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A 000 Initial Comments AD00

A re-icensure survey, controt and
generator monitoring and complaint investigation
#2021003631 were conducted at The Brennity At
Melbourne on and . The facility had
deficiencies at the time of the visit.

A Q07| 59A-36.006(1) FAC Admissions - Criteria A0OT
88=D
(1) ADMISSION CRITERIA,

{a}) An individual must meet the following
minimum criteria in order to be admitted to a
facitity holding a standard, fimited nursing
services, or imited mental health license:

1. Be atleast v
2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

) may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

3. Be able to perform the activities of daily living,
with supervision or assi; if necessary.

4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

5. Be capable of taking medication, by sither
self-administration, assistance with
self-administration, or administration of
medication.

a. If the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.
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Continued From page 1

. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this setvice or
the resident, or the resident's legat
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a physician, or mental health
practitioner ficensed under chapter 490 or 491,
F.S.

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10.Nothaveany ... . or4, LA
resident requiring care ofa

may be admitted provided that:

a. The resident either.

{1} Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{11} Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant o a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

¢. If the resident's condition fails to improve within
30 days as documented by a health care
provider, the resident must be discharged from
the facility.

11. Residents admitted to standard, limited
nursing services, or fimited mental heaith
ficensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
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Continued From page 2

except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with

<. Monitoring of gases,
d. Management of post-surgical drainage tubes
and vacuum devices;

e. The administration of products in the
facifity; or

f. Treatment of surgical or f
uniess the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident’s record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or limited mental health licenses
may not require any of the following nursing
services:

a. ., and, . performed
in the facility;

. ., performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehabilitative services as
described in rule 59G-4.290, F.A.C.
15. Be appropriate for admission to the facility as
determined by the facility administrator. The

it must base the ination on:

a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
section 429.26, F.S., and subsection {2} of this
rule, if available;
c. The facility's admission policy and the services
the factlity is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
unless specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
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Continued From page 3

fire safety standards for assisted living facilities
established in rule chapter 69A-40, F.A.C.
{b) Aresident who otherwise meets the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

L. orassistance with routine , care
of site . placement, may be admitted
to a facility with a standard license as long as the
facility has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c) Nursing staff may not provide training to
unlicensed persons, as defined in section
429.256(1)(b}, F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from witha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license,
{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facitity as long as the individual otherwise meets
resident admission criteria.
{e) Resident admission criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interviews the facility admitted a resident (#4) into
the facility that did not meet the requirements of
an assisted living faciity as provided in Statute
429.26(11) FS, 58A-5.0181 (1) FAC.
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Continued From page 4

Findings:

In a review of resident#4's 1823 dated Lt
revealed the resident was admitted into the facility
on . It also confirmed the resident had a
diagnosis of mild . , History of
. . generalized
and .. .. Further review revealed she is
total care with bathing and eating with daily living.

In an observation on at t1am of
resident#4, revealed she was lying in her bed with
a wheeichair by her bedside. In an interview with
resident#4 on at 11am she stated she
does not get out of her bed at any time, she is
bathed by staff in her bed and uses a bed pan.
She stated she does not want to leave her bed, or
she will be in |

Ir an interview on at 12pm with Staff D,
she confirmed the resident does not come out of
her room or leave her bed. She also confirmed
the resident is bathed in her bed and needs a 3
person assist to get her into her wheelchair.

In an interview on with Staff E, she
confirmed the resident is bathed in bed and does
not feave her bed at all.

In interview on with the LPN, she
confirmed the resident needs to be reevaluated
by the physician to see if she meets the
requirements of an assisted living facility.

In an interview with the administrator on
at 2pm, he confirmed the findings and stated she
will be reevaluated by the physician.

Class Ili
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429.26( ) FS; 59A-36.006(2) FAC Admissions -~
Health Assessment

429.26
{5} Each resident must have been examined by &
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 facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner ' s formorona
form adopted by agency rule. The medical
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
medica} 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 net 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
examination form, reflecting the resident ‘s
condition on the date the examination is
performed, becomes a permanent part of the
facility ' s record of the resident and must be
made available to the agency during inspection or
upon request. An assessment that has been
through the Comp i
Assessment and Review for Long-Term Care
Services (CARES) Program fuifills the
requirements for a medical examination under
this subsection and s. 429.07(3)(b)6.
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Continued From page 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
ination must include an of the

appropriateness of placement in a facility. 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 the

ivi has been by a psychiatris
¢clinical psychologist, clinical social worker, or
L. nurse, or an individual who is
supervised 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 resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion retated to appropri for
placement as a 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
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shail advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such

A008
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Continued From page 7

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 80

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-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally 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 ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
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, 459 or 464, F.S.

A008
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Continued From page 8

{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 Facilities, , which is
incorporated by reference and avaliable onfine at
http:/iwww firules.org/Gateway/reference.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 heaith 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 Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.

{c} Any information required by paragraph (a),
that is not contained in the medical examination
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 Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
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Continued From page 9

{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 rufe.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

; . 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 Farmilles pursuant to section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility 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
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 2 of 10 resident records {#1
and #12} contained a completed health
assessment report AHCA form 1823,

Findings:
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Continued From page 10

1. Resident record review resident #1 revealed
she was admitted to the faciiity on .
The review revealed a health assessment repol
that was missing pages 4 and 5 which contain the
examiner's identification and date of exam.
Therefore, unable to determine if the assessment
was the original admission assessment or an
update.

In an interview with the facility nurse on

at 1 PM who said she was unable to locate any
addition information besides the documents
inside the resident's record.

2. On at 12:30 PM, a family member of
resident #12 stated the resident did not have any
and was unable 1o cut or chew meat, but
the facility was giving her large pieces of meat at
mealtimes. She also stated the resident was
factose intolerant, but no one seemed to know.

Review of the record for resident #12, admitted
on , revealed a health assessment dated

. The assessment documented diagnoses
including trans- {

. The form indicated she used a walker
due to " . She was noted to
be lactose intolerant. A regular diet with no
restrictions was ordered. She was assessed to
not require assistance with self-administration of
her medications. She was assessed to be
independent with ali activities of daily living
(ADLs).

On at 2:00 PM, staff nurse J stated

A008
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resident #12 does need and receive assistance
with her ADLs (bathing, toileting, ) She
can walk with her watker. She eats her meals in
her room but does need help cutting the food.
She does require assistance with medications but
has only needed one so far, Nurse J
confirmed the 1823 was incorrect.
Class i
AO10 420.26( ) F'S; 59A-36.006(4) FAC Admissions - A010

850 Continued Residency

429.26
{1} The owner or administrator of a facility is
ible for i the i

of admission of an individuat to the facility and for

ining the continued appropri
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if aff requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individual
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receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facifity and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For of this the
term "bedridden" means that a resident is
confined to a bed because of the inabifity to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
¢. Sit safely in a chair or wheelchair without
personal assistance or a physical .
2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.
3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility If, during residency, he or she is
bedridden for no more than 14 consecutive days.
{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident ' s representative or designee or the
resident ' s family, guardian, surrogate, or
attorney in fact. In the case of a resident who has
been placed by the department or the
Department of Children and Farmilies, the
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Continued From page 13

must notify the appropriate contact
person in the applicable department.
3)A ici ician assistant, or
practice registered nurse who is employed by an
assisted living facility to provide an initial
exarination for admission purposes may not
have financial interests in the facility.

59A-36.006
(4) CONTINUED RESIDENCY, Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a ~to-
medicaf examination by a heaith care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change Is defined in rule
59A-36.002, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b} of this rule and must be
completed in accordance with that paragraph.
Exceptions to the requirement to meet the criteria
for continued residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days.
{b} Aresident requiring care ofa ... ,. .,

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care

AD10
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provider, the resident must be discharged from
the facility.

{c}A , il resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident’s legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facitity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d} The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

{g) Continued residency criteria for facifities
holding an extended congregate care license are
described in rule 50A-36.021, FA.C.

AD10

AHCA Form 3
STATE FORM

20-0007

s

0X3011

f continuation sheet 15 of 55




PRINTED. 07/19/2021

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967587 R ———— 05/05/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7365 ORCHESTRA LN
BRENNITY AT MELBOURNE (THE)
MELBOURNE, FL 32940
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A010| Continued From page 15 AD10

This Statute or Rule is not met as evidenced by:
Based on interviews and records review the
facitity faled to ensure that as part of the
residency criteria 1 of 10 sampled residents, who
received hospice, had: 1) had a health
assessment after the hospice admission, which
was a significant change and that 2) an
interdisciplinary care plan was developed and
imptemented by the hospice in consultation with
the facility to specify the services being provided
by hospice and those being provided by the
facitity.

Findings:

During the facility entrance on resident
#10 was identified as receiving hospice services,

Resident record review for resident #10 revealed
a hospice re-certification dated . an
indication she had been under their care at least
3 months prior to that date. The continued review
revealed a health assessment dated and
another dated . There was no evidence
to confirm that a Hospice interdisciplinary plan
was developed in conjunction with the facifity.
There was no evidence to confirm the revised
health assessment was obtained when she was
admitted to Hospice which was a significant
change in health status.

Ir an interview with the facility nurse on

at 11 AM who said she was not able to locate a
revised health assessment or the hospice
interdisciplinary care plan.

Class Il
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429.26(7) FS; 63A-36.007(1) FAC Resident Care
- 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.

A025

A025
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{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 observation, resident record review,
Medication Observation Record (MOR) review
and interview, the facility failed to provide care
and services to meet the needs of the residents
and did not: 1) foliow a healthcare provider's
order for medications for 2 of 10 sampled
residents (#2 and #13) and 2) follow a healthcare
provider's order for care consult for 2 of 10
sampled residents (#2).

Findings:

1. On at 9:00 AM, resident #2 stated she
had been living in the facility for about 4 weeks.
She stated she had a |, medication that was
prescribed to be given 3 times a day, at specific
times. She said the morning dose was supposed
to be at 7 AM, but she was still waiting for it at
9:00 AM, and had called for it more than once.
She stated she was in, . She said she has

A025
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had to call the staff for the , medication every

time, or they do not bring it to her. She also stated

she had a .- She said one of the nurses

changed it once, but she was not sure what the

plan was for her , care. She stated she

had a prior to admission to the facility and had

several with 11 stitches on her right lower

.- She stated a doctor came in to see her about
2 weeks ago, but nothing had been done untit
yesterday. She said she had been living in the
facility since but bad not received any
care for the stitches or untit when
a nurse came in and bandaged her .. She did
not know if it were a facility nurse or someone
from a home health agency or when they would
be returning.

Review of the record for resident #2 revealed an
admission date of - Her health
assessment (AHCA form 1823} was dated

and documented diagnoses including

. P , ., and
- She was noted to have moderate to
severe s with decreased range of
mobility with o and e

She was assessed to be alert and able to make
her needs known. She required assistance with
activities of daily fiving (ADLs). A physician order
dated fora care consult was
reviewed. Another order dated was
observed for the care consult. No notes or
reports were found documenting the resident was
seenbya care .,

Review of the Medication Observation Record
{MOR for resident #2 for the months of | and

. revealed and order for . 10
mg, give 1 tabletat 7 AM, 1 PM and 7 PM. On

12, review of the , MOR showed
given more than 1 hour late on at 8:27 AM,
AHCA Form 3020-0001
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at 8:20 AM and 8:25 PM, at 2:44
PM and at 9:04 AM. From | -30,
2021, ., was given more than 1 hour late
on 8 occasions. From | , 2021, the

. order was written to be given at 7 AM,
1 PM, 7 PMand 1 AM, Between .

. was given more than 1 hour late on 8
occasions. On for the 1:00 AM does, it
was noted it was not given due to no medication
technician scheduled for the overnight shift. On

at 7 PM through , all doses noted
“awaiting pharmacy" and | was
unavailable for resident #2.
(Photographic evidence obtained)

During the interview with resident #2 on at
9:04 AM, nurse J entered the room to bring the
resident her, medication. Nurse J confirmed
the order for this medication was written to be
given at 7:00 AM. She stated she was too busy
with other residents and tasks and could not get
the medication to resident #2 until 9:04 AM.
Nurse J confirmed medications were often late
due to staff shortages.

Review of the progress notes for

revealed an order to "consult care nurse”
was written on . A second order on

was written "consult care center ASAP for
right area and stitches.
removal.” On at 12:15 PM, staff nurse H
stated care was done on by a home
health agency, butan ., for the

care center had still not been made.
{Photographic evidence obtained)

On at 10:15 AM, staff nurse H, who had
just returned te the facility after an absence of a
few months, said she was not aware resident #2
had a or that required

A025
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attention. She stated she reviewed page 5 of the
1823 which showed "see care plan” written by the
former nursing director, but nurse H said there
was no care plan attached. Nurse H confirmed
the , medications for resident #2 were being
given very late, as the resident reported,

2. Inan interview on at 1:00 PM with
resident #13 who said "They help me with my
pills, and they do come late. | have three different
pills that | must take half an bour after each other
and sometimes they come late and then given to
me all at one time. I'm supposed to fake one at
6:00 AM on an empty then another one
a different one at 6:30 AM and then a different
one at 7:00 AM and sometimes it doesn't work
out that way".

Resident record review for resident #13 reveal a
health assessment report dated that
fisted diagnosis , high . .

.. sand .
She was independent with all her activities daily
fiving and needed assistance with
seif-administration of medications.

Review of the electronic Medication
Observation Record {MOR) created by the
dispensing pharmacy reveated it listed

75 mcg before meal at 6:00 AM,
. 20 milligrams (mg) one capsule
extended release at 6:30 AM; |
ER extended release 10 meq one daily at 6:30
AM and 20 mg at 6:30 AM

Entries on the last page indicated:

75 mecg was given on at 8:27
AM-no overnight med tech; 7:07 AM: 4/ 27
at 6:22 AM
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; 20 mg was given on at 8:27 AM
because there was no overnight med tech;
at 7:43 AM; at 7:40 AM; at 6:22 AM- not
given: at 7:29 AM.

10 meq was given at4:54
AM; at 743 AM; at7:13 AM; at
447 AM; at 4:33 AM; at 7:40 AM;
at 6:22 AM; at 5:47 AM; 6:32 AM

20 mg was given on at 8:27 AM-
no overnight med tech; at 7:43 AM; at
7:40 AM and at6:22 AM

B > . and . were
given together on at 8:27 AM.
The medications were not given as suggested by
the pharmacy to ensure proper medication
absorption and lessen possible interactions.
Certain medications interact with .
such as ( . ). Certain
medications interact with such as

. medication ( .

Ir an interview with the interim administrator on
at 2 PM who said the facility
experienced a staffing challenge with Covid and

the former management.

Class Il

AQ030| 59A-36.007(6) FAC; 429.28( .} FS 420.27
88=D| Resident Care - Rights & Facility Procedures

59A-36.007

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as

A025

A030
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described in section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.008, F.A.C.

{b) In accordance with section 429.28, F.8., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aliow
residents to recommend changes fo 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 all
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 rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and
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6. inistrative and h

and requirements;

7. control, sanitation, and universal
precautions; and,

8. The requirements for coordinating the delivery
of services 1o 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
facitity, 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.S. 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 minimun, a readily accessible
telephone on each floor of each building where
residents reside.

(g} In addition to the requirements of section
429.41(1){k), F.8., 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 physicat

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
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facitity shalt have the right to:

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

{b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

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

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

COIT , access to a p . and
visiting with any person of his or her choice, at
any time between the hours of 9 am. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar 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.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility 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 facifity.

{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
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the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to 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 fo health care

. . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the ity.

{k} At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physiclan to require an fontoa
tacility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmfut or offensive to other residents. In the
case of a resident who has been adjudicated
mentally .\ , 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
O Program for i with
relocation and must inciude the statewide toil-free
telephone number of the program. In order for a
facifity to the resi of an individual
without notice as provided herein, the facility shail
show good cause in a court of competent
jurisdiction.
{) Present grievances and recommend changes
in policies, procedures, and services to the staff

A030

AHCA Form 3
STATE FORM

20-0007

s

0X3011

f continuation sheet 26 of 55




Agency for Health Care

PRINTED. 07/19/2021

FORM APPROVED

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

AL11967587

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/06/2021

NAME OF PROVIDER OR SUPPLIER

BRENNITY AT MELBOURNE (THE)

STREET ADDRESS, CITY, STATE, ZIP CODE
7365 ORCHESTRALN
MELBOURNE, FL 32940

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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

A030

Continued From page 26

of the facility, governing officials, or any other
person without , interference, coercion,
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 adrinistrator of a facility shall ensure that
a written notice of the rights, . ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
expiained 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 local
fong-term care ombudsman councit, 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 telephone to
call the State Long-Term Care Ombudsman
Program or local embudsman council, the Elder
Hotiine operated by the Department of
Children and Famities, and , Rights
Florida.

429.27 Property and personal affairs of
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residents.-
(1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility 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 personal 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 record review and interviews the facility
failed to ensure all residents were treated with
consideration and respect and with due
recognition of personal dignity and individuality as
all residents were served dinner their
rooms/apartments because there was no staff to
serve the meal.

Findings:

In an interview with resident #13 on at
1 PM who said “There has been too many
changes going on here from when | moved in and
even lately many new faces. They are short staff.
We have dinner in our rooms because there is no
one in the dining room to serve the food.

Observations noted the resident had a chair and
table. There was a place mat on the table. The
resident stated that is where she ate her dinner.
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In an interview on at 11:30 AM with staff
K, the dining supervisor, who stated the dining
staff was short staffed and therefore the residents
couid not eat dinner in the dining room as there
was no staff to serve the meal,

In an interview on at 2 PM with staff |
who said her shift ended at 4:30 PM. She
expiained she worked Monday through Friday.
She stated before leaving the shift she handed
out the residents’ dinners in to- go boxes so they
could eat dinner in their rooms. She stated the
dining room was closed daily for dinner to
residents as there was no staff to serve the
evening meal. She stated the residents were not
allowed to eat in the common areas only in their
rooms. She added the residents were forced to
eat dinner in their rooms daily until the facility
became fully staffed again.

In an interview on 5/52021 at 2:30 PM with the
interim administrator who confirmed the findings
and added the facility lost a [ot of staff due to
Covid and the former administration.

Class Il

59A-36.007(8) FAC Resident Care - Elopement
Standards

59A-36.007

{8) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
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a mental health care provider within 30 catendar
days of being admitted to a faility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.8., is exempt from this requirement
for up to 30 days,
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or {c).
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
(b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident efopement. Ata
minimurm, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
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response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident’s family,
guardian, heaith 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
facitity in the event of an elopement.

(c) Facility Resident Elopement Drills. The facility
rust conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429 41(1)(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on facility record review and interview, the
facility failed to conduct and document resident
elopement drilis as required in 429.41(1)(a)3 and
429 41(1Y(1) F.S.

Findings:

On at 6:15 AM, staff C stated she had
received training on the facility's elopement
policy, but had not participated in any elopement
drills in the facility.

Request o review the facility records for
drills found no ion for drills

conducted between and. |

. There was no documentation to show
elopement drills were conducted at least two
times per year for each staff member, and no
documentation to show drills conducted during
the 11 PM -7 AM shift.

On at 2:10 PM, the interim administrator
confirmed the findings.
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Class Ili

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and do d
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-38.006, F.A.C.
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{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring refri fon must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
i~ i assisting with self- i
of or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

ADBS

AHCA Form 3
STATE FORM

20-0007

s

0X3011

f continuation sheet 33 of 55




Agency for Health Care

PRINTED. 07/19/2021

FORM APPROVED

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

AL11967587

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/06/2021

NAME OF PROVIDER OR SUPPLIER

BRENNITY AT MELBOURNE (THE)

STREET ADDRESS, CITY, STATE, ZIP CODE
7365 ORCHESTRALN
MELBOURNE, FL 32940

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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

AD55

Continued From page 33

{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to rute 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations , record review and
interviews the facility failed to ensure that 1.
centrally stored medications were kept in a focked
cabinet; locked cart; or other locked storage
receptacle, room, o area at all times. 2.

ication that has been di i but had
not expired were returned to the resident or the
resident's representative, as appropriate, or be
centrally stored by the facility for future use by the
resident at the resident's request. If centrally
stored by the facility, the discontinued medication
must be stored separately from medication in
current use, and the area in which itis stored
must be marked “discontinued medication.” Such
medication may be reused if prescribed by the
resident’s health care provider. 3. Whena
resident’s stay in the facility ended, the

ini returned alt ications to the
resident, the resident's family, or the resident's
guardian unless otherwise prohibited by law. 4.

ications that have been or have
expired must be disposed of within 30 days of
being determined abandoned or expired and the
disposal must be documented in the resident's
record.
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Continued From page 34
Findings:

Observations on at 2:00 PM noted that
in a locked room behind the nurses station in the
Coastal neighborhood there was a medication
cart inside of the locked room. Inside the
medication cart there was an array of medications
, some where in bubble packs, others wereina
basket and others in the original prescription
container, The nurse who accompanied the
Agency representative stated some of the
medications in the cart were discontinued,

others belonged to residents who were no longer
at the facility, others were an overflow from when
the facifity switched fo the new multi- dose
packaging . Further observations noted the
medications were not labeled discontinued {d/c)
nor was the cart labeled d/c. There was no
evidence to ensure the facility attempted to return
the fcati 1o the resi: pl i

and that once they were deemed abandoned they
were disposed of property.

The nurse said there was no system in place to
notify families to regarding dfc medications.

On at 5:45 AM, caregiver K, medication
technician working from am, stated there was
a growing pile of medications in the nurse's
station in the Coastal neighborhood. She said the
side door was locked and opened it for the
surveyor to see a large collection of resident

i . Some were di inued or for a
resident that expired. Some were new deliveries
that had not been checked in yet. She said the
pite was getting larger and it did not seem like
anyone was doing anything with them.

Observations found the side door to the nurse's
station was locked, but the front of the station had

ADBS

AHCA Form 3
STATE FORM

20-0007

s

0X3011

f continuation sheet 35 of 55




PRINTED. 07/19/2021

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967587 B.WING 05/05/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7365 ORCHESTRA LN
BRENNITY AT MELBOURNE (THE)
MELBOURNE, FL 32940
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
A055 | Continued From page 35 ADBS
a window that was fully open, leaving the
medications in an unsecured space.
{photographic evidence obtained)
On at 12:15 PM, facility nurse H confirmed
the findings.
Class Ili
A Q79 59A-36.010(3) FAC Staffing Standards - Levels AO79

88=D
(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personat,
{imited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
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Continued From page 36

3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all imes
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4. In facifities with 17 or more residents, there
must be at least one staff member awake at alf
hours of the day and night.
5. A staff member who has completed courses in
First Aid and p .
{ Yand holds a currently valid card
documenting completion of such courses must be
in the facility at alf imes.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C,, satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F.S., is
considered as having met the course
requirements for both First Aid and
8. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least ., .. must be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
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Continued From page 37

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.
9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b} Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facitities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 58A-36.007,
F.AC.
{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency determines that adequate supervision
and care are not being provided fo residents,
resident care standards described in rule
59A-36.007. F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts, The agency will consult with the facility
ini and residents ing any
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Continued From page 38

determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
B69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs, The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
fonger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observations, records review and
interview the facility failed to ensure there was
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enough qualified staff to provide for resident
services in accordance with the residents’
scheduled and unscheduled service needs, and
resident care standards for 2 of 10 sampled
residents (#2 and #13).

Findings:

Ir an interview on at 1:00 PM with
resident #13 who said "They help me with my
pills, and they do come late. | have three different
pills that | must take half an hour after each other
and sometimes they come late and then given to
me all at one time. I'm supposed to take one at
6:00 AM in an empty then another one a
different one at 6:30 AM and then a different one
at 7:00AM and sometimes it doesn't work out that
way",

Resident record review for resident #13 reveal a
health assessment report dated that
fisted diagnosis , high . f

s an . .
She was independent with alt her activities daily
fiving and needed assistance with
self-administration of medications.

Review of the | electronic Medication
Observation Record {MOR) created by the
dispensing pharmacy listed . 75 mog
before meal at 6:00 AM, . 20
milfigrams (mg) one capsule extended release at
6:30 AM; | ER extended
release 10 meq one daily at 6:30 AM and

20 mg at 6:30 AM

Entries on the last page indicated:

. 75 meg was given on at 8:27
AM-no overnight med tech; 7:07 AM: 4/ 27
at 6:22 AM
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, 20 mgwas givenon  at 8:27 AM
because there was no ovemight med tech;
at 7:43 AM; at 7:40 AM; at 6:22 AM- not
given; at 7:29 AM.

10 meq was given at 4:54
AM; at 743 AM; at 7:13 AM; at
4:47 AM; at 4:33 AM; at 7:40 AM;
at 6:22 AM; at 5:47 AM; 632 AM

20 mg was given on at 8:27 AM-
no overnight med tech; at 7:43 AM; at
7:40 AM and at 8:22 AM

. B ,and . were
given together on at 8:27 AM because there
was " no overnight med tech”, meaning there was
no trained unlicensed staff to assist residents with
seif-administration of medications.

The medications were not given as suggested by
the pharmacy to ensure proper medication
absorption and lessen possible interactions.
Certain medications interact with
such as . ). Certain
medications interact with such as

. medication ( . ). Muitiple times
the medications were given late, not on an empty

In an interview with the interim administrator on

at 2 PM who said the facility
experienced a staffing challenges with Covid and
the former management.

On at 9:00 AM, resident #2 stated she had
been living in the facility for about 4 weeks. She
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stated she had a , medication that was
prescribed to be given 3 times a day, at specific
times. She sald the moming dose was supposed
to be at 7 AM, but she was stili waiting for it at
9:00 AM, and had called for it more than once.
She stated she was in, . She said she has
had to call the staff for the | medication every
time, or they do not bring it to her.

Review of the Medication Observation Record
{MOR for resident #2 for the months of | and

. revealed and order for | 10
mg, give 1 tabletat 7 AM, 1 PM and 7 PM. On

12, review of the , MOR showed
given morte than 1 hour late on at 8:27 AM,

at 8:20 AM and 8:25 PM, at 2:44

PM and at 9:04 AM. From -30,
2021, was given more than 1 hour late
on 8 occasions. From | , 2021, the

. order was written to be given at 7 AM,
1PM, 7 PM and 1 AM. Between B

. was given mere than 1 hour late on 8
oceasions. On for the 1:00 AM does, it
was noted it was not given due to no medication
technician scheduled for the overnight shift. On

at 7 PM through . all doses noted

“awaiting pharmacy” and was
unavailable for resident #2.
{photographic evidence obtained)

During the interview with resident #2 on at
9:04 AM, nurse J entered the room to bring the
resident her , medication. Nurse J confirmed
the order for this medication was written to be
given at 7:00 AM. She stated she was too busy
with other residents and tasks and couid not get
the medication to resident #2 until 9:04 AM.
Nurse J confirmed medications were often late
due to staff shortages.
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Continued From page 42
Class Ili

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2.,

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

{b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, F.AC.

{c} Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(e), FAC.

HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
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Continued From page 43

fiving must have their ., . recorded
semi-annually.
{g) For facilities that will have unlficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.006, F.AC, if
such consent is not included in the resident's
contract.
{h) For faciliies that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.AC.
(i) A copy of the resident's contract with the
faciiity, including any addendums fo the contract
as described in rule 59A-36.018, F.A.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 429.27, £.8.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.8.
{l) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for .
. ), CF-ES 1008,

. which is hereby incorporated by reference
and avaitable for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
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{m) Documentation of the . ., ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
FAC.
{0} The resident's . DH
Form 1898, if applicable.
{p) For independent living residents who recelve
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents
participating in this arrangement,
2. The resident demographic data required in this
paragraph,
3. The health assessment described in rule
59A-36.008, FAC.,
4. The resident's contract described in rule
59A-36.018, FAC.; and,
5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.
(a} Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.
(r) Additional resident records for
faciiities holding a limited mental health, extended
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congregate care, or limited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to record a semi-annual .
for 2 of 10 sampled residents (#7 and 10) who
received assistance with the Activities of Daily
Living (ADLs.)

Findings:

1.Review of the record for resident #7 revealed
an admission dated of . Her admission
health assessment dated documented
the resident required assistance with ADLs.
Request to review the . record for resident
#7 found no record was available.

2. During the facility entrance on
resident #10 was identified as receiving hospice
services. Resident record review for resident #10
revealed a hospice re-certification dated

, an indication she had been under their
care at least 3 months prior to that date. The
continued review revealed a health assessment
dated and another dated which
indicated she needed assistance with ADLs. The
review revealed no evidence to confirm her

. .. were taken every 6 months.
On at 2:20PM, the regional Resident Care
said she was unable to locate

records.
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Continued From page 46
59A-36.021(3) FAC ECC - Staffing Requirements

{3) STAFFING REQUIREMENTS. The following
staffing requirements apply for extended
congregate care services:
{a) Supervision by an administrator who has a
minimum of two years of managerial, nursing,
social work, ic recreation, or o i
experience in a residential, long-term care, or
acute care sefting or agency serving efderly or
persons. If an administrator appoints a
manager as the supervisor of an extended
congregate care facility, both the administrator
and manager must satisfy the requirements of
subsection 53A-36.010(1), FA.C.
1. A baccalaureate degree may be substituted for
one year of the required experience.
2. Anursing home administrator licensed under
chapter 468, F.S., is qualified under this
paragraph.
{b) Provide staff or contract the services of a
nurse who must be available to provide nursing
services, participate in the development of
resident service plans, and perform monthly
nursing assessments for extended congregate
care residents.
{c} Provide enough qualified staff to meet the
needs of extended congregate care residents in
accordance with rule 59A-36.010, F.A.C., and to
provide the services established in each
resident's service plan.
{d) Ensure that adequate staff is awake during all
hours to meet the scheduled and unscheduled
needs of residents.
{e) Immediately provide additional or
appropriately qualified staff, when the agency
determines that service plans are not being
followed or that residents’ needs are not being
met because insufficient staffing, in accordance

AE203

AE203

AHCA Form 3
STATE FORM

20-0007

s

0X3011

f continuation sheet 47 of 55




Agency for Health Care

PRINTED. 07/19/2021

FORM APPROVED

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

AL11967587

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/06/2021

NAME OF PROVIDER OR SUPPLIER

BRENNITY AT MELBOURNE (THE)

STREET ADDRESS, CITY, STATE, ZIP CODE
7365 ORCHESTRALN
MELBOURNE, FL 32940

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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

AE203

Continued From page 47

with the staffing standards established in rule
59A-36.010, FA.C.

{f) Ensure and document that staff receive
extended congregate care fraining as required in
rute 59A-36.011, FA.C.

This Statute or Rule is not met as evidenced by:

Based on interviews and record review the facility

failed to provide A registered nurse on staff or by

confract the services of a Registered Nurse (RN)

who must be available to perform monthly nursing
its for extended co care

residents.
Findings:

On at 9 AM the interim administrator
stated that administrator and Director of Resident
Care had been terminated the day before.

Ir an interview on with the facility nurse
at 9:30 AM who said the facility did not have a
Registered Nurse to conduct the ECC monthly
assessments.

In an interview on at 11:30 AM with
Human Recourses (HR) staff who said the facility
had a nurse who assessed the residents. She
provided a copy of the license printed off from the
DOH website, for an Advance Practice
Registered Nurse (APRN). She added that there
was no other paperwork for the individual.

In an interview on at 2:30 PM the

interim administrator who stated he did not know
the APRN, and HR staff must have been

Class Il

AE203
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Continued From page 48
59A-36.021(8) FAC ECC - Service Plans

{8) SERVICE PLANS.
{a) Before receiving services, the extended
congregate care administrator or manager must
develop a preliminary service plan that includes
an assessment of whether the resident meets the
facility's residency criteria, an appraisal of the
resident’s unique physical, ., and
social needs and preferences, and an evaluation
of the facility’s ability to meet the resident's
needs,
(b) Within 14 days of receiving servuces the

d o care i or
manager must coordinate the development of a
written service plan that takes into account the
resident’s health assessment obtained pursuant
to subsection {6); the resident's unique physical,

o and social needs and preferences;
and how the facility will meet the resident's needs
including the following if required:

1. Health monitoring,

2. Assistance with personal care services,

3. Nursing services,

4. Supervision,

5. Special diets,

6. Ancitlary services,

7. The provision of other services such as
transportation and supportive services; and,

8. The manner of service provision, and
identification of service providers, including family
and friends, in keeping with resident preferences.
{c} Pursuant to the definitions of "shared
responsibility” and “managed risk” as provided in
section 429.02, F.S., the service plan must be
developed and agreed upon by the resident or
the resident's representative or designee,
surrogate, guardian, or attorney-in-fact, and must
reflect the responsibitity and right of the resident

AE206

AE206
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to consider options and assume risks when
making cheices pertaining to the resident's
service needs and preferences.
{d) The service plan must be reviewed and
updated quarterly to reflect any changes in the
manner of service provision, accommodate any
changes in the resident’s physical or mental
status, or pursuant to recommendations for
modifications in the resident's care as

in the nursing

This Statute or Rule is not met as evidenced by:
Based on interviews and record review the facility
failed to ensure ECC service plan was reviewed
and updated quarterly to reflect any changes in
the manner of service provision, accommodate
any changes in the resident's physical or mental
status, or pursuant to recommendations for
modifications in the resident's care as

in the nursing for 1
resident in a sample of 10 who received ECC
services,

Findings:

On resident # 5 was identified by the
nurse as recelving ECC services for

. bumps.
Resident record review for resident # 5 revealed
and admission to ECC of . Aheaithcare
order dated that indicated .
pumps two lower .. setat40 mmiy
for 30 minutes every morning . After the pumps
apply stockings and Farrow wraps to the left
and remove every evening. Continue review
revealed an ECC service plan last reviewed or
updated

In an interview with the facility nurse on
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Continued From page 50

at 11:45 AM who said she was ot able to locate
any additional documentation.

Class Ili

59A-36.021(7) FAC ECC - Services

(7) EXTENDED CONGREGATE CARE
SERVICES. All services must be provided in the
ieast restrictive environment, and in a manner
that respects the resident's independence,
privacy, and dignity.

{a) A facility providing extended congregate care
services may provide supportive services
including social service needs, counseling,
emotional support, networking, assistance with
securing social and leisure services, shopping
service, escort service, companionship, family
support, information and referral, assistance in
developing and implementing self-directed
activities, and volunteer services. Family or
friends must be encouraged to provide supportive
services for residents. The facility must provide
training for family or friends to enable them to
provide supportive services in accordance with
the resident’s service plan.

{b} A facility providing extended congregate care
services must make available the following
additional setvices if required by the resident's
service plan:

1. Total help with bathing, . grooming and
toileting,

2. Nursing assessments conducted more
frequently than monthly,

3. Measurement and recording of basic vital
functionsand

4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident’s food and fluid intake and output,

AE206
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Continued From page 51

5. Assistance with self-administered medications,
or the administration of medications and
treatments pursuant to a health care provider's
order. If the individuat needs assistance with
self-administration the facility must inform the
resident of the qualifications of staff who will be
providing this assistance, and if unlicensed
persons will be providing such assistance, obtain
the resident's or the resident's surrogate,
guardian, or attorney-in-fact's informed written
consent o provide such assistance as required in
section 429.256, F.S.,

6. Supervision of residents with and

7. Health education and counseling and the
implementation of health-promoting programs
and preventive regimes,

8. Provision or arrangement for rehabilitative
services; and,

9. Provision of escort services fo health-related

{c) Nursing staff providing extended congregate
care services may provide any nursing setvice
permitted within the scope of their license

consi: with the resit Y requi of this
rule and the facility's written policies and
procedures, provided the nursing services are:

1. Authorized by a health care provider's order
and pursuant to a pian of care,

2. Medically necessary and appropriate for
treatment of the resident's condition,

3. In accordance with the prevailing standard of
practice in the nursing community,

4. Aservice that can be safely, effectively, and
efficiently provided in the facility,

5. Recorded in nursing progress notes; and,

6. In accordance with the resident’s service plan.
(d) At least monthly, or more frequently if required
by the resident's service plan, a nursing
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Continued From page 52

assessment of the resident must be conducted.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review the facility
failed to ensure ECC nursing assessments were
conducted at least monthly and that nursing
progress notes were maintained for 1 resident in
a sample of 10 who received ECC services.

Findings:

On resident #5 was identified by the
nurse as receiving ECC services for s
bumps.

Resident record review for resident #5 revealed a
healthcare order dated that indicated
pumps two fower .. setat
40 mmHg for 30 minutes every morning. After the
pumps apply stockings and Farrow wraps to the
feft  and remove every evening. The last
nursing progress note pertaining to the pumps
and to the Farrow wraps was dated
The last completed nursing assessment avallab!e
for review was dated . Anursing
assessment was dated + however it did
not contain the signature and credentials of the
nurse who conducted the assessment; the
director of resident care had signed the
assessment. Continued review including the
Medication Observation Record (MOR) reveated
the ECC nursing services were listed on the MOR
and were marked as done, however there was no
evidence to confirm that nursing progress notes
were maintained.

In an interview with the facility nurse on
at 11:45 AM who said she was not able to focate
any additional documentation.
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Continued From page 53

Class Il

59A-36.011(8) FAC ECC - Training

(8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.
(8) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior to the faclity
receiving its ECC license or within 3 months of
beginning employment in a currently licensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended
the assisted living facility core training prior to
, shall not be required to take the

ass‘sted living facility core training competency
test.
{b} The administrator and the ECC supervisor, if
different from the administrator, must complete a
minimum of 4 hours of continuing education
every two years in topics relating to the physical,
.. . . orsocial needs of frail elderly and

persons, or persons with 's

or related
{c} Ali direct care staff prcvxdmg care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address ECC concepts and
requirements, including statutory and rule
requirements, and the delivery of personal care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
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Based on record review and interview the facility
failed to have 1 of 3 direct care staff members
{C), complete 2 hours of the required in service
training for Extended Congregate Care (ECC)
within 6 months of hire.
Findings:
During a review of the facility's licensure status on
it reviewed they maintain an ECC
ficense.
In a review of personnel records on for
Staff C, it revealed a hire date of asa
direct care staff. There was no evidence in the
record of the required ECC training.
In an interview with the personnel manager, she
confirmed Staff C has never had the required
ECC training.
Class Ill
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