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AQCQ] Initial Comments A0D0

An unannounced Reticensure, Complaint

{#2023007649, #2023007701, #2023010043) and

Generator Monitoring survey was conducted on

at Barrington Terrace at Boynton
Beach. The facility had deficiencies related to the
Relicensure at the time of the survey.
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

STATE FORM

)

543611

i continuation sheet 1 of 1




Agency for Health Care

PRINTED. 03/05/2024

FORM APPROVED

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

AL11953321

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

02/14/2024

NAME OF PROVIDER OR SUPPLIER

1425 S. CONGRESS

BARRINGTON TERRACE AT BOYNTON BEACH

BOYNTON

BEACH, FL. 33426

STREET ADDRESS, CITY, STATE, ZIP CODE

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

Cz841| 408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and

CZ841
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Continued From page 1

providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,

CZ841
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C€Z841| Continued From page 2 CZ841
providers must make such policies and
procedures easily accessible from the homepage
of their websites.
This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the provider failed to ensure their Visitation
Policy met the established requirements relative
to In-Person Visitation guidelines,
The Findings Include:
On a review of the facility's visitation
policy was provided to and reviewed by this
surveyor. Review of the policy provided {and
observed on their website) failed to include the
following components:
a) Essential caregiver designation.
) Length of visits (essential caregivers must be
allowed visitation at least two hours daily).
¢) Designation of a person responsible for
ensuring staff adhere to the policies and
procedures
visitation in end-of-life situations.
d) Visitation for a resident, client, or patient who
was living with family before being admitted to the
provider's care and is struggling with the change
in environment and lack of in-person family
support.
e) Visitation when a resident, client, or patient
needs cueing or encouragement to eat or drink
which was previously provided by a family
member or caregiver.
1) Visitation when a resident, client, or patient who
used to talk and interact with others is seldom
speaking.
In an interview with the Administrator on
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C€Z841| Continued From page 3 CZ841
at 4:50 PM she was informed of the
items not included in the policy and
acknowledged the website visitation policy
needed to be updated to meet the requirements
and would do so and proved this surveyor the
corrected policy,
In an interview with the Administrator, Area
Director of Operations and Regional Senior
Director of Operations on this
surveyor was provided with a copy of the updated
visitation policy. A review of the policy revealed it
did not contain the requirements identified
previously (photo evidence cbtained).
Class
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