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Initial Comments.

A blennial re-licensure and complaint
investigation {complaint numbers 2023018540
and 2024002339) was conducted at Best Care
Sentor Living at Winter Haven on .
Deficiencies were identified at the time of survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

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

59A-36.007 Resident Care Standards.

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

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

A0DC

A025

{a) Monitoring of the quantity and quality of
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Continued From page 1

resident diets in accordance with Rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

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

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a written record of any
significant changes, or incidents, having the
potential for harming the health of 1 resident
{Resident #8) of 3, whose records were reviewed.

Findings included:

An interview was conducted with the
Administrator at 3:55pm on .inthe
interview, she stated that the facility had a recent
incident, on . when Resident #8 was given
a medication { ) that was meant for

A025

another resident. 1t happened around 8:00am in
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the moming on . on the day shift. The
circumstances were that a brand new employee
on her 2nd day of work {Staff E} was being
trained by Staff F. Staff F was passing
medications and she handed a cup, with a pill in
it, to Staff £, and told her to bring itto a,
resident. Staff E, being new at the job, didn't
really know the residents and handed the pill to
Resident #8, instead of the intended resident.
Staff E watched as Resident #8 took the pill. Staff
F realized the error, scon after it happened, and
noftified the Administrator by phone. The
Administrator stated that there was a physician in
the facility doing rounds at the time and that
Resident #8 was assessed by him. She stated
the doctor found Resident #8 to be okay and not
suffering from any adverse reactions from the
medication. The Administrator did not say
anything about seeing Resident #8 herself, on

. to make sure he was doing alright. She
stated that Resident #8 was reassessed
throughout the day and found te be okay, and not
in need of any emergency care. She did not say
who was assessing and reassessing Resident #8
that day. She stated that Staff F was supposed to
have written an incident report documenting the
incident, but apparantly never did. The
Administrator admitted that she was just finding
out {on } that an incident report, or any
observation notes, were never written. She had
no on for the fack of do: n.

Areview of the facility's internal resident incident
iog on revealed they had no record of a
medication error, involving Resident #8, occurring
on .

Areview of Resident #8's record, on ,
revealed no mention of him recelving a

A025

medication ) that was meant for
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Continued From page 3

another resident. The record revealed no
evidence that Resident #8 had a prescription for
the medication - There was no recorded
assessment of Resident #8, observation report,
plan of care, doctor's report, or any new orders
that pertained to the medication error, that was
verbally described as happened, on N
found in his record.

Class Il

429.256( ), 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256
{3) Assistance with self-administration of
medication includes: (a} Taking the medication, in
its previously dispensed, properly labeted
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an thatis
prefilled by the manufacturer are considered

ications in previously di properly
tabeled containers.
{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident’'s medications or dosages change.
{c} Placing an oral dosage in the resident's

A025

A052

AHCA Form 3
STATE FORM

20-0007

s

327F 11

If continuation sheet 4 of 12




Agency for Health Care

PRINTED. 03/25/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11969376

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

c
03/12/2024

NAME OF PROVIDER OR SUPPLIER

1801 LAKE

BEST CARE SENIOR LIVING AT WINTER HAVEN

STREET ADDRESS, CITY, STATE, ZIP CODE

MARIAM DR

WINTER HAVEN, FL 33884

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A052

Continued From page 4

or placing the dosage in another container and
helping the resident by fifting the container to his
or her .
{d) Applying medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and potiring the
prescribed premeasured dose of medication into
the dispensing cup of the
{4) Assistance with self-administration of
medication does not include:
{a) Mixing, . . converting, or

. medication doses, except for
measuring a prescribed amount of iquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
(b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c} Administration of medications by way of a tube
insertedina  , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
(f) Assisting with , Jor
preparations.
{0) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
uniess the order is written with specific

that preciude i judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands

A05B2
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Continued From page 5

the purpose for taking the medication.

(h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,

i with the self- ini fon of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in 5. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with seif-administration of medication must be

. .- or older, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with

with
procedures described in Section 429,256, F.S.
and this rule.

{b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c) In order to faciiitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to bave been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concemns about the
resident's reaction to the medication or suspected

A05B2
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Continued From page 6

noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The heaith care provider may prescribe a
medication schedule that coincides with the
resident’s presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. may be and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detalled
in Section 429.256(4), F.S.
{0} As used in Section 428.256{4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{h) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility

A05B2

failed to foliow proper assistance with medication
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Continued From page 7

if- ini ion protocol, as i inthe
facility's policy and procedure, when assisting 1
{Resident #13) of 3 residents who were observed
receiving assistance with medications.

Findings Included:

During an observation at 12:14pm .
Staff A was observed assisting Resident #13 with
his medication, . 800 mifligram tablet,
During the abservation, Staff A failed to wash or
sanitize her , failed to compare the label of
the medication with the medication observation
record, and failed to tell Resident #13 what
medication he was recelving.

An interview was conducted with Staff A at
12:15pm on , she stated
acknowledgement that she did not follow the
facitity's policy and procedure, and that she had
been nervous. She also stated that she did not
wash her prior to giving Resident #13 his
medication.

An interview with the Resident Care Coordinator,
conducted at 2:23pm on , revealed her
expectations for staff who assist residents with
medication self-administration. She stated that
staff are expected to identify each resident,
ensure the correct medications, and take the
medications in their packaging with labels, to
each resident. They are expected to to tell the
residents which medications they are receiving
before removing the medications from their
packaging, and handing them to the residents.
She stated that she expected the staff to sanitize
their before and after assisting each
resident.

An interview with the Resident Care Coordinator

A05B2
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Continued From page 8

at 4:05pm on was also conducted. In the
interview, she stated that earlier that day, Staff A
had confided to her that, during the observed
medication pass, she did not follow proper
protocol for assisting with medications. She said
that Staff A had told her it was because she was
very nervous and forgot.

Class Ili

59A-36.011(10) FAC Training - ADRD

{10) AND RELATED
{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,

or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facliity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | | and |
shail satisfy this requirement. Facitity staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training.”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of
3. Communicating with residents with

A05B2

A 086
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Continued From page 9
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
{b) Staff who have successfully completed both
the initiat one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), £.8., shall be
considered to have met the initial assisted living
facility and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training," within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection, will be
considered as having met this requirement.

and Related Level

I Training must address the following subject
areas as they apply to these :
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annuatly as required under

A088
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Continued From page 10

section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.8., and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f} Facifity staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3} months of
employment. “Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited coltege or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,of
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience ina
program providing care fo persons with

or related
(h) With to requi in
(g}, a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year

A088
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basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all facility staff received the
required training for ‘s and
related {ADRD) for 1 of 4 staff members
whose records were reviewed (Staff A).

Findings Included:

Areview of Staff A’s record on revealed
she had recevied on 3 hours of ADRD Level 1
training and 4 hours of ADRD Level 2 training.
Her record showed she was hired on

In an interview with the Adminisrator, she stated
at 1:45pm on , that the staffing records
being reviewed had all of the training records
available and that the ADRD training they had
been using for Level 1 was a 3 hour class
insterad of the required 4 hour training.

Class i
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