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Initiat Coraments

Two (2) complaint investigations #2026001997
#2026002047 and was
conducted at Westminster Towers Orlando
Assisted Living Facility on &

The facility had a deficiency at the ime of the
survey visit,

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

420.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

or has a change of condition
in order to rule out the presence of an underlying
physiological 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 fo exist, the
facility 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.

50A-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. Facifities must offer personat
supervision as appropriate for each resident,
including the following:
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{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{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, health care surrogate, or case
manager i 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 ilinesses
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 facility documentation, record reviews
and interviews, the facility failed to maintain
written thorough documeritation, and the facility
failed to conduct a thorough investigation in
providing appropriate supervision to prevent

alleged by resident #1 from staff (Licensed
Practical Nurse, LPN A} aliowing LPN A to return
to work as the only overnight nurse working in the
assisted living facility before ensuring safe
protocols of were implemented for all the
residents.

Findings:
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The facility reported an incident on ,and on
that same day at 5:03 AM, resident #1 had
reported that staff LPN A came into her room and
stapped her in the , after resident #1 had
pushed her call pendant for assistance to the
bathroom.

A review of the facility's incident report
documented a call made to the hotline and
faw enforcement on . The facility also
notified resident #1's primary physician and
Hospice. There was no documented evidence
that the family was notified of the incident.

The facility did not have any written
documentation or did not have facility notes

do ing a thorough b igati

after learning about this incident to ensure safety
from to resident #1 by LPN A, as well
safety from for the remaining 56 residents
living in the facility cared for by LPN A while
working during this allegation with resident
#1.

Areview of the facility's , neglect and

, policies & procedures dated
documented on page 2 for policy explanation and
compliance guidelines #3 states that the facility
will provide ongoeing oversight and supervision of
staff to ensure that its policies are implemented
as written. In further review, on page 3, section #l
prevention of .neglectand | on
letter H states assigning responsibility for the
supervision of staff on all shifts for identifying
inappropriate staff.

Areview of the physician's assessment
completed on {next day) documented
there was no evidence of any . ho
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redriess, no ,no and no
found. Resident #1's vitals were
stable.

Areview of resident #1's record revealed date of
admission - The 1823 Health
Assessment listed medical history of a

. female on Hospice care,
diagnosis of , past
medical history of infarcts with
encephalomalacias,
witha , s risk and .
She needs a wheelchair for long distances.
Assistance in all activities of daily living and
needs assistance with self-administration of
medications.

On at 3:03 PM, there was a telephone
interview with resident #1's private sitter. The
private sitter said that she has been working for
resident #1 about 3 years while she lived in her
home prior but needed more supervision so the
family admitted her into the facility. The private
sitter stated that she comes to facility 7 days a
week, within hours 11AM-3PM hired by the family,
The private sitter said that resident #1 was
. and on Hospice care but she is stilt
sharp in the mind, it is her physical body that fails
her, The private sitter said that when she showed
up to work on at 10:50 AM that Caregiver
¥ had told her what resident #1 had said that
early morning around 5 AM, resident #1 said that
LPN A came into her room and slapped her in the
and Caregiver F reported to LPN B
immediately. The private sitter stated that she
asked resident #1 to tell her what happened to
her. Resident #1 said that she rang her cali bell
for help to the bathroom and LPN A came into her
room and told resident #1 that you have some

to wake me up, it's too early. Resident #1
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told LPN A that | was told that when | need help to
the bathroom to press my button and the LPN A
replied again well i's too early for that and you
need to go to bed. Resident #1 went to
reach for her blanket to cover herseif and LPN A
just slapped resident #1 in her and LPNA
said that will teach you to not to wake me up
eatly. The private sitter said this broke her

and she went and reported it to LPN B and cafled
the family about the incident. The private sitter
stated that LPN B told her that she already
informed the Director of Assisted Living and they
will handle it from here. Furthermore, the private
sitter said that the upcoming week she had to go
out of state for personal business and would be
gone and asked a friend who used to work for
resident #1 at her home to cover her shift for the
week, and to keep an |, on resident #1. The
private sitter said that she did not observe any
marks and /redness on resident #1's

On at 3:23 PM, an interview with the
friend, of the private sitter that was covering
private sitter's work shift for this week, was asked
did resident #1 tell her about LPN A slapping her
inthe . The friend answered yes that resident
#1 told the friend that LPN A came into her room
early Sunday morning about 4 AM-5 AM
because resident #1 needed help to go to the
bathroom and LPN A slapped her in the and
told her that was what she got for waking her up
1o help her. The friend provided the tslephone
number for the private sitter that normatly works
every day with resident #1 to caif also.

On at 3:31 PM, an interview with LPN B
said that she was told by Caregiver F that
resident #1 reported to her that LPN A had
stapped her. LPN B immediately called the

Director of Assisted Living, and the Administrator
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directed LPN B to immediately complete a body
assessment for resident #1. LPN B stated that
she did not see any visible marks or no

on . ., .arms, and abdomen.
LPN B asked resident #1 what happened and
resident #1 told her that LPN A came in this
morning when | called for help to the bathroom
and when LPN A got to her room, LPN A said that
she hated resident #1 and slapped her in the

for waking LPN A up so early in the morning. LPN
B said that resident #1 denied any | atthe
time. LPN B further said that resident #1 repeated
the same story with the other staff and her family
member. LPN B wrote a statement about the
incident.

Areview of the staff work scheduie for
documented that LPN Aworked 11 PM-7 AM
{overnight} shift, same shift ime of the alleged
LPN A slapped resident #1 in the

Areview of the call pendent history on at
5:03 AM, that resident #1 pressed for help to go
1o the bathroom and at 5:06 AM it was cleared
and reset.

On at 3:38 PM, a telephone interview with
the family member stated that they were very
upset with how the facility handled resident #1's

from LPN A on Sunday morming .
The family member said that the facility did not
immediately call and inform them about what had
happened. It was found out when ancther family
member had visited resident #1 at 9 AM on

. Sunday morning and resident #1 told the
family member what happened that LPN A
stapped her in the . The visiting family went
to the Director of Assisted Living to ask her what
happened and the Director of Assisted Living said

that an investigation was in progress and that
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they had called law enforcement and reported it
to the hotline. The family member
continued to say that nothing was heard from the
facility, the Administrator or any staff until 9AM on
Wednesday morning by the Director of
Assisted Living calling her and told her that the
facifity completed a full investigation and had
suspended LPN A and there was no findings and
LPN Awas returning to work but would no
longer work with resident #1 and not go into
resident #1's room. The family member said that
was a slap in the and was not comfortable
with that decision and how would they stop LPN A
from sneaking into resident #1°s room and
retaliate against resident #1. The family member
was very thankful that the licensing agency was
investigating allegations along with faw
enforcement. The family member stated that she
was at ease knowing that a thorough investigation
was going to be completed. The family member
stated that law enforcement and hotline
had already been in contact regarding resident
#1.

On at 3:45 PM, an interview with the
Adrnini that an igation was
completed in suspending LPN A for the week and
concluded with no findings, and the facility's
investigation decision was to allow LPN Afo
return to work on but with stipulations, not
work directly or go into resident #1's room. it was
asked if law enforcement close the case. The
Administrator said no it was still pending.

Areview of the staff work schedule dated

& documented that LPN A was scheduled

o return to work on Saturday and Sunday
for the overnight shift 11 PM-7 AM.

On at 3:47 PM, an interview with the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11911328 B.WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
70 WEST LUCERNE CIRCLE
WESTMINSTER TOWERS
ORLANDO, F1, 32801
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A025] Continued From page 6 A025

AHCA Form 3020-0001

STATE FORM

EAMST

i coninuastion sheet 7 of 10




PRINTED: 03/19/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11911328 B WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
70 WEST LUCERNE CIRCLE
WESTMINSTER TOWERS
ORLANBO, FL. 32801
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [in] PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A025] Continued From page 7 A025

Administrator confirmed that LPN A did work as
the only nurse on and , the
overnight shift 11 PM-7AM both days.

On at 3:52 PM, an interview with resident
#1 who said that LPN A came into her room on
the past Sunday morning about 4am-5am and
slapped her in her . Resident #1 said that she
rang her emergency pendent for assistance to the
bathroom and LPN A came 1o her room and said,
"why you calling me and waking me up™? LPN A
told her to go to bed, and she put the
blanket over me and then slapped me in my

and said that is what you get for waking
people up.

On at 10:55 AM, an interview with the
Director of Assistant Living about the
allegation from LPN A to resident #1 ocourred on

. The Director of Assisted Living stated on
Sunday morning, not sure of time that LPN B
calied her and informed her about what resident
#1 had reported LPN A had slapped her in the

. The Director of Assisted Living told LPN B

1o call the family and to complete a body
assessment on resident #1. The Director of
Assisted Living said that on Monday morning

she had a conference in person with the
daughter. The Director of Assisted Living said that
she did not document the conference and called
LPN Ato email her about what happened on

in the morning. The Director of Assisted
Living received an email on at 3:32 PM,
hours later after LPN A shift were over. LPN A
works on Saturday and Sunday, the overnight
shift 11PM-7TAM. Later, the Director of Assisted
Living said she received LPN A's written
statement of what occurred between LPN A and
resident #1.
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On at 1:50 PM, an interview with LPN C
asking if she knew any details about the incident
on early morning of LPN A sfapping
resident #1 in the 7 LPN C answered no, she
was not working at the fime, but she heard
something had happened and minded her
business.

On at 2:50 PM, an interview with LPN E
asking if she knew about LPN A slapping resident
#1inthe on - LPN E said no, she did
not know anything about it.

On at 3:39 PM, a telephone interview with
faw enforcement detective working on this case
said that this is an active pending investigation
and he was going to the facility on Friday,

to interview staff and residents.

On at 3:55 PM, an interview with
Caregiver F stated that she reported to work on
at 7:30 AM and she was responsible for
waking residents up and getting them ready for
breakfast. Caregiver F said that she went to
resident #1's room and resident #1 was sleeping
in her recliner chair and Caregiver F touched
resident #1 to wake her up to get ready and
Caregiver F always ask resident #1 how was your
night last night? Resident #1 asked Caregiver F
who was the nurse that worked last night.
Caregiver F answered LPN A and then Resident
#1 said that LPN Awas a terror and she stapped
me in my early this morning. Caregiver F
said that she immediately reported to LPN B
about the incident and did not see any visual
redness or .. on resident #1's .
Caregiver F was in tears because she said that
resident #1 telling her that LPN A hurt her was
hurtful. Caregiver F said that resident #1 is

and on Hospice care, why would
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anyone want to hurt her like that. #t was further
asked of Caregiver F how was LPN A's and
demeanor was that morning? Caregiver F said.
that LPN A said hi to her earlier shift check-in, but
LPN A made an odd statement to Caregiver F "l
think resident #1 put a curse on me.” Caregiver F
said she thought that odd but shrugged. off the
statement because Caregiver F did not know
what a "curse” means and this odd statement
was earlier at shift check in before resident #1
had told Caregiver F about the slapping in her

incident. Caregiver F said that she was new,
only hired for about 3 weeks today so she doesn't
really know her coworkers that well. Caregiver F
said that she provided a written statement to
management.

On at 4:20 PM, an attempted telephone
call to LPN A and there was no answer, lefta
voicemail message.

On at 5:15 PM, a second attempted
telephone call to LPN A and again there was no
answer, another voicemail message left.

On at 6:50 PM, an exit conference with
the Administrator, Executive Director and the
Regional Health Services Director and they all
agreed to the findings and further confirmed that
mandatory staff training was scheduled for next
week.

{Photographic Evidence Qbtained)
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