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STATE OF FLORIDA
AGENCY FOR HEALTH CARE ADMINISTRATION

STATE OF FLORIDA, AGENCY FOR
HEALTH CARE ADMINISTRATION,

Petitioner,
AHCA Nos. 2019010507

Vs, {moratorium) 2020008373
2020008697

FAIR HAVENS OPCO, LLC, d/b/a License No, 1147096
FAIR HAVENS CENTER File No. 111309
Provider Type: Nursing Home

Respondent. RENDITION NO.: AHCA- 2.0 - GO -$-0LC
/
FINAL ORDER

Having reviewed the Administrative Complaints, and all other matters of record, the Agency for
Health Care Administration finds and concludes as follows:

I The Agency issued the attached Administrative Complaints and Election of Rights forms
to the Respondent. (Composite Ex. 1) The parties have since entered into the attached Settlement
Agreement, which is adopted and incorporated by reference into this Final Order. (Ex. 2)

2. The Respondent shall comply with the terms of the Settiement Agreement, including but
not limited to those relating to the requirements of operation and construction.

3. The Respondent shall pay the Agency $67,000.00. If full payment has been made, the
cancelled check acts as receipt of payment and no further payment is required. If full payment has not
been made, payment is due within 60 days of the Final Order. Overdue amounts are subject to statutory
interest and may be referred to collections. A check made payable to the “Agency for Health Care
Administration” and containing the AHCA ten-digit case number should be sent to:

Central Intake Unit

Agency for Health Care Administration
2727 Mahan Drive, Mail Stop 61
Tallahassee, Florida 32308

4. Conditional licensure statuses are imposed on the Respondent, the first beginning on June
21, 2019, and ending on July 21, 2019, and the second beginning on May 7, 2020.

5. The action seeking license revocation is withdrawn.

6. The Immediate Moratorium on Admissions is lifted upon entry of this Final Order.
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ORDERED at Tallhassce, Florida, o this 1. & day of | 10&vbee . 2020.

s
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Secfetafyph A

Ag for Health Care Administration

NOTICE OF RIGHT TO JUDICIAL REVIEW

A party who is adversely affected by this Final Order is entitled to judicial review, which shall be instituted
by filing one copy of a notice of appeal with the Agency Clerk of AHCA, and a second copy, along with
filing fee as prescribed by law, with the District Court of Appeal in the appellate district where the Agency
maintains its headquarters or where a party resides. Review of proceedings shall be conducted in
accordance with the Florida appellate rules. The Notice of Appeal must be filed within 30 days of
rendition of the order to be reviewed.

CERTIFICATE OF SERVICE

I CERTIFY that a true and correct ¢opy of this Final Order wa;%ewcd}lhc below-named

persons by the method designated on thi%ﬂ?y' of 4 7 .2020.

&

Richﬁ;d.l,Shéop, Agthdy LClerk
Agency for Health Care Administration
2727 Mahan Drive, Mail Stop 3
Tallahassee, Florida 32308

Telephone: (850) 412-3630

Jan Mills, Central Intake Unit

Facilities Intake Unit Agency for Health Care Administration
Agency for Health Care Administration (Electronic Mail)

(Electronic Mail)

Kimberly Smoak, Bureau Chief Bernard Hudson, Unit Manager

Bureau of Field Operations Long Term Care Licensing Unit
Agency for Health Care Administration Agency for Health Care Administration
(Electronic Mail} {Electronic Mail)

[N
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Scott Waltz, Bureau Chief

Office of Plans and Construction
Agency for Health Care Administration
(Electronic Mail)

Arlene Mayo-Davis, Field Office Manager
Regional Field Office — 11

Agency for Health Care Administration
{Electronic Mail)

Andrew B. Thornquest, Senior Attorney
Office of the General Counsel

Agency for Health Care Administration
(Electronic Mail)

Peter A. Lewis, Esquire

Law Offices of Peter A. Lewis, P.L.
palewis@petelewislaw.com
(Electronic Mail}

Gisela Iglesias, Senior Attorney

Office of the General Counsel

Agency for Health Care Administration
(Electronic Mail)

Amy W. Schrader, Esquire

Baker, Donelson, Bearman, Caldwell
& Berkowitz, PC

aschrader@bakerdonelson.com

{Electronic Mail)

Thomas M. Hoeler, Chief Facilities Counsel
Office of the General Counsel

Agency for Health Care Administration
(Electronic Mail)

Jesika A. Polack, NHA

Fair Havens Center

201 Curtiss Parkway

Miami Springs, Florida 33166
(U.S. Mail)

Tracie Gerrell

Operations & Management Consultant Il
Division of Health Quality Assurance
Agency for Health Care Administration
{Electronic Mail)




STATE OF FLORIDA
AGENCY FOR HEALTH CARE ADMINISTRATION
STATE OF FLORIDA, AGENCY FOR
HEALTH CARE ADMINISTRAT TON,
Case No.: 2019010507
Petitioner, Facility Type: Nursing Home

Vs,

FAIR HAVENS OPCO, LLC,
d/b/a FAIR HAVENS CENTER,

Respondent.

COMES NOW the Agency for Health Care Administration (“Agency”), by and through
the undersigned counsel, and files this Administrative Complaint against Fair Havens 0OPCOo,
LLC, d/b/a Fair Havens Center (hereinafier “Respondent™), pursuant to §§120.569 and 120.57

Florida Statates (2019), and alleges:

‘This is &n action to change Respondent's licensure status from Standard to Conditional
commencing June 21, 2019, and to impose an administrative fine in the amount of ten thousand
dolars ($10,000.00) based upon Respondent being cited for one (1) isolated Class I deficiency
and a survey fee of six thousand dellars (86,000.00) for a total of sixteen thousand dollars
(516,000.00).

JURISDICTION AND VENUE

1. The Agency has jurisdiction pursuant to §% 120,60 and 400.062, Florida Statutes (2019).

ComposiTe
Exi@ir
1



Venue lies pursuant to Rule 28 1 06.207, Florids Administrative Code.

3. The Agency is the regul y authority responsible for licensure of nursing homes and
enforcement of applicable federal regulations, state statutes and rules govemning skilled nursing
facilities pursnant to the Omnibus Reconciliation Act of 1987, Title 1V, Subtitle C (as amended),
Chapters 400, Part 1L, and 408, Part N, Florida Statutes, and Chapter 59A-4, Florida
Administrative Code,

4. Respondent operates a two hundred sixty-nine (269) bed nursing home, located at 201
Cartiss Parkway, Miami Springs, Florida 33166-5291 and is licensed &s & skilled sursing facility,
license number 1147096.

5. Respondent was at ali times material hereto, a licensed musing facility wnder the
Vieensing suthority of the Ageney, and was required to comply with &l applicable rules, and

statutes,

6. The Agency re-alleges and incorporates paragraphs one (1) through five (5), as if fully set
forth herein.
7. Pursuant w Floride law, all licensees of nursing homes facilities shall adopt and make

public a statement of the rights and responsibilities of the residents of such facilities and shall

treat such resid in d with the provisions of that st The st shall
assure each resident the “right to refuse medication or and to be inft d of the
of such decisions, unless determined unable to provide informed consent under

state law. When the resident refuses medication or treatment, the nursing home facility must

notify the resident or the resident’s legal rep ive of the g of such decision and



st document the resident’s decision in tis or her medical record. The nursing home facility
st continug to provide other services the resident agrees 1o in accordance with the resident’s
care plan” § 400.022(1)(k), Florida Statutes {2018). Additionally, the statement shall also assure
each resident the "right to receive adequate and appropriate health care and protective and
support services, including social services; mental health services, if available; planned

T il ivities; and therapeutic and rehabilitative services consistent with the resident

care plan, with established and recognized practice standards within the community, and with

rules as adopted by the [A]gency.” § 400.022(1)(1), Florida Statutes (2018).

8 Ox or about June 21, 2019, the Agency complefed a survey of R dent and its facility,
9. Based upon the review of records, observation, and interviews, Respondent failed to
honer the advance dircetives of one (1) out of nine (9) residents as evideneed by initiating
cardiopulmonary. resuseitation (CPR) on one resident with a Do Not Resuscitate Order (Resident
#3). This failure had the potential to affect onc hundred twenty-one residents residing in
Respondent's facility who had Do Not Resuscitate Orders.

10 The Agency's representative conducted a review of Respondents policy titled,
"Advanced Directives” which was revised in December 2016. The policy provided that
information about whether or not a resident has executed an advanced directive shall be

displayed prominently in the medical record. The plan of care for each resident was required to

1 di

be consistent with the resident's d d tre pref and/or ady
The policy also set forth that a resident has the right (o refuse treatment, whether or not he/she
has an advanced directive and that a resident will not be given treatment against his/her wishes,
11, Respondent's policy statement titled "Resident Rights" (undated) stated that Federal and

State laws guarantee certain basic rights to all residents in its facility. These Tights include the
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garcing care, and

Hpation in decision making

resident’s rights 10 self- detemingtion
participation n bisfhes care planning end treatment.

12, Further review nf Respandent's records revealed that Resident #3 was admitted to the
facility on December 29, 2009. Resident #3 was readmitted 1o Respondent's fucility on May 15,
2019 through May 18, 2019. On May 18, 2019, the resident was sent to a Jocal hospital due to
shortness of breath. Resident #3 was readitted to the facility on May 22, 2019 through May 27,
2019. On May 27, 2019, the resident again had shortness of breath {SOB). The resident's oxygen

saturation was 83% with oxygen being administered to the resident at a rate of 2 liters/minute,

the respiratory rate was 16 breaths/mi , the blood glucose fingerstick was 240, blood pressure
was 98/50, breathing was labored and the resident's skin was clammy. The resident was sent fo 1

quernt) drnitied 1o Respondent’s facility

local hospital by 91 1rescue. Resident #3
on June 10, 2019 and the resident expired at the facility on June 1 1,2019,
13. Resident #3's records revealed that the resident had multiple diagnoses inchoding sepsis,

atherosclerotic heart disease, anemia, disbetes mellitus, acidosis, hyponatremia, fluid overload,

psychotic disorder, depressi anxiety, epilepsy, boli halopathy, hypertension,
cardiomyopathy, atrial fibrillation, cardiac arrhythmia, congestive heart failure, end stage renal
disease with dialysis, and cerebrovascular accident.

14, Resident #3's records also revealed a Do Not Resuscitate order dated May 27, 2019 and
signed by two physicians and resident #3's health care proxy. The State of Florida Do Not
Resuscitate (DNR) Order form was on file in Resident #3's clinieal record. Review of the
Pphysician's order sheets for the admissions of May 22. 2019 through May 27, 2019 and June 10,

2019 through June 11, 20} 9, revealed the code status checked for “Do Not Resuscitate,” A
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review of Respondent's demographic fuce sheet for the admission of Jure 10, 2019 revesled the
code status documented as "Full Code.”
15, According to the records, Resident #3's last readmission to Respondent's facility was on
June 10, 2019, with diagnoses including pleural effusion, pneumonia, and ESRD (end stage rena)
disease), Physician's orders included the use of 2 BiPAP (bilevel positive airway pressure)
machine at HS (hour of sieep) and pm (as needed), A BiPAP machine is & type of non-invasive
mechanical ventilator that can help push sir into the lungs. "There was also an order for 02
(oxygen) at 4 L (iiters) per minute continuous via NC (nasal cannula).
16. Daily skilled nursing notes dated June 1 1, 2019 showed;
12:40 AM Resident received in bed with HOB (head of bed) elevated. Awzke, alert.
BiPAP and 02 @ 4 L/NC in use. Respirations unlabored, Call bell in reach. No signs or
symptoms (8/s) of bype/hyperglycemic episode. No s/5 of distress or discomfort, V italg
assessed. Pleasant demeanor,
1:15 AM Resident noted varesponsive, eyes open. BiPAP in use with 4 L/NC. Skin warm
and dry. No response to name called. Unable to detect vital signs, CPR (Cardiopulmonary
Resuscitation) in progress.
1:20 am Called placed to rescue 911, report reported,
1:25 AM Rescee arrived at 1:15 @ bedside, [sibling] aware.
1:30 AM Resident declared expired by rescue. Doctor made aware,
1:35 AM [Sibling] af bedside with other family merabers,
17. On June 19, 2019 at 1:38 pan., the Agency’s representative interviewed Staff 1, a
licensed practical nurse via telephone. Staff 1 reported that Resident #3 was & resident who was
at Respondent's facility for 4 very long time. Resident #3 was dependent on staff for all care.
Resident #3 was not verbal but was able to gesture with histher needs. The resident had Jjust
returned from the hospital the afternoon before he/she expired. The resident was using a Bi-PAP

machine and continuous oxygen. When Staff | went to check on Resident #3, the resident was



26 the Bi-PAP saacking und the

Residen:

no{ responding

Saff ) enteved the soomi, Bisfl' 1 saw the resident with hig/her eves open, bui

oxygen on, Wher
the resident was not Jooking at Staff! Staf' 1 called the residents name and did not Teceive &
response. Normally, the resident would always look at you, Staff } had Jjust recently checked on
Resident # 3 and he/she had been alertiatid happyitosbe back af the facility. Staff'1 immediately
called thessipervisor who was prosent on the floor. ‘Fhe supervisor immediately checked on
Resident #3 and started to perform cardiopulmonary resuscitation on the resident. While the
supervisor was performing cardiopulmonary resuscitation, another nurse called 911 and the crash
cart was brought into the room, Cardiopulmonary resuscitation was continued until 911 arrived
and took over from there. Staff 1 stated she was not in the room al this time because she was
gathering the paperwork for them. 1f # resident bas & Do Not Resuscitate Order, the staff would
check the chart o get that information. ‘Yhe chart and the Medication Administration Record
(MAR) have the yellow copy of the Do Not Resuscitate Order. If a resident is found
unresponsive, Staff I stated they have to quickly check the chart or the Medication
Administration Record to see if the resident has a Do Not Resuscitate Order. Staff I did not
remember if Resident #3 had a Do Not Resuscitate Order.

18, During a follow up Interview with Staff I on June 20,2019 at 11;44 a.an., Staff I reported
that when she found Resident #3 unresponsive, she alerted the supervisor immediately. The
resident's room was close to the supervisor's office. The other nurse on the unit called 911. The
crash cart was taken info the room and the supervisor started candiopulmonary resuscitation,
Resident #3 was Staff I's patient and she should have checked to see if the resident had 2 Do Not
Resuscitate Order. In the process of all this running around, the staff immediately reacted in the

moment and started cardiopulmonary resuscitation, Resident #3 was a young person. After the
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0N wis steried, the other nurse called 911 ang gathered the payars

cardiopulmonary res
Stafl ] showed the supervisor the Do Not Resuscitate Order and he stopped perforniing
cerdiopulmonary resuscitation,  Staff 1 did not know if her supervisor reported this o the
Director of Nursing (DON).

19 The Assistant Director of Nursing (ADON)/Risk Manager was interviewed by the
Agency's representative on June 20,2019 at 8:26 am. The Assistant Director of Nursing/Risk
Manager stated that Resident #3 was & long term resident who had been at Respondent's facility
since 2009. Resident #3 had end stage renal disease (ESRD) with dialysis, congestive heart
failure (CHF), diabetes, cardiac issues, and seizures, Resident #3 had been stable, but towardg
the end, the resident’s congestive heart failure and fuig overload had been exacerbated. The

88 TN

resident’s sibling was the restdent's power of sttormey and was very involved. Kesident #3
and out of the hospital from the end of April through the time he/she expired, Resident #3 was
readmitted on Juue 10, 2019 with a diagnosis of pleural efffusion, pneumonia, and end stage
renal disease. Resident #3 was readmitted just before 5 p.m. on June 10, 2019, and passed away

on the moming of June 11, 2019 at about 1:30 am. Resident #3's code status at the time of this

5 s

when R

admission was "Do Not R itate.” A Do Not R itate Order was ob
#3 was in the hospital on May 27, 2019. The Assistant Director of Nursing/Risk Mansger also
stated that the resident’s sibling stated they tried to intubate Resident #3 at the hospital, but the
sibling did not want this and opted to sign a Do Not Resuscitate Order. Resident #3 retumed to
Respondent's facility with a Bi-PAP machine on June 10,2019,

20.  The Assistant Director of Nursing/Risk Manager reviewed the nurses notes for June 11,

2018 and could not explain why cardi P y itation was impl d for & resident

with & Do Not Resuscitate Order. She stated that during all of his/her other admissions, Resident



was @ "full eode. She sdded sormally, if & resident is found unresponsive, they wiil

& vils The supsrvisor iy catled ght wway and the chart je checked for Do Not
Resuscitate status. Cardiopulmonary resuscitation is started or not depending on the code status.
The yellow Do Not Resuscitate Orders are filed in the front of the Medication Administration
Record and in the font of the chart binder, She stated she thought they checked Resident #3's
status and called 911. She was not aware the staff performed cardiopulmonary resuscitation. T] his
was the first she knew that they performed cardiopulmonary resuscitation on Resident #3. The
nurse was very familiar with this resident and the resident had been a full code until May 27,
2019, She further stated that the protocol is simple - you check the vitals, check the chart and
start cardiopulmonery resuscitation if the resident is o foll code. If the resident has a Do Not
Resuscitate Order, they are supposed 1o esll non-emergency services and not perform
cardiopulmonary resuscitation, The only reasen she could think they provided cardiopulmonary
resuscitation to Resident #3 was because Resident #3 had been "full code” for so Tong.

21 The Assistant Director of Nursing/Risk Manager further stated that if she became aware
of & resident who did not have a Do Not Resuscitate Order and did not receive cardiopulmonary

resuscitation or a resident received cardiopulmonary resuscitation and had a Do Not Resuscitate

Order, an investigation would be conducted and the matter would be reported as an adverse
incident, She claimed she never had this situation ocour before, She did not report this incident or
do en investigation because she was not aware Resident #3 received cardiopuimonary
resuscitation.  She further stated that part of the siaff orientation included training on
cardiopulmonary resuscitation and the Do Not Resuscitate process. The nurses receive a three 3)

fo four (4) day orientation and this training i done by either the murse on the floor or the



superviser. The Do Not Resusciste/cardiopubmonary reiting Js not done annuaily. It is pant of
the oriestation

22, The Director of Nursing (DON) was interviewed on June 20, 2019 &t 11:55 a.m. She said
she was not made aware that cardiopulmonary resuscitation had been administered 1o Resident
#3. She was not aware of this incident until the day of the interview, June 20, 2019. The
information she had received was that Resident #3 had been very sick for the past few months
and in and out of the hospital. Resident #3% sibling was very involved with the resident’s care
and prior to this last admission, Resident #3 had always been z “full code," During Resident #3's
fast hospitalization, the sibling obtained 2 Do Not Resuscitate Order for the resident, The Do Not
Resuscitate Order was in the resident's records. The Director if’ Nursing further stated that she

found out that Resident #3 was found upresponsive and the supovisor was checking the

resident's vital signs. The supervisor then started adminis ing i Ty itation.
The nurse came in and advised the supervisor that the resident had a Do Not Resucitate Order
and he stopped performing cardiopulmonary resuscitation. They called 911 and the resident was
pronounced dead when they arrived. The Director of Nursing added that she did not know how
this happened. The nurses know they have 10 check the chant first before starting
cardiopulmonary resuscitation. If the chart is not there, there is even a copy of the Do Not
Resuscitate Order in the Medication Administration Record so time would not be lost
determining someone's code status. If the staff saw that something Hke this happened and they
made an error, they have to report it to her as the Director of Nursing and the Assistant Director
of Nursing/Risk Manager. She would then report it to the administrator. She would have started

au investigation, notified the family and started to re-educate the siaff, The Director of Nursing



stated that an investigation was now started and she will notify the residents primary dovior and
the Medicsl Directos

23. The Narsing Home Adminisirator (NHA) was mterviewed on Junie 20, 2019 at 12:06
p-m. She stated she had no idea that cardiopulinonary resuscitation was initiated on a residem
with a Do Not Resuscitate Order in place. She just found out this oceurred today (June 20, 2019)
when the Director of Nursing and Assistant Divector of Nursing/Risk Manager found out. The
Nursing Home Administrator added that when an incident like this oceurs, they have to do an
investigation, an adverse report, notify the family and “in-service” &l of the nurses, certified
nursing assistants, and everyone involved in the care of residents to make sure this does not

heppen again. She aiso stated that she was not aware of Respondent having a policy to sddress

the stepy takern in the cvent of this type of situation. She said that the Do Not Resnscitate Orders

&re kept in the chart and in the Medication Administration Record, but Respondent does not have
a written step by step policy and procedure to address cardiopulmonary resuscitation or Do Not
Resuscitate Orders status. After this incident, she would have to sit down with the Director of
Nursing to establish a step by step procedure for staff o follow. They do know where the Do Not
Resuscitate Orders are Jocated. She also stated she did not think the supervisor had the Do Not
Resuscitate Order, so this is why he started cardiopulmonary resuscitation. She expected the staff
to contact either the Director of Nursing or the Assistant Director of Nursing/ Risk Manager to
report that this occurred and then to notify her 50 an investigation could be started. She was very
upset that this incident was never reported to anyone. The staff is supposed to immediately report
an incident such as this to the Director of Nursing immediately. If the Director of Nursing could

uot be reached, the Assistant Director of Nursing/Risk Manager should have been called.



visor viz

24 An interview was congueted with $1aff L, the Licensed Practics! Nurs ey
telephone on June 20, 2019 at 12:41 pm. Staff L advised that he was the supervisor the night
Resident #3 expired. Staff L. said he wias told the resident was not breathing. He went to Resident
#3's room immediately to check the resident’s airway. The resident had the Bi-PAP machine on.
He checked the resident's pulse and chest to see if the resident was breathing. Resident #3 did not
have a pulse. He was in the room and the other nurse was checking the resident's papers. This
happened i one or two minutes when he did the assessment. One of the nurses brought him the
paper that said the resident had a Do Not Resuscitate Order. They brought the crash cart to the
roont in case they had to start cardiopulmonary resuscitation.He called all of the nurses to help
out but said he did not start cardiopulmonary resuscitation when they brought him the Do Not
Resuscitate Order. He told the certified nursing assistant to clean the resident up and call the
resident’s sibling. The other nurse was on the phone with rescue and the police,

25, StaffN, a certified nursing assistant, was interviewed by telephone by a Spanish speaking
Agency representative on June 20, 2019 at 2:26 p-m. Staff'N snid she was familiar with the
resident who passed away not too long ago. Staff1, a nurse, was the one that found the resident.
Staff I entered the room and Staff N steted she imagined that when Staff I saw Resident #3, she
notified the staff and $taff L, the Licensed Practical Nurse Supervisor. Staff N went o Resident
#3's room with the crash cart. The nurses from the North and South and the other staff were
involved in what was happening with the resident. StafT | said she found herself in charge of
bringing the crash cart and Staff L had started at that moment. He had his hands on the resident’s
chest. It was a matter of a couple of minutes, In one to twa minutes, the nurse came with the

yellow paper (the Do Not Resuscitate Order) and everything was stopped. It was a very short



sed, 2nd changed 5o 1he revident weuld be

tivre that hed passed. Kesidens #3 wfiared

presentable when the resident's sibling came.

26 Aninterview with Resident #3's primary care physician who is also the facility's Medical
Director was conducted via telephone on June 20, 2019 at 1:26 p.m. The primary care
physjcian/Medical Director seid he was the primary care physician for this resident, Resident #3
was at Respondent's facility for a very long time and did not have @ Do Not Resuscitate Order
until the resident's Just hospital stay. The Do Not Resuscitate Order was signed at the hospital
and he signed a Do Not Resuscitate Order when the resident was readmitted to Respondent's
facility. The Do Not Resuscitate Order was in the chart, so he does pot know why
cardiopulmonary resuscitation was started. For the lsst two months of Resident #3's life, the
Tesident only spent five days in Respondent's nursing home snd the rest of the time in the
hospital. Respondent was very sick and her sibling opted fo obtain & Do Not Resuscitate Order.
The Do Not Resuscitate Order was in the resident's chart and they should not have started
cardiopulmonary resuscitation. As the resident's primary care physician and the Medical
Director for the facility, he should have been told that this etvor ocrurred, When he was called

d cardicml

and advised that the resident had expired, they never i J y

had been performed on the resident and he and the family should have been told about it

27, The sbove reflects Respondent's failure to honor the advance directives of une (1) outof

nine (9) residents as evidenced by initiati diopul 'y itation (CPR) on one resident
with a Do Not Resuscitate Order (Resident #3). This failure had the potential to affect one

bundred twenty-one resid residing in Respondent's facility who had Do Not Resuscitate

Orders,



24, The Apency de tice fnvolved & deficiency that PHesers 5

situation: in which immediate corrective setion is nevessary because the facility’s noncompliance
has caused, or is likely to cavse, serious injury, harm, impuirment, or death to 2 resident
receiving care in » facility.
28, That the same constitutes an isolated Class [ violation pursuant to § 400.23(8)(a), Florida
Statutes (2018).
30.  The Agency cited the Respondent for an isolated Class 1 violation in accordance with
applicable statutes and authorizing rules.

WHEREFORE, the Ageney intends to fmpose an administrative fine in the amount of
ten thousand dollars ($10,000.00) against Respondent, 2 skilled nursing facility pursuant to §

400.23(8)(a), Florida Statutes (2018).

31. The Agency re-alleges and i T phs one (1) through five (S) and Count 1
of this Complaint as if fully set forth herein,
32 Based upon Respondent’s one (1) cited Class T deficiency, it was not in substantial

compliance at the time of the survey with criteria established under Part II of Florida Statutes

400, or the rules adopted by the Agency, a violati bjecting it to assi of a conditional
licensure status under § 400.23(7)(a), Florida Statutes {2018).

WHEREFORE, the Agency intends to assign s conditional licensure status to
Respondent, & skilled nursing facility in the State of Florida, pursuant to § 400.23(7), Florida
Statutes (2018) commencing June 21, 2619 and expiring on July 21, 2019,

COUNT I

33. The Agency re-alleges and incorp 7 iphs one (1) through five (5) and Count I




of this Complaint as if filly recited hevin

34 That Respondeat has been cited with one (1) isoleted Class | deficiency and therefore is
subject to a six (6} month survey eycle for & period of two years and & survey fee of six thousand
dollars ($6,000.00) pursnant to Section 4001 9(3), Florida Statutes (2018).

WHEREFORE, the Agency intends to impose a six (6) month survey cycle for a period
of two years and impose a survey fee in the amount of six thousand dollars ($6,000.00) against

Respondent, a skilled nursing facility in the State of Florida, pursuant to § 400.19(3), Florida

Statutes (2018).

Respecifully submitied this < 7?1 day of Nevember, 2019,
T

/;/ v,/" ‘/
A4 g
Gy el;{f Blesias, Esq, “ 7 gﬂ/
Fla,Bar. No. 21010

Agency for Health C\?ée Administration
528 Mirtor Lake Drive'N., 3300

St/ Petersburg, F1 33701

727.552.1945 (office)

Gisels. Iglesias@ahca. myflorida.com

AY O L

w4

Wi
Pursuant to § 400.23(7)(c), Fla, Stat, (2018), Respondent shall post the most current license in &
prominent place that is in clear and unobstructed public view, at or near, the place where
residents are being admitted to the facility.

Respondent is notified that it has a Tight to request an adminisirative hearing pursnant to Section
120.569, Floride Statutes. Respondent has the right to retain and be represented by an attorney
in this matter, Specific options for administrative action are set out in the attached Election of
Rights.



All requests for hearing shall be made fo the atfention oft The Agency Clerk, Agency for Healds
Care Adwdnistration, 2727 Muhan Brive, Bldg #3, M& #3, Faliahasser, Florida, 32368, (250
412-3630,

RESPONDENT 18 FURTHER ROTIFIED THAT A REQUEST FOR BEARING MUST BE
RECEIVED WITHIN 21 DAYS OF RECEIPT OF THIS COMPLAINT OR WILL RESULT IN
AN ADMISSION OF THE FACTS ALLEGED IN THE COMPLAINT AND THE ENTRY OF
AFINAL ORDER BY THE AGENCY

I HEREBY CERTIFY that & true and correct copy of the foregoing has been served by
US. Certificd Mail, Return Receipt No. 7019 1120 0000 9811 3479 on the % day of
November, 2019, to Jesika Polack, Administrator, Fair Havens OFCO, LLC, d/b/a Fair Havens
Center, 201 Curtiss Parkway, Miami Springs, Florida 33166-5291 and by Regular U.8. Mail to
Cogency Global Inc., Registered Agent, Fair Havens OPCO, LLC, d/b/a Fair Havens Center,
115 North Calboun St., Suite 4, Taliabassee, Florida 32301,

Copy furnished to:

Arlene Mayo-Davis

Field Office Manager

Agency for Health Care Administration



Rei Faiy Havens €008, LLC dv/s Fair Havens Center AHCA No. 2019010507

This Eleetion of Rights form fs sttached to an Admini rative Complaint. The Election of
Rights form may be returned by mail or by facsimile transmission, but wust be filed with
the Agency Clerk within 21 days by 5:00 -1, Epstern Time, of the day that You received
the Administrative Complsint. If your Election of Rights form with your selected eption (or
request for hearing) is not tmely received by the Agency Clerk, the right to an
administrative hearing to contest the proposed agency sction will be waived snd an adverse
Final Order will be issued, In addition, plesse send 2 copy of this form to the attorney of
record whe issued the Administrative Compluint,

(Please use this form unless you, yous stomey or your gualified representative prefer o reply
according to Chapter] 20, Florida Statutes, and Chapter 28, Florida Administrative Code.) The
address for the Agency Clerk js:

£ SEHY
3, Mg Stog

7 ve.
Tallahassee, Florida 32308
Telephone: 850-412-3630  Facsimile: 850-921.01 58

7

i

OPTION ONE (1) 1 waive the right to a hearing to contest the allegations of fact
and lusions of law contained in the A ative C int. 1 und d that by
giving up my right 1o a hearing, s final order will be issued that adopts the proposed agency
action and jmposes the fine, sanction or other agency action,

OPTION TWO (2) I admit the alk ! of faet in the Admi ative
Complaint, but I wish to be hesrd at an informal hearing (pursuant to Section 120.57(2),
Florida Statutes) where [ may submit testimony and written evidence o the Agency to show that
the proposed administrative action is too severe or that the fine, sanction or other agency action
should be reduced.

OPTIONTHREE@(3) __ 1 dispute the alk i of fact tained in  the
Administrative Complaint and request a formal hearing (pursuani to Section 120.5%(1),
Florida Statutes) before an Administrative Law Judge appointed by the Division of
Administrative Hearings,

PLEASE NOTE: Choosing OPTION THREE (3), by itself, is NOT sufficient to obtain )
formal hearing. You also must file a written petition in order to obtain & formal hearing before



the Division of Administrative Hearings under Section 120.57(1), Florida Statutcs. It must be
received by the Agency Clerk at the sddress sbove within 21 days of your receipt of thix
proposed agency action. The request for formal hearing must conform fo the requirements of
Rule 28-106.2015, Florida Administrative Code, which requires that it contain:

1. The name, address, felephone number, and facsimile number (if any) of the Respondent.

2, The name, address, telephone number and facsimile number of the attorney or qualified
representative of the Respondent (if any) upon whom service of pleadings and other papers shall
be made.

3. A stal ing an administrative hearing identifying those material facts that are in
dispute, If there are none, the petition must so indicate,

4. A statement of when the respondent received notice of the administrative complaint.

5. A statement including the file pumber to the administrative complaint.

Licenses Name:
Contact Person: Title:

Address:

Telephone No., __ No.
E-Mail

I hereby certify that 1 am duly authorized to submit this Election of Rights to the Agency for
Health Care Administration on behaif of the licensee referred to above,

Signed:

Print Name; Title:
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EFPATE GF FLORIDA
Y FOR BEALTY CARE ADR

STATE OF FLORIDA, AGENCY FOR
HEALTH CARE ADMINISTRATION,

Petitioner,
AHCA Na.: 2020008697
v, License No.: 1147096
Provider Type: Nursing Home
FAIR HAVENS OPCO, LLC d/b/a
FAIR HAVENS CENTER

Respondent.

SR LOMPLAINE

Petitioner, State of Florida, Agency for Health Care Administration (“the Agency®), files
this Adminisivative Complainf against Respondent, Fair Havens QPCOQ, LLC d/b/a Fair Hevens
Center (“Respondent™ or “Fuir Havens™), pursuant 1o Sections 120,569 and 120.57, Florids
Statutes (2019), and alleges as follows:

CHIOM

NATURE OF TH) 4

This is an action to: impose administretive fines totaling $45,000,00 for three (3) Class 1
deficiencies at a widespread level; impose administrative fees totaling in $6,000.00 for one (1) 6-
month survey cycle fee, for a total assessment of $51,000.00 in fines and fees; to affirm one
conditional licensure status commencing on May 7, 2020; and to revoke Respondent’s license to

operate a skilled nursing facility.

1. The Agency is the licensing and regulatory authority that oversees skilled nursing

facilities {also called nursing homes) and enforces the state statutes and rules governing such

1 Amended to reflect the corréct livense number and capesity in the heading and paragraph 2 only.



facilitics. Ch. 408, Part 11, Ch. 400, Part 71, Fla, Stat.; Ch, 594-4, and Ch. 58A-35, Fla. Admin.
Code. The Agencey is authorized to deny, suspend, o revoke a license, and impose administrative
fines pursusnt to Sections 400.121, and 400,23, Fla. Stai., (20 9}, and assign a conditional license
pursuant to Subsection 400.23(7), Fla. Stat., (2019).

2. The Respondent was issued a license (#1147096) by the Agency fo operate a
nursing home with two hundred sixty-nine (269) beds located at 201 Curtiss Parkway, Miami
Springs, Florida 33166, and was at all times material required to comply with the applicable

statates and rules governing nursing homes,

k3 Under Floride statites, every licensed facility shall comply with el applicable

standerds and rules of the agency and shall: ... (h) mainiain the facility premises and equipment
and conduct its operations in a safe and sanitary manner. § 400.141(1)(h}, Fla. Stat,, (2019).

4. Pursuant to Florida law, the licensee must provide a safe, clean, comfortable, and
homelike environment, which allows the resident to use his or her personal belongings to the extent

possible. Rule 59A-4.122(1), F.A.C,, (2019).

5. On May 6th and 7th, 2020 the Agency conducted a complaint survey af
Respondent’s Facility.

6, Based on observation and interview, the Agency determined Respondent’s Facility
failed fo maintain a clean and sanitary environment that is free of hazards to ensure the health and
safety of the one hundred ninety (190) residents residing in the facility. The facility failed to follow

the Centers for Disease Control and P ion (“CDC”) guidelines for infection control, o

and ission-based ions to prevent the spread of a known infection,

practice



Coronavirus Discase 2019 (“COVID 197).

7 The Agency reviewed the facility’s policy titled, “Corana Virus Prevention,” last
revised on March 18, 2020. The policy documented that residents suspected or exposed to COVID-
19 are to be in isolation and monitored for fourteen (14) days.

8. The policy documents that staff are to wear appropriste personal pratective
equipment {“PPE”} such as masks, gowns, gloves, shoe covers, etc. It further showed that the
facility will follow Standard, Contact, Droplets precautions that are recommended by the CDC for

of resid d with COVID-19.

P

9. The Agency also reviewed the Facility’s COVID-19 “Breakout Improvement
Plan/Plan” of action, dated April 27, 2020, The plan revealed suspested or exposed residents need
10 be on isolation and siaff ere 1o wew appropriate FPE for droplet precantions.

10, On May 6, 2020 at approyimately 10:04 a.m., the Agency’s reprosentatives toured
the Facility’s COVID-19 unit with Respondent’s Assistant Director of Nursing (“ADON™). The

tour revealed the following:

a. The Agency’s rep ive asked Respondent’s ADON how the Facility is
managing the trash and laundry on the COVID-19 Unit, which is Jocated on the
second floor of the facility. The ADON stated, they have a laundry chute and a
trash chute at the end of the hallways,

b. At approximately 11:19 AM, the ADON presented the locked door in the East
Wing with a sign on the door that read ‘LINEN CHUTE.”

c. Also, on the door were paper signs in English and Spanish that read “DO NOT
THROW GARBAGE IN THIS BIN".

d. The ADON opened the locked door and stated, “[wlait a minute this is the



parbage chue”

. The ADON explained that one chute was being used for Jaundry sud one chute
was being used for trash.

1. The ADON was asked about the conflicting signage on the door, the ADON
stated that he could not speak to the signage.

- The ADON was asked how staff would know that this chute was not o be used
for linen, the ADON stated that he was not sure how that information was given
1o the staff.
1. Later, at approximately 11:23 am., the tour continued on the West Wing of the
Facility. The Agency representatives noted the following observations:

8, The ADON presented the locked linen chute on the West Wing hall. The AON
was unable to unlock the door and called Respondent’s employee “Staff W," 2
housekeeper to unlock the door.

b. Staff W was wearing a white full body suit PPFE.

©. Staff W unzipped the full body suit and reached inside and took out a key chain
with an approximate twenty-four (24) inch nylon lanyard attached.

d. Staff W opened the stainless-stee] door to the chute, on the inside of the door
was a copious amount of & raised dried brown organic substance.

e. The stainless-steel door jamb of the linen chute was observed to have
compacted dried brown arganic substance,

£ Staff W's PPE remained unzipped while opening the linen chute, Staff W then
removed the key chain with the 24-inch nylon lanyard and placed it back inside

the full body suit PPE.



12, During the environmental tow of the COVID-19 Unit on May 6, 2020 at
approximately 10:52 nm., Resident #51 was observed in bed with full side rasls and full padded
bumpers.

13. The bumpers were torn open exposing the foam padding over approximately fifty
percent (50%) of the length of the bumper. The exposed padding was observed to be pitted and
stained,

14, The Agency’s representative asked the ADON how staff were cleaning and
disinfecting the exposed pitted foam. The ADON stated, “I don't know, those need to be replaced
immediately.”

15, During the environmental towr of the COVID-19 unit on May 6, 2020, a

approximately 10:59 aun. the Apenoy's representative observed & mechanical H in the shower
room with brown dried material on both handles.
16. Later on the COVID-19 unit four, at approximately 12:00 pan., the Agency’s

ive observed an unlabeled clear spray bottle was in the doffing area of the COVID-19

Unit. Doffing is the practice of employees removing work-related PPE.
17. Upon making this observation the Agency interviewed the Respondent’s ADON
about the doffing process. The ADON stated the following:
a. Inorder to conserve PPE Facility staff were weshing the protective face shields
then spraying the face shield with the liquid in the unlzbeled spray bottle.
b. The ADON was asked what was in the unlabeled spray bottle, the ADON stated
that he did net know.
¢. The ADON was asked what the contact time for the unknown liquid product in

the unlabeled spray bottle, the ADON stated, “I think it is ten (10) minutes.”



d. The ADON was asked what staff did with the fuce shield after disinfecting
them, and the ADON stated, “they take them home, so they dor't lose them.”

e. The ADON was asked to clarify that facility staff working in the COVID-19
unit sre instructed to take used PPE home, and the ADON stated, “yes, the fuce
shields because we do not have a lot of them,”

f. The ADON was asked if it is the facility’s expectation that all staff exiting the
COVID-19 unit doff all PPE and cleanse their face shield and stand in the
COVID-19 unit with no PPE on for the ten {10) minutes to disinfect the face
shield. The ADON stated that the staff can put the masks in a plastic bag,

£ The ADON stated that there should be plastic bags in the soiled utility room.

B The ADON was asked what education tad boen provided 1o the ste ¥ when the
fucility opened the COVII-T19 unit or when new protocols we introduced,

i. The ADON stated that the Staff Developer, a Registered Nurse, had done &
tremendous amount of training and in-servicing related to the COVID-19 unit,

18, It was observed af the time of the above interview that there were 1o plastic bags
in the COVID-19 Unit doffing ares. The soiled utility room is located approximately thirty (30)
feet away from the doffing area.

19, OnMay7,20208t approximately 1:20 p.m., the Agency's representative observed
Respondent’s housekeeper, Staff W, placing soiled laundry in the linen chute on the COVID-19
unit without s face shield.

20.  On May 7, 2020 at approximately 04:30 p-m., the Infection Control Nurse/Staff
Developer was asked what education had been provided to the staff that related to the opening of

and/or the daily statfing rolls and responsibilities of the COVID-19 unit, The Infection Control



Nurse/Staff Developer stated, no education had been provided,
21, Based upon the above allegations, the Agency determined the Facility's actions and

inactions as cited constitute a Class 1 deficiency at & widespread Jevel.

22. Pursuant to Florida law, as a penalty for any viclation of this part, authorizing
statutes, or applicable rules, the agency may impose an administrative fine. § 408.813, Fla. Stat.
(2019).

23, Under Section 400.23(8)(a), Florida Statutes, in pertinent pant, “{a] class I
deficiency is a deficiency that the agency determines presents & sitvation in which immediate

corTective action is necessary because the facility’s noncomplisnce has caused, or is likel Y to cause,

serious irfury, harm, impainment, or death to 5 resident receiving care in 6 facflity. The condition
o practice constituting & oless T violstion shall be sbaied or eliminaied immmediately, wnfess & fixed
period of time, &s determined by the agency, is required for correct.” § 400.23(8)(a), Fia. Stat.
{2019).

24.  Under Section 400.23(8)(a), Florida Statutes, in pertinent part, “A class I deficiency
is subject to a civil penalty of $10,000 for an isolated deficiency, $12,500 for a patterned
deficiency, and $15,000 for a widespread deficiency. The fine amount shall be doubled for each

deficiency if the facility was previously cited for one or more class I or class II deficiencies during

the last 1 inspection or any inspection or complaint investigation since the last licensure
inspection. A fine must be levied notwithstanding the correction of the deficiency.” § 400.23(8)(a),
Fla. Stat. (2019).

WHEREFORE, the Petitioner, State of Florida, Agency for Health Care Administration,

secks to impose an administrative fine of $15,000.00 on the Respondent.



Furiuint 10 Florids Jgw,

PELLEnNE gt

Al Licensews of nursing home freilities shuil adopt end make
stsieanent of he rights and responsibilities of the residenty
ch freilitics and shall treat such residents in accordance with
the: provisions of that steterent, The statement shall assure eagh
resident the followiag:

(3} The right 1o receive edequate snd spproprinte health cere and
profective and support servioss, including social services; mesnts!
health services, if aveilable; planned recrentions) activilits; and
therapeutic and rehsbilitative services consisteat with the resident
orre plon, with ostablished &nd recogni proctice within
the community, aod with rules bs wdopied by the spency.

§400.022(1)()), Fls. Stat., 2019).

On Mey 60wl 2, 2000 ga Ag

Respondent’s Facility.

27, Based on observation, veeord review, gnd staff interviews, the Agency detemnined
that Respondent’s Facility failed to foillow the Centers for Disease Control and Prevention
{*CDC”) guidelines to practice standard and trnsmission-based precautions to prevent the spread
of a known infection, Coronsvirus Discase 2019 (“COVID- 197}, Respondent fajied 10 immediately
isolate eleven (11) residents whose foommules tested positive for COVI-19. The facility
cohabitated the eleven (1 1) residents with fifteen {15} residents thet tested negative and did pot

have knowsn direct exposure o COVID-1¢ positive residents. Additionally, Respondent fajled E

place the eleven resid on droplet | i {setions designed to red prevent the

transmission of pathogens spread through close respi Y OF Ioueous b eontact with

respiratory secretions),



e On May 6 2020, w approcimately 930 s, the Ageny represstetives potes

Facility were positive for COVID. 18 {Residents #47, 48,

sixiy-one {61) residents pt Respender
#40, 4150, #51, #32, #53, 454, #I5, #56, #57, #58, #38, #60, %61, 62, #G3, #64, #65, #66, #57,
#68, #69, #70, 471, #I2, #715, #)4, #75, #76, #77, 478, 479, #80, #B1, #B2, w83, #84, #85, #86,
#8T, #88, #89, #90, #01, 492, 493, w4, #95, #96, #97, 498, #99, 4100, #10;, #102, #103, 9104,
#1085, #3106, #107). These residents were Pplaced on & droplet/contect isolation unit on the second
Boor of the Facility. This fioor is referred to as the COVID-19 unit,

29, The remeining residents were placed on the first floor, in varfous rooms.

30, OnMay6, 2020 ;t approximately 10:00 &.m,, Respondent's Adminisrator and the
Director of Nursing (“DON"} were asked to identify the reommates of the sixty-ope (61) COVIT-

Hei of eleven (11)

o1 the Ume of the iesiing Admintstaio p

18 positive r

ey (R G, E1 Y

resd

3L The Agency then reviewed the Facility’s census, which showed that the eleven (11)
exposed residents who hed roommates thut were positive for COVID-19 were placed in roome
with fifteen {15) other residents who tested negative for COVID-19 and did not heve known direct
exposure to COVID-16.

32.  The fifieer {15) residents that tested negative included, Residents #12, #13, 414,
HI5, #16,#17, #18, #19, #20, #2), ¥22, #23, #24, 425 end #26.

33 Observation of these identified residents revesled, none were on droplet

precautions,
34, The Agency then reviewsd Respondent’s policy titled “Coronavirus Prevention,”

last revised on March 18, 2020. The policy d that resid pected of exposed to
COVID-19 are to be in isolation and mornitored for fourteen (14) deys. The policy documents that



eleeiive e

oves that the ferflig will

o o0 the manapement of

s gt

e

e CDC,

35 The Agency also reviewed Respondent's “COVID-19 Breskout Improvement
PlasPles of sction,” dated April 27, 2020, which revested suspected or exposed residents need (o
be on isolstion and staf are 1o wear sppropriste PPE for droplel precactions. The document
reveslod that the Assistent Director of Nursing (“ADON") and the Staff Developer are responsible

for these setion items as part of the COVID-19 Breshow Inprovement Flan/Ples of setion,

36 Review of the O gwidelinss fited “Respondi 1g 1o Coronavires in Musing

Bames,” rves

need to remain asymptonatic and fest negative for COVI-IS fourtean {14) deys afier their last
exposars,
37. The Agency reviewes of the clinical Tecords for the eleven (11) sxposed residents
whe hud roommates who tested positive for COVID-19, which showed the following:
& Resident #1 is ninety-one (91) years old, angd has dizguoses that included
Diabetes. The residens had s known EXposure 1o & positive COVID-19 resident
on Apsil 27, 2020,
b, Resident #2 5 sixty-nine (69) years old, and has disgnoses of Chronic
Obstructive Pulmonary Disease ("COPD”) and Type 2 Diabetes. The rosident
had o known exposure io g positive COVID-1¢ resident on April 27, 2020.

¢ Resident #3 is seventy-throe (73) yeurs old, uné has disgueses of Typs 2



d.

=

LY

COVIELIO residont on Al 27, 2020

Resident $4 is nusety-fow (643 yeats old, wndt bee dagncoes of Hypatension
mnd Hypesiipidemis. The resident had ¢ known exposure ta & positive COVID.
19 vesident on April 27, 2020,

esitienl #5 35 elghbiy-one {81) vears old, and has disgneses of COPD,
Hypedipidemis and Hypertension, The resident had a koown exposure 1o &
positive COVID-19 resident on Aprid 7, 2006,

Rezident #6 iv ninesy {90) yerrs ofd, nd hey diagroses of COPD and Typs

VID-19 resident

Disbetes, The resident had & known ex POSITE L7 & positive

on Al 29, 2090

shd, aned bas diagi

Fewid

£ighiy

Hesrt Failwe and COPI. The resident had & known exposure 16 & positive

COVID-I9 resident on Apeil 27, 2020,

. Resident #8 is eighty-four (84) years old, and has disgnoses of Hypertension,

Parkinson's, and Heart Disesse. The resident bad & known exposureto & positive
COVIDR-19 rosident on April 27, 2020,

Resident #9 is seventy-six {76} years old, and has diagnoses of Type 2 Dinbetes,
Hypertension and Perkinson's. The resident hag & known exposure 16 8 positive
COVID-19 resident op April 27, 2020,

Resident #10 is eighty-two {82} years old, and has dizgnoses of COPD, Heart
Disease and Cardise Arhythmins. The resident had & known exposure to &

positive COVID-19 resident on April 27, 2020,



Lo iewidess )

BRSO 1 & positive COVIDIS reident o

ki Fecard review of the L5 residents who wers Teated in 1he swne yoom with the

(11) exposed rasidents revealed the following:
b Residert #12 s caghivosix {86) years old, and hag disgnoses of Heart Disvase,
Hypertension and Typs 7 Disbetes The resident wes exposed to COVID-19 on
Aprid 27, 2020 by ¢ roommate whe bad & previous roommate that tested positive
for COVED-i8

- Resident #13 46 ninety thres (93] yeurs old, and has dingnoses of Beart Failure,

o Pulrieser - Fis e Haponwss §

VRAREEL

that tesied positive for COVID-12

¢ Resident #14 is seventy-five (75) years oid, and has disgnoses of Heart Disease,
Hypestension and Parkinson’s disease. The resident was exposed 1o COVID-19
on April 27, 2020 by & roommate who hed e previous roommate that tested
pesitive for COVID- 16,

. Resident #15 is cighty-one {&1) years 0ld, and has diagnoses of type 2 Digbetes,

-9

Heart Disesse and Pulmonary Obstructive: Disease. The resident was exposed
o COVID-19 on April 27, 2020 by & soommate who had & Frevious roommate
st tested positive for COVID-19,

€. Residant #16 js eighty-seven (87) years old, and has degnoses of typs 2

Disbetes and Hypertension. The resident was exposed to COVID-19 an April



LRI

f Residen

seid 10 COVID-§9 op April 27, 2026
by s roommate who hud & previous mommate that tested positive for COVID.
19,

Resident #18 is eighty {80} years o1d, and has dizgnoses of Hypertengion and
Hyperlipidemiz. The resident was exposed to COVID-14 on April 29, 2020 by
& roomumete who hud & previcus roammate fhat tested positive for COVILT9.

of type i Trizbetes,

- Reident #1015 eighry-two (82) yeurs old, and has dirg

=

Viokinee

positive for COVID- 4.

i Resident #20 is fifiy-nine {39} yesrs old, and has disgnoses of Hyperlipidemie
and Heart Disense. Tl resident was exposed to COVID-19 on April 27, 2020
by & roommate who hed & previous roommiste that tested positive for COVID-.
19.

J. Resident #21, is ninety-five (95) years old, and has diagnoses of Pultaonary
Chstructive Disesse, Heart Failure and Hypestipidemia, The Resident was
exposed 16 COVID-16 on Apri) 27, 2020 by & roommate who had & previous
roommato that tosted positive for COVID. 19,

. Resident #22 is seventy-six (76) years old, and has diagnoses of type 2 Disbetes

—

and Hypertipideniis. The resident was exposed 1o COVID-19 on April 27,2020



© of Hyporieasion

Fpine (63

end Pubsnonary Obstrustive Biscese. The sesidant was expases o COVID-14
o Aprid 27, 2020 by & roommate who hed 5 previous roommate fhay tostesd
positive for COVID.jo.

- Resident #24 s ninety-three (93 years old, end has dingnoses of

Y

Hyperlipidemis, Bypertension and Cerebral Vasouler Infarction, The resident

Wes exposed to COVID-19 op Apil 27, 2020 by & mommate who hud

PEESIOUR o Gt tested positive Sy OOV

by & roommate who had 5 previous reemmate that tested positive for COVID-
18,

o. Resident #26, is cighty-nine (80) years old, and has disgnoses of Heart Disease,
Hypestension and Pulmonery Obstructive Disesse, The resident wis exposed to
COVID-19 on April 27, 2020 by e roommate who had @ previous roommste
that tested positive for COVID-19,

38, OnMay6é, 20208 spproximately 10:30 a.m. the Agency interviewed Respondent’s
employes the DON. The DON stated the follewing:

& Bleves (11) roommates who were exposed 10 positive COVID-19 Tesidents

remgined io the fucility and were not placed on isolation.

b, The Facility had & full in-hovse testing for COVID-19 which was provided by



€ vy

e seskis o Al the seoigun

46 snd #1205 did not e

2020,

4. The Facility imunedistely isolated ol positive residents for COVID-I9 on the
second Do on Apsit 27, 3020,
40, OnMay7, 2020, in furthes interview with the DON et approximately $:00 p.m, the

DON, who is sizo the Respondent’s Risk Manuger, stated thet the gres of focns was thy multiple

residents that tested positive wies the Frcility did the rias testing. The RON staled, the

Vet Pla” deted April 27, HEID, wes 1he tont fiye

Mansg COVIE- IS

Fhsn Agion

3 drap

st ed o

stepe for suspected ar exposed residents needing o be on isolstion and stefl are o wear

appropristed PPEg for Droplet precustivus. The DKW stated the following in response:

4. We discussed how we were sing the relocstion of the

b We were focused on getting the positives onto the COVID Uit

o We were thinking » negative conld cohort with another negative, and we are
surveiliing everyone,

4. The residents with exposure should heve beep isolsted end on droplet
precgutions,

e We bave pluced EVETYONE 06 precautions,

42, On May 6, 2020 m approximately 12:30 pm, the Agency interviewed

Respondent's Vice President of Operations. The Vice President wus asked why they did not place



Vorrg

18 with (s othus

fif

ke of Operation ck Uie following:

& i the Facilify heg 1w isulate the cloven (11} residents who were exposed, they

would ron nt of PPE o une {1} week,
b The Facility o hag thirtytwo (32} staff mtmbers who terted positive for

COVID-1Y, ang if they had 1o isolate 41] residents who wore exposed to them it

will he the entire fi

44 v ey 6, 2020 ¢ &pprosingtely 130 e, the AREHCY representatives olperved

iy b

e of e fof e

policd the gown off ang Plrce 1 on the biohezard trash egn.

45, Or: May 6, 2020 st Eppronunately 16:51 pa,, the Agency interviewed Staff T end
asked if she was supposed 1o touch the vutside of the gown. Siaff T stated that ehe removed her
Bloves end teok the gown off. Staff T further siated, that she is pot supposed to touch the outside
of the gown.

46, On May 6, 2020 at approximstely 11:20 am., the Agency representatives
conduated & tour of the feeility’s first floos vorth unit, The abservations revested the following:

& Respondent’s employes “Staff C," & ] icensed Practical Nurse {"LPN™), was in
font of & medication cert, Resident #141 was sitting in 8 wheelchair out in the
hallway weering a mask,

b. Staff C and Resident #14) were observed to be approximately three (3) feet



W eged

aly thyee (33 feer
dislanedd fom Resigent #147 nd approsimately ey 2} feet distanced fom
Stadf ¢,

d. Further, observations revealed no evidenoe of Stafy ¢ sttempting to separate the

resifents or 1o provide education fegarding socisf distancing.

3]

47 On Mey 6, 2020 st spproximately 11:25 am., the Agency interviewed Res
#142. Resident #1472 stgtpd thit hefshe i supposed 0 be sin {6) font apast Hom others pag

. Reddent # 142 w

vontfirmed it hiefshe was not dis

48 AUILES o, thet seme dry, observations revealea Staft Clefl the medicstion crt
with medications i her hand 1nd eatired & rosident’s room. S C did mot ove Resident #3147
and Resident #143 six (6) zpant from vach other afier the interview,
50, The Agency then reviewed Resident #141, #142, and #143% Minimum Datg Ser
quartcrly assessiments (“MDS"). The review revealed the foliowing:
& Resident ¥141's MDS dateg February 17, 2020 documented the resident’s brief
interview for mental starns ("BIME") score was fourteen {(14) out of fifteen (15),
indicative of litrle to ne vognitive impairment,

Resident #142's MDS dated February 10, 2020 documented the resident’s

&

BIMS score wae fourteen (14) out of fifteen (1 5). indicative of kittle to ne

cogaitive impairment



BIMS seore was fwehv (12} ot of %

S On May 6, 2020 &t sppronimaniely 11:50 ey, during the continued our of the first
floor north unit revealed the Jollowing:
& Kevident #144 and Residen #14% sitting in wheclcheirs outside their reom in
the hallway distanced approximately three (3} feet, end not six {6) feer 15
recommended by the CDC guideliney,
b, Resident #1465 wyg wearing ¢ mask undemesth he resident’s chin ang tahing

i the peuple welking in frant of the resident

2 (6) fert gy

atiempt to place Resident #1457 miesk on properly.
320 On Mey 6, 2020 & sppoximately 11:52 &5, &1 giempt was made 1o interview
Resident #1144 and R esident & 145, which revealed they were 1o able to follow the guestions ssked,
33 OnMeys, 2020w epproximately 12:0bp.m., the Agency interviewsd Respondent’s
empioyes “Staff D” 5 regisiered nurse (“RN"), The Intrview revenled the foliowing:
B Siafl I was asked to observe end tell the surveyor what wWus winng hetween
Resident #144 und Resident #3145,
b SiafiD keyt Inoking &1 both residents and was not able 1o state what WaS Wrong,
¢ BT I} wes asked shou social distancing wod stated that they are to keep
residents six {6} feet spart.

4 Steff D wes asked 1o demonstrate how she messured the six (6) fees ung



e regidentsy dide

Mt veunied four () feel,

£ 81261 D corfinmed ihet Residen! #144 ang Resident #145 were not six feet apart

wded e distance Resident #144,

&8 v U1 gaidelines ar
SLf T moved wway from Resident #3145 pad did nag atiemp! 1o place or fo gk
the resident 1o pluoe the vesident’s magh Poperly.

of weering the mask on hes chin, Siaff 13

b S D was asked

dent ahaut b

stated fot she b

fhoe despite the monvern brought to her atiention by the survevor that the
residund was now Wehiing & mask properdy.
54 The Agency then reviewsd Residents #144 and #145's MDS asscasments, The

revealed the fol]

& Residen! #3144 MDs duled February 12, 2006 documented the resident’s
BIME score was six {6) out of ffteen (15), indicative of severe cognitive
impairmen,

b. Resident %1455 MDS dated February 11, 2020 documented the resident’s
BIMS score wag ¢ight (8) out of fifieen {15), indicative of moderate cognitive
impairment,

35 On May 6, 2020 at approximately 5:50 p.m., observation revealed Respondent’s



S8 g, the Agency interviewed Staif . Stafy
U oonfirmud that she blow her nose ad did not do hend sanitation, BwffU siated she showld beve

wash her biend after blowing her nose g added that she will do so Bow,

57 CDC guidelines titied Carans Vires Disoase 2018 {COVID-18) How 1o protect

yourself or thers™ fost reviewed on April 24, 2020 documents that “gvervone should wash hands

~efter blowing yoor nosel 1

38 The Agency siko reviswed the |

B

[T

renised on Merh

59, On May 6, 2020 at approximetely 6,02 p.m., the Agency toured the Facility’s
“Kellogg wnit,” Observation wevealed Respondent's employee “Saff A” and “Siafy B,” both
Certified Nursing A ssistants ('CNAS™ in the lunchroom.

60 On May 6 5 approximuiely 6:08 pun., the Agency inferviewed Staff A, Steff A
stated she usually worked the day ahift bt was asked to work he evening shifl.

6. The Agency asked sbout S1aff A's ussigned residents end she proceeded to their
rooms orie by one. The fallowing observations were made while accompanying Staff A:

& Stefl A entered & random resident’s room, donned one plove without hang
senitetion, re-wrranged the resident’s coves sheet, memoved the glove withouw
hand sanifation, snd procecded to s different rog.

b. In the second room Staff A, donned one glove, pulled the window cartain fo

20



resdent’s food trey

thing pats o w#fi A perfommed hasg senitetion,

62, During & second in ¥ efter the room ohservations it approximetety 6:19 pm.,
S1nff A stted the following:
& She did hand sapitstion.
b Stff A wes ssked shour her fher shiedd care and stated st she vses o fxor
shiekd during work sr@ before she goes home

hes it with

eld with soep ang witer, then

e She stared s

e

63, The Agemey reviewed Respondent’s policy tiled “Hend washing/hand hygiene”
revised on August 2015, The policy docusients “use an alcohol-based hand rub . or alternatively,
sosp end water for the following situstions .. before donning gloves ...afier removing gloves{.]

64, On May 6, 2020 a1 approximetely 6,20 p.m,, the Agoncy interviewed Staff B, Staff
B stated thet she uses g face shield during work. Before she £oes home, she cleans the face shield
with 806p and water, then wipes it with alcohol pads, placss #t in & plastic bag end leaves it in her
car for her to use the next dey.

65 The Agency subseguently reviewed the CBC guidetine titled “Strstegies for
Optimizing the Supply of Eye Protection” last reviewed on Merch 17, 2020. The guideling
documents “Options for Reprocessing Eye Protection: While wearing gloves, carefully wipe the

ingide, followed by the outside of the face shield . using & clean cloth sanmsted with neutral

21



s ik o fu,

Yay 72020, 61 ErpeTimatly G e, e Agency represeniative observed

W (2% regidents smoking oniside the Faciiity with & cigaretie seh tray containe: between thom.

(3) feet wpert, vt six (6} foot apar as per RO sidelings,
P P £

The residents were woximetaly three

87 Further observation revesled the Facilitg’s DOWN walking outeide fhcing the twe

resideuts, sud the DON did not fept 1o seperste them or edusate ihes, or the cility’s aide

dig

supnrvising the recidents, regarding s

5E €3 Mey 7. 2050 & s img

the fel

& Sheis watching the two {2) residents smoking because they can’t be alone.

Staff'E was asked how msny feet apart the residents must be and she stated six

-

(6) feet.

e Swlf E wer asked if the 1wo random residents were six {6} feet mpst end she
wuted, 1o, they sre not and added that she keeps tetling them, but they do not
listens,

d. B B way informed thaf the Agency representative had beeg slanding behind
the: residents inside the faeility observing them and her, and that she dig not
#Hempt to seprrste them wntt surveyor gsked her,

e Staff I acknowledged the findings.

69, On May 7, 2020 at spproximately 4:35 pom. the Ageney interviewsd Respondent’s




0. The DUN wee spprsed thet StsfT ¥ did gy atiempt o

ebservetions snd did i afier a3 imerviess with the Sveyey,

7. On May 7, 2000 approximetely 1:35 pon,, the Agency representative observed

five (8) staff membars (BEEG, Bt 1, Stal L, Staff J und Stafi K, 41 CNAS) sitting i 5 ten by
ten {10 x 16} lunchroon tahle located on the Facility’s first fioor north umit Tunehroom withoug
keeping social distancing, they were observed almost elbow tp slbow,

2. The Ageney’s represeniative walbed by the room three (3) times, the staff lookeo

E stoy in the small room,

&1 the representative and they continues (o eat e

A Staff F smted to the Agency representative that the staff members were not six ®)
fewt apart and that they know thar enly v (2) stafi menibers of & time are eliowed in the roon;,
Staff F added that Stsf § was doing docwmnentation sng was oot supposed (o be there.

78, Beginning at Bpproximetely 1:40 pan., the Agency iterviewsd the siaff members
in the Junchroom. The Inteeviews reviewesd the following:

& Bl G stated thet she was finished and was ready to Jexve the room. Staff G
BUted thet she is eware of the social distancing uad confirmed that she was not
six fewt wpart

b A approximately:42 p.am., Staff B stated “wo got the education, but 1 did i
wrong todey,”

¢ StefTH confirmed that she was not six feet apert from Staff G during hamch,



[

foswire of e sacis

dists $F rod BE3E 1, Jess thet

e (13 foot apart from St G ang Biafy)

L ST else eonfimied that ghe was in the undhmom docmenting sud it wae
ned et ime to be i the room,
A epproximstely 1:46 P The Agency asked fo futerview ST K., but was
informed Bt shie Jefi he unit Brafi K waw not svaifable for py fiterview.

ol B1ef 0 gpain

e O My 7. 2000 6t HEpTEXnEtely 50 p., the Ageney intervie

sssigaed 10 her

77 Subsequent observation sevealed all the assigned rooms for droplet precautions hag
Toom doors that were wide open.

T8 S1aff G wes peked i those roum doors were supposed to be open and she siated thet
she kept there cpen because ghe Ikes 1o sew her residenss

79, Staff G was not aware that the doors were supposed 1o be closed due to tle droplot
precautions,

80.  Accordingly, the Agency cited Respondent with 2 Class I violation at 4 widespresd

level 6ue to the shove allogations.

81, Pursuant 10 Florigs Tav, a5 & penalty for any violstion of this part, authorizing

24



cluse |

NGy thet the ents & sitwenon in which hamedinte

BOFEREVE sction s nesessar s oeompliance has cause -orisfikely 1o couse,

- Thie condition

fving, cate in g

i, 67 death (6 wosident e

2 shidi be abated o chimingted immedistely, vniess s fized

OF practice constindting £ class ] vig

period of tme, g determined by Ui wpenay, i Tegui g 400.23(8)a), Fla, Stet.

(2019).

B3 Under Seetion A00.23(8)(x), Floridy Sianuies, in portipens part, VA clase ] deficie ny

e e s

deficiency if the Tacility was peviowly cited for one or more class 1 or class H deficiencies during

the Jast Heensure inspection or 0y inspection or plaint 3 igation since the Jast licensurg

inspection. A fine must be levied potwithstanding the correction of the deficiency.” § 400.23 (8)e),

Fla. Stat. (2019),

e, e of Flotids, Ageary for Health Care Administration,

WHEREFORE, the Peri

seeks to tmpose nn sdministrative fine of §1 5,000.00 on the Respondent,

84, Under Florids law. in addition fo the grounds listed in Part 1) of chapter 408, any
of the following conditions shali be grounds for action by the agency 2gainst 2 licensee: (1) an
intentionai or neghgent act materially affecting the heslth o safety of residents of the facility. §

400.102(1), Fia. Stat,, 2019).



Count B} of this Lomplsing,

86, Os May 6th ane T, 2020 the Agency couducted o complaint survey st
Respondenr's Fraility.

87, Hasedon observetions, inferviews, and record reviews, the Agenty determined thay
Respondent’s Faeility seied negligently by not providing the quakity of care BELESSATY 10 prevent
further harm 1o the residents from the spread of COVID.Ig, To wit, the Faeility filed (o

immediately jspluts sieven (11) residents (Residents #1, #3_ #3, 84,85 46,47, HE, #8 #16, & 1 13

tested pusifive for COVIPL g p

Who Were roommates of vther sesidengy

e

Ve s who

i

were not previously exposed 1o COVIDAI9, Pinglly, the Jacikity failed 1o Plave the eleven (1 1
residents on drople: precaution and contact recgulions,

88 These findings revonled Respondent did net follow the Ceater for Disepse Control
and Prevention eDe™y guidelines, or its pwn policy for COVID-1g precentions for isolating the
eleven residents.

89, On or ahout May 6, 2020 the Agency reviewed Resgpondent’s policy titled
"Coronevirus prevention® Iast revised on Merch 18, 2020. The policy documented the following:

& Any residents suspocted or exposed to COVII-IQ infection will be removed
from other residents and placed in seperste rooms,
b. The residents will fusther be in isclation snd monitored for fourteen (. 14) days,

¢ The facility will follow Stendard, Contuct, and Dropless precautions that are

26



delines tited "R 8 (0 Corongvirgs

i Wuss CBU poideiine reveaicd thut reommates of wsidemts with COVID- 15

shovld be coneidered wiposed s potenti elly infected and should nof shere g rorm with othey

Swodt that & positive residesn s rovmmates need 1o TemEmn asyinptomatic and

b3 fbrthes

test nepative for COVID. 3 Y fouriven (14} days eficr their st exposre,
@1 By My 6, 2020, Resprmdent’s Facility Boused sixty-ong (61} residents who tested

ive for COVIDIg snd were plecss ip o drepdstienntacy isolation unit on fhe Facility's seoand

o B vERe Tanpg

Wees observes

B Ageny FReg

shirteen {13} residents were placed on droplet/contact isolation for various TEAYCNS on the firg(

fioor.
94, The Agency reviewed the Facility’s census dated Meay 6, 2020, which showed one
bundred ninety ( 190 in-house residents, Further record review showed that the eleven (11)

exposed residents who had foommeies that were positive for COVID-19 were pleced in tooms

with the fifieen (15} other residents who tesied negetive for COVIDL19, ang had ot &

previously exposed 1o COVID-19,
85, According to the CDC guidelines ttled “People Who Are at Higher Risk for Severe

liness,” wdults over the age of sixty-five and who have serions underlying medical conditions
might be ot & higher risk for serious severe iliness from COVID- 19, Thess medical conditions may

inchade chronic lung disesse, heart conditions, obesity, disbetes and tiver disease,

27



5 WG

@6 eohabitd

w0k ol the i 15} residents whe were cohebitstod with the

elever {17} exposed resitenis had » sorinpg undertying medics) condition,

€ On ey 6, ¢ out EPProXIsely TN s, the Agency interviewed
Respondent’s Dirctor of Nursing (“DXONY). The DON stefed the following:
& Curvently they have ninety-thyee (Y3) residents that tested positive for ¢ VI
18

b Thirty-two (32} of 1he reidents that ested positive dny COVITE 19 ey

P UV Dy

residents remained in the facility rnd were not placed on isolation.
4 The Frgility had fi} in-house wsting for COVID-19 which was provided by &
privete laboratory on April 25, 2020.
e On April 27, 2020 they received the results for s)f the residents However, two
tesidents (Residents #46 and #120) did not receive their results uotil Apri} 20,
2020.
Aceording 1o the DON, the Facility immediately isolated all positive residents

B

for COVID-19 on the second floor on Aprit 27, 2020,
98 On May 5, 2000 81 approximately 12:30 P the Agency inteviewed
Respondent’s Vice Presiden of Operations (“the VP of Ops™. The VP of Ops. stated the

following dring the interview:



fendy sehod why the By

WENS expoaed i regidenie PO

and why they cakebilated ¢ #% with the olhe fifiner {13}

residents who tested Begelive snd wore not previously expused.

B The VP of Ops. stated if they had to isolate the eleven (11) residents who were

o

expriibed, they would ran sut of Persona! Protective Houlpment (PPE) in nne i)

e

. The Facility siso hnd thirty-two {32} steff members who tested positive for

COVID-19,

I o fsokiie a1l residents Whe wiwe exposed tn them it wo

4. Mibe Punility

Bitervicwed Hespon

2 IBE Apens
Vice President of Clinjcal Services (“the VP of C.8). The VP of C.5. stated the following:
e The cleven {1 1} residents who had positive COVID. g POOIMMEALEs were not
placed on isolation becsuse they did not show any symptoms of COVID. 0.
b Al residents in the fecility arc being monitored every shifl for any signs ang
symptoms of COVID-j o,

100, OnMay 6, 2020, a1 approximately 5:00 p.om. the Agency's representatives observed
he eleven (1) residents who were exposad to positive COVID. 19 residents, These residents were
net on any type of contpe: isolation/droplet precantions And were not separated from the fifteen
(15) residents who (ested negative that were siot previously exposed to COVID-1 9,

WL On or about May 6, 2020, the Agency also reviewed Respondent's two (2) weeks

staffing documentation of the combined nursing snd Certified Nurse Assistant (“CNA") ratio,

29



e e aed g Reif o4 A

VA Theratio wes

H2.5). Thass o

wiie ghive py

leck of e Foi 16 Tust two (3) weaby iy, e fediity

K it the Agenoy's FEPrEsEMBIIve obstyved

pie supply 1ooms, Fhe observations revesled fhe following:
& The supgdy room showed bowes of Pip aveiiable,

Rewns, wasks, fros shields, ang gloves

b, The boxes were s combination o
e During the abservitton, the VP of Ops. reported, the feility has plesty of
supplies, sng they aiways mede sure thet they heve two €2) weeks of suppties

on hand

R

104, Respondent's representatives did not provide fartber explanations or reasons why
the eleven (11 residents who hiad rooremates tegs positive for COVID-19 were 0ot isolated afier
discovering thejr EXPORITE,

103, Respondent's negligent sctions as alleged constitute Class ) widespresd

deficiency,

106 Parsuant to Floride law, as o penalty for any violation of this part, authorizing
statotes, or applicable rudes, the Bgency may imposs an administrative fine, § 408.813, Fla. Stat
{2019).

107.  Under Section 400.23(8)e), Florida Statutes, iu pertinent part, “[{a] class 1

deficiency is deficiency that the agency determines presents g situation in which immedinte

30



de11t ge & fheility, tiog

Y. onless 2 fixed

i shedi b phaty ! foned

QRS for corre § U0.23(8xe), Fla, Stat,

188 Unger Sewtion 40&23(?{){&}, Fionids Stetutes, in Jertinent pare, 4 clasy } deﬁniency
is subject 1o & civil penelty of $10,000 for &7 isoluted deficiency, $12,500 for 5 patterned
deficiency, and $15.000 for » widespresd deﬁciaxcyn The fine amonm shall be doubled for esch

deficiency if the facility wes previously ciisd for g O more class L or chuss 1} deficiencize during

the Iast Hognrore ingpection ar uny inspention o eonnpluint fnvestipation iy,

At g

WHEREI'I’)RE, the Petitioner, State of Florids, Agency for Healy Care Adminismm’on,

secks 10 impose an adusinistrative fine Of 815,000.60 on the Respondent,

et

109, Thy Agency re. #heges sud IRCRIPOTAtes by reference the allegetions i Count 3, 13,
and §11 of thig compleint,

O, Under Floridy jaw, & conditiona! licensure status is assipned (o a Facility due to the
Ppresence of one or more clags | or class Jj deficiencies, or class 1 deficiencies not correcied within
the time estzblished by the Ageancy, leaving the FPacility not in substantia} comphiance at the time
of the survey with criterig established under this part or with rufes edopicd by the sgency. If the
Facility has no ¢lasy L class 11, or olass 133 deficiencies a1 the time of the follow-up survey, g

wendard Hoensure statug may be gssigned. §400,23(7Xb), Fia, Sta, {2019).

3



+ ROSGEEE gy Bl i

LES BRSNS S 0 e

) vtapstinng, Stetafe 00 g9

Bepted by ihe 4 5

it Ammhr,&)x the 4 LY wesigned Respondent <onditional Heensure Statug with gy

sctien effective date of May 7th, 2020, The sonditions] Heense i attathos fo dye Adminisragive,
Complisn ge Exhibii 1,
1

\i’BKELFURP?, the Ageney Reliests fhe assipimnent of 5 cenditions] Sesure stitus g

10 the: Siate of Floride po sonfirmed porsuans i {}40852,‘(';), Florids

Respzmdcm, & mursing fre

Stutates,

HpRsies by e LR ellepations iy Covnte 3, i,

resllgges

115 e Apeny
and 1) of thig Curapiaing.
4 Under Florida Yaw:
The Agency ghay SVey 15 months conduct at jeggy one
N 05 to determin Y

P T ,
with statutes, and with rules Dromulgated under the provisions of
those siatutes, Eoverning minimum Standards of constiuction,
quality gng adequacy of aate, and righty of residents, The survey
shall be vonducted EVery 6 months for fhe Dext 2-yoar periog if the
Facility hes boan cited for g clags | deficiency, bees cited for two
OF more class deficiencies anising fromy Seperate surveys o
investigations within & 60-day period, or has had thioe or more
'8

foes o ﬁuesinthispnn, measemyshmlassmsaﬁneforeach



Fof s iy 13 gy el
05 resident care Vithoud e,
dovimemiation has boer, 5
Serition thes the dufie, 3
3 o be given of BAVATIO notice o
danspectiong by an employes of the BREDLY 10 pryy
wihorizeg Person ghay constitute cause i BUSPEnsion of pos
than 5 working days 8eording to the Provisiong of chapiey

§ 40{?,19(3), Fle, Seat {201g)

15 On Mey 8t png hy 2020 the Agency conducted corpluing survey gt
Respondeny's Fecifity.

M6 Ay TESUlL of e survey, Respondung Was eited with three (5} Clasy deficiencies,

17, Thesefore, Respundens i« subfent 1g ¥ -niens

il Mry (g £y

EEFTE
\\'BERMF‘GRE, I‘mitiona, Stete of Florids, Agency for Heaith Care Admx’mmmﬁon,
SR 10 fmpose ¢ giy

$6,600.00,

“Bronth survey eycle for g period of twe Years und impoge survey fing of

P8 Under Florids law, in pertinent pary:

H of chapter 408, or applicable rules, mgainss &0y applicant or
licenses for the fallowing viclations by the applicant, lcensee, or
other controlling infereg)
& A Vviolation of Y provision of this part, part IJ of chapter 408,
or applicebie rules;

* x *
(G} The egency shull revoke or deny & nursing home License if the
Heenser or controlling intermes operates ¢ facility in thig state they:

33



Uitialen

ORI i gk altey

2 gnd TR sz ey by refeg,

Biisined in Cyonge L and iy hig Corriplaing,

126, o Mey 6y and Nh ooog the Agency condusied 5 Complaing furvey g
Respondenm 'y Facility. Thig SVEY rosalied iy e eitation of three 3) Widespreas Class 1
deficiencies ge detuiled ey,

21 The Ageniey by Provided evidence of‘mulﬁplb vitlationsy of provigipe of Chapiey

wnsdited by Respongden: B e sta iy

AU, Pt and ppiicshle e

B i e

e foag gy Count IF gng Couny i1, g5 allsped hereir; dotzi}

Respongen;'s stafting sng Tesidest parp Seficiencies iy responding g 4 WOV Outbreal,
124, The deficierny Prectices fougg g, Count J wepe, ited during sqrme BUVEY as Count 1)
and Couns jjy. The Citeumetanpey 0 0wt | gre whrelates ro SIS an ey of Counts 1} ang J 18
128 Sepsrately apg m;})emive!), these Vieletiong gy llegod aljow the Agency 1o seek
Fevotation of Respondenss Beense (o apetaty u nursing home, license numpe, 4859

WHEREFORE, Petitione, Btate of Florige, Ageiey for Hushth (e Adminismlion,

BESKS ta revoke Rm;rxmdcm‘s Heense o Uprate & ghifled Nirrsing fag:

WHEREFORE, the Petitioner. State of loride, 4, Beney for Health Care Adminiatmtjon,
56eRE 10 ater 1 fipgy order that:

IN Renders findings of fact yng conelusions of gy 28 set forth gbove,

kL
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fisig 21 HEFE OF youy 1CRint of S

0t g 2 IS
g 15 s the HREE 0 Rule 59,

FRZS, Figrig, Adh

Tecsimily nhar Glany) of s Respondern,
% Wlephone Buenber geg Sosimite Bmber of (e atfomey oy Qualified
1 angy) UPOK Whows survice ni‘p}eadings and ofhgy Papers ghal

& g
lative of i
b mude,

A Siafermeny wRuesting py hcﬁmnms\mu’w: imsring x'd&mx'!ymg thoge Tugterial fregy thet gy g,
e IS there gra BB, the ey U8 56 Indicage

4 A statetnen; O Whey the TESpondant received notige of the edninistrative Cumplaing

2 A Stitemeny me’u{iz‘ng he file BBEDEL to the adWinistratiye ot
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STATE OF FLORIDA
AGENCY FOR BEALTH CARE ADMINISTRATION

STATE OF FLORIDA, AGENCY FOR
HEALTH CARE ADMINISTRATION,

AHCA Nos.: 2019010507
Petitioner, 2020008373
2020008697
v.
FAIR HAVENS OPCO, LLC d/b/a License No.: 1147096
FAIR HAVENS CENTER

Respondent.

SETTLEMENT AGREEMENT

Petitioner, State of Florida, Agency for Health Care Administration (“the Agency™), and
Respondent, Fair Havens OPCQ, LLC d/b/a Fair Havens Center (“Respondent”™), pursuant to
Section 120.57(4), Florida Statutes, enter into this Settlement Agreement (“Agreement”) and agree
as follows:

‘WHEREAS, Respondent is skilled nursing facility, commonly referred to as a nursing
home, licensed pursuant to Chapter 408, Part 11, and Chapter 400, Part 1], Florida Statutes, and
Chapter 59A-4, Florida Administrative Code, and

WHEREAS, the Agency has jurisdiction by virtue of being the licensing and regulatory
authority over Respondent; and

WHEREAS, the Agency conducted a survey of Respondent’s nursing home on June 21st,

2019. The Agency later issued Respondent an Administrative Complaint (AHCA #2019018507)

on November Sth, 2019, In the Administrative Complaint the Ageney alleged one (1) isolated
Class 1 deficiency for failing to ensure one (1) resident’s advanced directive was followed. This
alleged deficiency could result in the imposition of an administrative fine in the amount of ten

thousand dollars ($10,000.00); the imposition a six (6) month survey cycle and its accompanying
Page 1 of
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fee of six thousand dollars (§6,000.00) for 2 total monetary assessment of sixteen thousand dollars
{$16,000.00); and the affirmation of a conditional licensure period beginning on June 21, 2019 and
expiring on July 21, 2019; and

WHEREAS, the Agency conducted a survey of Respondent's nursing home on May 6th

and 7th, 2020. The Agency 1y issued an I diate Moratorium on Admissions (AHCA

#2020008373) on Respondent due to the alleged immediate serious danger to the public health,
safety, or welfare resulting from alleged failure to monitor its resident’s status related to COVID-
19 and to appropriately respond with increased levels of supervision from properly equipped staff.

WHEREAS, The Agency later issued Respondent an Amended Administrative Complaint
(AHCA #2020008697) vn June 2nd, 2020. In the Complaint the Agency alleged three (3)
widespread Class 1 deficlencies for the following: failing to maintain & clean and sanitary
environment by faiting 1o follow CDC guidelines relating to the COVID-19 infections; failing to
honor resident’s rights to receive adequate and appropriate health care by failing to immediately

1

y by

quarantine eleven {11) residents exposed to COVID-19 tons; and for acting
not providing the quality of care necessary to prevent further harm to residents from the spread of
COVID-19. These alleged deficiencies could result in the revocation of Respondent’s license to
operate a skilled nursing facility; the imposition of an administrative fine in the amount of forty-
five thousand dollars ($45,000.00% the imposition a six (6) month survey cycle and its
accompanying fee of six thousand dollars {86,000.00) for a total monetary assessment of fifty-one

thousand dollars {$51,000.00); and the affirmation of a diti 1i period beginning on

May 7, 2020; and
‘WHEREAS, the Respondent has requested hearings by filing election of rights forms and

petitions for hearing to participate in a formal hearing pursuant to § 120.57(1), Fla, Stat.; and
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WHIERFEAS, the parties have agreed that a fair, efficient, and cost effective resolution of
this dispute would avoid the expenditure of substantial sums to Ltigate the dispute: and

WHEREAS, the parties stipulate to the adequacy of considerations exchanged: and

WIHEREAS, the parties have vegotiated in good faith and agreed that the best interest of
all the parties will be served by a settlement of this proceeding; and

NOW THEREFORE, in consideration of the mutual promises and recitals herein, the

parties intending to be legally bound, agree as follows:

1. All recitals herein are true and correct and are expressly incorporated herein.

2 All partics agree thal the above “whereas” clauses incorporated herein are binding
findings of the partics.

3. Upon full execution of this Agreement, Respondent agrees to waive any and all

appeals and proceedings to which it may be entitled including, but not limited to, an informal
proceeding under Subsection 120.57(2), Florida Statutes, a formal proceeding under Subsection
120.57(1), Florida Statutes, appeals under Section 120.68, Florida Statutes; and declaratory and
all writs of yelief in any court or quasi-court of competent jurisdiction; and agrees to waive
compliance with the form of the Final Order (findings of fact and conclusions of law) to which it
miay be entitled, provided, however, that this agreement shall not be deemed a waiver by either

party of its right 1o judicial enforcement of this Agreement.

4. Upon full execution of this Agreement:
a. Respondent shall comply with the following terms:

i. Have contracted with an owtside consultant, for a period of no less than two
years from the date of the Final Order, who shall review and evaluate the

R dent’s current i ion control practices, make o

management, and provide education and training to the nursing staff

Page 3 of 9



iif.

members. The consultant’s credentials must be provided to the Agency’s

Iocal field office in advance for approval; and

. Have a full-time infection control/preventionist (“ICP™) be a certified
infection control nurse, or have the cumrent full-time infection contro} staff’
nurse obtain such certification within thirty (30) days of the Final Order

adopting this Agreement; and

Have the ICP. Director of Nursing (“DON™) and Assistant Director of
Nursing (“ADON") complete Quality, Safety & Education Portal (“QSEP”)
training in Universal Infection Prevention and Control, consisting of 28
howrs, 2.5 CEU, within three (3) months of the Final Order adopting this
Agreoment, and for tumover, all new staff must be ained within thirty (3}
days for the duration of no Jess than two (2) years from the date of a final

order; and

iv. Have all staff (including housekeeping and mat Ytake on-

line training program or have in-person training provided to all staff by a
credible infection control provider. The trainer’s credentials must be
provided to the Agency’s local field office in advance for approval. The
requirement does not apply to temporary stafl members, including staft’
members hired through an agency on a temporary basis. This training must
be completed within sixty (60) days of the Final Order adopting this
Agreement. All new staff trained within thirty (30) days for the duration of

no less than two (2) years from the date of a final order; and

v. Transfer seventy-eight (78) beds of the current two hundred sixty-nine (269)

active beds to an inactive status within ninety (90) days of the date of a final
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order. Respondent intends to construct 2 seventy-eight (78) bed wing that
will be completely private rooms which will be made up of the seventy-
eight (78) inactive beds. The Agency must receive and application to re-
activate these seventy-eight (78) beds no more than twenty-four (24)
months after the date given for the inactive status; and

vi. Convert and maintain all rooms at either private or semi-private status

{meaning no more than two (2) residents per room) with each resident room

"

having at least onic (1) bathroom ( ining a sink and co

oilet) per
room no later than 90 days from the datc of a Final Order. No resident(s)
shall reside in: a room that does not have a single designated restroom in that
roomn. Respondent must maintain this type of room status for the duration
of f15 Hicenswre,
vii. Pay the Agency a sum of sixty-seven thousand dollars ($67,000.00) within
sixty (60} days of the eniry of the Final Order: and
vill. Accept all requested conditional licensure periods contained in the
complaints.
ix. Accept both six-month survey cycles the first commencing June 21st, 2019,
and the second commencing May 7th, 2020; and
x. Failure to comply with any of the elements listed in sub paragraph ¢
through subparagraph “ix™ of this Apreement shall result in the revocation
of Respondent’s license to operate a skilled nursing facility without further
action necessary from the Agency; and
b. The Agency shall comply with the following terms:

i, Withdraw Count V1 of the Administrative Complaint AHCA #20) 7
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seeking lcense revocation through the entry of the Final Order adopting this
Agrsement.
fi. Lift the Immediate Moratoriumn on Admissions AHCA #2020008373
through the entty of the Final Order adopting this Agreetent.
5. Venue for any action brought to interpret, enforce o challenge the terms of this
Agreement aud its corresponding Final Order shall lie solely in the Cireuit Court of Florida, in and
for Leon County, Floride.

6. Respondent does not admit 10 the facts and legal conclusions raised in the above-

Administrative C ints and & diate Moratorium on Admissions; but the Agency
asserts their validity thereof. Neither the acceptance of, nor performance under, nor the execution

of this Agreement shall be construed as an ad ion of any fault, niistake, wiongdoing, or Hability

by either party. Nothing in this Agreement shall be deemed to prechude the Agency from imposing
a penalty against Respondent for any deficiency or violation of statute or rule identified in 2 future
survey of Respondent’s skilled nursing facility, The Agency is not precluded from using the
subject events for any purpose withio the jurisdiction of the Agency, but the Agency agrees that it

will not impose any administrative penalty against Respondent based solely on the allegations in

the abo fe d Administrative Complaint. Further, R k ledges that this

Agreement shall not preciude or estop any other federal, state or local agency or office, outside the
Jurisdiction of the Agency, from pursuing any cause of action or taking any action, even if based
on or atising from, in whole or in part, the facts raised in the Administrative Cormplaint.

7. Upon full execution of this Agreement, the Agency shall enter a Final Order
adopting and incorporating the terms of this Agreement and closing the above-styled case.

8. Each party shall bear its own costs and attorney’s fees.

9. This Agreement shall become effective on the date upon which it is fully executed
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by all parties.

10. Respondent, for itself and its related or resulting organizations, suceessors,
transferees, attorneys, heirs, and executors or administrators, discharges the State of Florida,
Agency for Health Care Administration, and its 4gents, representatives, and attomeys, of and fiom
all claims, demands, actions, causes of action, suits, damages, losses, and expenses, of any and
every nature whatsoever, arising out of or in any way related to this matter and the Agency's
actions, including, but not limited to, any claims that were or may be asserted in any federal or
state court or administrative forum, including any claims arising out of this agreement, by or on
behalf of the Respondent or its related or resulling organizations.

[N This Agreement is binding upon all parties and those persons and entities that are
identificd i the above paragraph.

12, Inthe event that Respondent was & Medicaid provider 21 the time of the occurrences
alleged in the Notice of Intent, this A greement does not prevent the Agency from seeking Medicaid
overpayments related to the subject issues or from imposing any further sanctions pursuant o Rule
59G-9.070, Florida Administrative Code. This Agreement does not setile any pending or potential
Federal issues against Respondent. This Agrecment does not prohibit the Agency from taking any
action regarding Respondent’s Medicaid provider status, conditions, requirements or contract, if
applicable.

3. Respondent agrees that if any funds to be paid under this Agreement to the Agency
are not timely paid as set forth in this Agrecment, the Ageney may deduct the amounts assessed
against the Respondent in the Final Order, or any portion thereof, owed by Respondent to the
Agency from any present or future funds owed to Respondent by the Agency, and that the Agency
shall hold a len against present and future funds owed to Respondent by the Agency for said

amounts until paid.
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14. The undersigned have read and nnderstang this A and have the authority

1o bind their respective principals to it. Respondent has the fegal capacity to execute this

A Respond, ds that it has the right to consulr with its own independent

counsel and has knowingly ang freely entered into this A . Respondent undi ds that
Agency counsel represents only the Agency and that Agency connsel has not provided auy legal
advice to, or influenced, Respondent in its decision to enter into this Agreement,

15, This Agreement contains the entire understandings and agreements of the parties.
This Agreement supersedes any prior oral or written agreements between the parties. This

Agreeroent may not be amended e€xcept in writing. Any a pted assi of this Agr

shall be void.
6. All parties agree that a facsimile signeture suffioss for an original signatare.

The following representatives acknowledge that they are duly authorized to enter into fhis

Agreement.

, €51 Ko,
b Falr Havens OPCO LLC d/b/a Fair Havens

Agency l'or Health Care Administration Center

2727 Makan Drive, Bldg, #3 201 Cartiss Parkway

Tallahassee, Florida 32308 Miami Springs, Florida 33166
o // 3 / 2ozy s ~

DATED: / patED: - S 2o
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William 1, Roberts, Esquire

Acting General Counsel

Agency for Health Care Administration
2727 Maban Drive, Mail Stop #7
Tallahassce, Florida 32308

DATED: /6 /% /2s

At B2 S

Andrew Thornquest, Squire
Assistam General Counsel
Agency for Health Care Adminis
525 Mirror Lake Dri
8t Petersbu

Agéocy for Health Crg Administration
525 Mirror Lake Drivé' N, Suite 330
St. Petersburg, Florida 33701

DATED: (7 // / Ao
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Peter A. Lewis, Esquire
Law Offices of Peter 4. ) ewis, P1
Attorney for Respondent

3023 N. Shannon Lakes, Suite 101
Tallabassee, Florida 32309

DATED: 4 0 o

Amy W, Schrader, Esquire

Baker, Donelson, Bearman, Caldwell &
Berkowitz, pC

Adtoruey for Respondert

101 N. Monroe Street, Sujte 925
Taliahassee, Florida i

DATED:08/30/2020





