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SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 Initial Comments

A follow-up visit to a relicensure survey with Limited Nursing Services was conducted at Brookdale
Titusville license #5758 on .. Brookdale Titusville had deficiencies at the time of the visit.
0008 Admissi - Health A 1t

DEFICIENCY REMAINED UNCORRECTED.

Based on record review and interview, the facility did not ensure the health assessment report form for 1
of 2 sampled residents (15) was accurate and fully completed by the health care provider.

Findings:

Observations on iat 3 PM, noted resident #15 sat in a wheelchair and was propelled to the
common area by a staff member. Further observations noted both of the resident's feet were

Resident record review for resident #15 revealed a health assessment form 1823 dated  / that listed
diagnoses of Parkinson's X s and instability/balance. According
to the report she was independent with activities of daily living and needed assistance with bathing. The
portion of the health assessment report form where it should indicate if the resident needed assistance
with self-administration of medications was blank, it did not indicate yes or no.

In an interview on ‘at 4:15 PM with resident the administrator who said the assessment form was
overlooked.

Class It

po10 Admissions - Continued Residency

Deficiency A010 remained uncorrected.

Based on observations, record review and interview, the administrator failed to monitor and take into
consideration the continued appropriateness of residency for 1 of 2 sampled residents (#15) and
retained a resident who was unable to transfer and ambulate.

Findings:

Observations on at 3 PM, noted resident #15 sat in a wheelchair and was propelled to the
common are by a staff. Further observations noted both of the resident's feet were contracted.

In an interview on 4 +at 3 PM with staff A, a caregiver, who stated the resident did not walk or
ambulate and that it took 2 staff to transfer her and she needed total care with activities of daily living.
In an interview on at 3:05 PM with resident #15 who stated she depended on the staff, as she
was unable to walk or transfer. The staff were on their way to take her to the toilet.

Observations on / at 3:15 PM noted 2 staff transferred the resident from her wheelchair, The 2
staff lifted the resident and sat her in the scooter, the resident did not assist with the transfer: she did not
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pivot.

Resident record review for resident #15 revealed a health assessment report form 1823 dated  /

that listed diagnoses of Parkinson's and instability balance.
According to the report she was |ndependent with activities of daily Ilvmg and needed assistance with
bathing.

In an interview on at 4:15 PM with the administrator who stated resident #15 was able to transfer
when she moved in; but seemed she had become a bit dependent on staff after her husband passed a
few weeks ago.

Class 11l
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RICK 8COTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
,2016
Administrator
Brookdale Titusville
1800 Harrison Street
Titusville, FL 32780
RE: Revisit to re-licensure w/LNS
Dear Administrator:
This tetter reports the findings of a revisit survey conducted on 15, 2018, by

representative(s) of this office. Enclosed is the provider's copy of the Statement of Deficiencies
(State Form 5000-3547), which references the uncorrected deficiencies and/or new deficiencies
identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All
deficiencies shall be corrected no later than , 2016,

The Quality Assurance Questionnaire has long been employed to obtain your feedback
following survey activity. This form has been placed on the Agency's website at

hitp://ahca myflorida.com/Publications/Forms.shtml as a first step in providing a web-based
interactive consumer satisfaction survey system. You may access the questionnaire through the
link under Health Facilities and Providers on this page. Your feedback is encouraged and
valued, as our goal is to ensure the professional and consistent application of the survey
process.

Thank you for the assistance provided to the surveyor. Should you have any questions please
call this office at (407) 420-2502.

Sincerely,

W‘v(j&/

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

BBT?

Orlando Field Office

400 W. Robinson St., Suite $-309

Orlando, FL 32801

Phone:(407) 420-2502; Fax:(407) 245-0998
AHCA MyFiorida.com

Facebook.com/ACHAForida
Youtube.com/AHCAForida
Twitter.com/AHCA_FL.
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