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A 000 Initial Comments AD00

An unannounced relicensure, emergency power
plan, health facility reporting system, generator,
and visitation form survey was conducted on

through at Best Care Senior
Living at Punta Gorda LLC, an assisted living
facitity in Punta Gorda, Florida.

The following Is a description of the deficiencies.

A 052 429.256(. . ), 59A-36.008(3) Medication - A052
88=D | Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
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
prefilied by the manufacturer are considered
medications in previously dispensed, 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

or placing the dosage in another container and
helping the resident by fifting the container to his
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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 pouring the

p p dose of ication 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 fiquid
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
inserted in a , 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 . ,or
preparations.
(g} Assisting with medications ordered by the
physiclan or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preclude 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
the purpose for taking the medication.
{h) Medications for which the time of
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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.
{6} i with the self- ini fon of

ication by an unli person as d ibed
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be

. .. orolder, 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
seif-administered medications in accordance with
procedures described in Section 429.256, F.8.
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 have been contaminated, must
not be returned to the container,

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the

A05B2
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resident's record.
(e} When a resident who receives assistance with
medication is away from the facllity and from
tacitity staff, the following options are available to
enable the resident 1o take medication as
prescribed:
1. The health 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 ieaving
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. icat may be p i 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 detailed
in Section 429.256(4), F.S,
(g) As used in Section 429.256(4)(n), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and juating or
assessing a resident's condition.
(h) Al 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, interview, and record
review, the facility failed to adhere to accepted
standards of practice for assistance with
self-administration of medications for 4
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{Residents #11, # . #14, and #15) of 6 residents
reviewed.

The findings included:

Review of the facifity provided Job Description for
Medication Aide Associate, "Medication

ion occurs after i given.
Report all missed medication and/for refusal to the
Resident Care Coordinator.”

On at 9:09 a.m., observed Medication
Technician (Med Tech) Staff B prepare
medications for Resident #6. Staff B assisted
with seif-administration in the resident’s room and
returned to the medication cart. Staff B prepared
medications for Resident #11. Staff B did not
sanilize his before he prepared and
assisted Resident #11 with medications.

On at 8:14 a.m., observed Med Tech
Staff F prepare 2 external creams for assistance
with self-administration for Resident #13. Staff F
assisted in applying -

External Cream . .5% and
Units/Gram.

100000

Review of the Medication Observation Record
{MOR) for Resident #13 revealed the physician
ordered a third external cream,
External Cream 0.1%, to be applied at

8:00 a.m., but Staff £ did not bring it into the
resident's room and did not apply it. Review of
the MAR revealed Staff F signed the MAR
indicating she did assist in applying the

external cream to Resident #13.

On at 8:51 am., Med Tech Staff F
returned to her cart after medication pass with
Resident #13. Staff F did not sanitize her

A05B2
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and immediately began to prepare medications
for Resident #14. Staff F took the medication
cup to Resident #14's room to assist with
seif-administration. Staff F did not sanitize her
prior to assisting the resident. When Staff
F was finished, she returned to the medication
cart. Staff F did not sanitize her . StffF
rolled the medication cart to another hatl and
prepared medications for Resident #15. Staff
did not sanitize her prior to preparing the
medications. Staff F handed the medications to
Resident #15. Staff F did not sanitize her
prior to assisting Resident #15.

On at 11:10 a.m. Med Tech Staff F said
she was aware she should sanitize her
between residents. She confirmed the
sanitizer was available and sitting on top of the
medication cart when she prepared her morning
medications. Staff F confirmed she did not
sanitize before she prepared medications for
Residents #14 and #15. Staff F opened the
medication cart to reveal a tube of

Externat Cream 0.1% labeled for
Resident #13. Staff F said she did not see the
cream in the cart and did not apply the

External Cream to

Resident #13 when it was due at 8:00 a.m. Staff
F confirmed she signed the MAR that she had
applied the cream. Staff F confirmed she did not
adhere to accepted standards of practice by
signing off a medication that was not given.

On at 1:01 p.m., both the Resident Care
Coordinator and the Administrator confirmed
medications should not be signed off if they were
not given. They said all medication carts should
be locked when the medication technician is away
from the cart. They confirmed sanitizing
between residents and medication pass is a

A05B2

AHCA Form 3
STATE FORM

20-0007

s

0ACVIT

If continuation sheet 6 of 15




Agency for Health Care

PRINTED. 03/22/2024

FORM APPROVED

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

AL11953279

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/12/2024

NAME OF PROVIDER OR SUPPLIER

BEST CARE SENIOR LIVING AT PUNTA GORDALLC

VE STREET

PUNTA GORDA, FL 33950

STREET ADDRESS, CITY, STATE, ZIP CODE
2295 SHRE'

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A052

A 055
88=D

Continued From page 6

standard of care that should be followed during
ion and assi with icati

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

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apariments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a fist of all medications
being stored pursuant to such a request;

The ication is ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission

A05B2
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as required in Rule 59A-36.006, F.A.C.
(c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacie, room, or area at all
times;
2. Located in an area free of dampness and

, except that a i
requiring i ion must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as approptiate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication." Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. I, after notification and waiting
at least 16 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance

ADBS
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with paragraph (f).

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

(g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing

pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to keep centrally stored
medications in a locked medication cart at all
times when the medication technician walked
away from the unlocked cart and into a resident's
room with the door closed.

The findings included:

Review of the facifity policy for Medication
Storage, "Keep all centrally stored medications in
a locked container, cabinet or closet.”

On at 9:06 a.m., observed Medication
Technician Staff B remove centrally stored
medications from the medication cart for
Resident #6. Staff 8 prepared the morning
medication for Resident #6 and placed the
remaining medications into the cart. StaffB
did not lock the medication cart. Staff B picked
up the medication cup and watked away from the
unlocked medication cart down the hal and into
the resident's room at 9:09 a.m. {Photographic
Evidence) Staff B closed the door to the

ADBS

AHCA Form 3
STATE FORM

20-0007

s

0ACVIT

If continuation sheet 9 of 15




PRINTED. 03/22/2024

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11853279 8. WING 03/12/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2295 SHREVE STREET
BEST CARE SENIOR LIVING AT PUNTA GORDALLC
PUNTA GORDA, FL 33950
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
A055| Continued From page 9 ADBS
resident's room while he assisted with
self-administration. The medication cart was
unlocked and out of the medication technician's
view while Resident #6 was taking the
medications.
On at 1:01 p.m,, the Resident Care
Coordinator said she expects centrally stored
medications in the medication carts to be focked
at all times when the medication technician
cannot see the cart. She said the medication cart
should have been locked when the medication
technician was away from it.
A 003 59A-36.012(2) FAC Food Service - Dietary A0

$8=D| Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and avaifable for review at:

hitp:/iwww firules.ol asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2019, which are
incorporated by reference and avaltable for
review at:
hitps:/fods.od.nih.gov/Healthinformation/Dietary _
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b} The residents' nutritional needs must be met
by offering a variety of meals adapted te the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
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ficensed capacity of 18 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

(c} All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facifity files and include the original signature of
the reviewer, registration ot ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal avaitability of fresh produce or the
preferences of the residents.

(d} Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to

AHCA Form 3020-0001
STATE FORM

s

0ACVIT

# continuation sheet 11 of 15




PRINTED. 03/22/2024

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11953279 8. WING 03/12/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2295 SHREVE STREET
BEST CARE SENIOR LIVING AT PUNTA GORDA LLC
PUNTA GORDA, FL 33950
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A093| Continued From page 11 ADS3

document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
cne meal and the beginning of the next. For
residents without access to kitchen facifities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
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disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility
failed to conspicuously post a current menu or
make one easily accessible to residents in the
memory care units.

The findings included:

On at 10:00 a.m. and at 12:00 p.m., no
menus were observed posted or available in
memory care units 1 and 2 of the facility.

On at 8:30 a.m. and at 10:00 a.m., no
menus were observed posted or available in
memory care units 1 and 2 of the facility.

In an interview on at 11:08 a.m., the
Administrator verified that the Kitchen Manager
was responsible for changing the menus weekly
and posting them in the dining rooms, She stated
that the menus in the memory care units tend to
"walk away”, so they no longer post them in those
units. The caregivers in the memory care units
are responsible for finding out what is on the
menis for that day and sharing it with the
residents.

In an interview on at 11:25 am,, the
Assistant Kitchen Manager stated that the
residents in the memory care units are served
“what we got". He stated that they do not ask for
any substitutions.

Class i
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$8=D| Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are rogintained in good

working order.

{b} Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make availabte linens and

personal laundry services for residents who

require such services. Linens provided by a

facliity must be free of tears, stains and must not
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be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure a safe and hazard free
environment and ensure the resident rooms and
facility structures were in good working order for 1
{Resident #5) of 1 room observed.

The findings included:

During an interview on at 10:45 a.m., the
smoke detector in Resident #5's room was
observed without its cover and the wires were
exposed with nuis covering the ends. The
resident stated that it has been that way for at
ieast a couple of months.

On at 11:00 a.m., observation of Resident
#5's room was observed again without its cover
and wires exposed.

During an interview on at 11:05 a.m,, the
ini stated that the
Director is responsible for the overall safety of the
residents. They have a meeting every Thursday
to discuss room turnover and any work that
needs to be done, and they prioritize it from the
ceiling to the floor. She acknowledged that the
smoke detector was missing, and that she would
contact staff to get it repaired.

"Photographic evidence obtained"
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