COVID-19 {Corona

2019) controf procedures, which has the
potential to affect all residents residing in the
facility,

Findings:

1} During the initial tour on at 9:30 AM,
the following observations were noted: The
facitity hallways were observed to have piles of
soiled laundry and trash throughout. There were
torn curtains on the windows. There were spider
webs visible on the windows as well as corners of

A030

the haliways. Two mattresses were found lying
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on the floor at the end of the third-floor hallway.
Three pillows without pillowcases were found at
the end of the second-floor hallway. Piles of
soiled laundry, full bags of trash, as well as loose
garbage were observed in the residents’ rooms.
There was an unpleasant odor throughout the
faciiity.

An interview with Resident #5 was conducted on

at 11:00 AM. Resident #5 stated,
"Staffing has become a real concern as well.