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A000, Initial Gomments A000

A change of ownership, bed capacity increase,
emergency power plan monitoring, and health
facility reporting sytern survey was conducted at
Best Care Senior Living at

4l . 428128,

Deficiecies were identified at the time of the
survey.

A 052 428.256(3-5); 59A-36.008(3) Medication - A0B2
$8=D Assistance with Self-Admin

429.256

{3) Assistance with seif-administration of
medication includes: (&) 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 insulin syringe that is prefilled with the proper
dosage by a pharmacist and an insulin pen that is
prefifled by the manufacturer are considered
medications in previously dispensed, properly
labeled 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 cortainer, 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 hand
or placing the dosage in another container and
helping the resident by lifting the container to his
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or her mouth.

{d) Applying topical 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 nebulizer, including

removing the cap of a nebulizer, opening the unit

dose of nebulizer solution, and pouring the

prescribed premeasured dose of medication into

the dispensing cup of the nebulizer.

{4) Assistance with self-administration of

medication does not include:

{a) Mixing, compounding, converting, or

calculating medication doses, except for

measuring a prescribed amount of liquid

medication or breaking a scored tablet or

crushing a tablet as prescribed.

{b) The preparation of syringes for injection or the
inistration of medications by any inj

route.
{c) Administration of medications by way of a tube
inserted in a cavity of the body.
{d) Admini ion of fons.
(e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with rectal, urethral, or vaginal
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,"”
unless the order is written with specific

that preclude | judgment
on the part of the unficensed 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.
{1ty 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.
i with the self-administration of

by an unti person as
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be 18
years of age or older, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F A.C,, and
must be available to assist residents with
self-administered medications in accordance 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 verbatly prompting a resident
to take medications as prescribed.

{c) In order to facilitate 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 comtaminated, 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 reporied to the resident's
health care provider and documented in the
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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 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 leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pitl
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 sep: and
dispensed in an easier fo 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)(h), F.S., the
terms "judgment" and “discretion” mean

i ing vital signs and ing or
assessing a resident's condition.

{h) All trained staff must adhere fo the facility's
infection control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to ensure staff who assist with
self-administration of medications orafly advise
each resident of the names and doses of the
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medications being given for 3 (Resident #6, #7
and #15) of 3 observed.

The findings included:

126 at 9:49 a.m., during observation of the
medication pass, Medication Technician (MT)
Staff C provided to Resident #6 Escitalopram 20
mg, Docusate Sodium 100 mg, Nifedipine 30 mg,
Clopidogre! 75 mg, Vitamin B12, Ferrous 325 mg,
Pantoprazole 40 mg, Topiramate 100mg,
Cetirizine HCL 10mg, Metformin HCL 500 mg,
One Daily Multivitamin. MT Staff C failed 1o orally
advise the resident of the names and

medications being given.

On 4/27/26 at 9:117a.m., during observation of the
medication pass, MT Staff C provide to Resident
#7 Senna 8.6 mg, Lansoprazole 15 mg ,
Docusate Sodium 100 mg , Quetiapine 25 mg,
Sertraline 100 mg , Pregabalin 25 mg , Inhaler
Breo Elfipta /Albuterol 90 mcg , artificiat tears,
and Constulose 10 grams15 mi/30mi.

Staff C failed to orally advise the resident of the
nam of the medications being given.

On 4/27/26 at 9:32 a.m., during observation of the
medication pass, MT Staff C provided to Resident
#15 Aaprin 81 mg, Amiodipine 5 mg , Tizanidine 2
mg /0.5mg , Docusate 100 mg , Gabapentin 400
mg, Eliquis 2.5 mg, Duloxetine 60 mg, Tramadol
50 mg , and artificial tears. Staff C failed to orally
advise the resident mes and doses of
the medications being given.

On 4/27/26 at 10:59 a.m., during an interview, MT
Staff C said when she gives the meds, she only
gives the residents the name and

give the dosage because residents don't ask.

On 4/28/26 at 3:25 p.m., during an interview, the
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Director (ED) the Med
Techs are trained and.are supposed to orally
advise each resident of the name and dosage of
each medication.

Class 1l
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ZZ814 435.12(2)(b-d), FS Background Screening ZZB14
$8=D Clearinghouse

435.12 Care Provider Background. Screening
Clearinghouse.~

(2)(b) Until such time as the | are
enrolied in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective Lo , or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject o screening
or a qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse,

1. Before L , Initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiiation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must inciude the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individuat
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to ensure staff had the background
screening employment status updated within 5
days of hire or termination on the Agency for
Heaithcare Administration {AHCA) Background
Screening Clearinghouse Roster website; as well
as failing to ensure an employee with a 90-day
break in service or more was rescreened. before
working for 1 (Staff C) of 5 employees reviewed.

1) Record review for Staff C Medication

Technician {MT) revealed a hire date of

Review of the Agency for Healthcare of

Administration background screening website

revealed Staff C was added to the facility roster

on . 159 days after hire.

2) Further review found MT Staff C had no

eligible employment from the date of screening
until hired on , a break in service

of 182 days,
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On at 2:27 p.m. during an interview with

Staff C said her previous place of employment

was Waimart, Amazon and AT& T and has never

worked for any other facility before.

Unclassified
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