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0000 - Initial Comments

A Standard Biennial Survey was conductedon .., . , 2018 at Willow Haven ALF, inc with Limited
Mental Health component. The facility, license #10457, had deficiencies identified at time of survey:

D162 - Records - Resident - 58A-5.024(3) FAC

Based on record review and interview, the facility failed to have an accurate health assessment for one
of six sampled residents (#2).

Findings included:

Interview on at 1:00 pm Staff B stated, "We are providing the medication for Resident #2. We
take the medication on a spoon and grab the medication with Resident #2 hands on it in order to put her
in her mouth. However, "l spoke with Hospice about it, | know we cannot administer medication, and we
are in negotiations with the family, too. | am waiting on the family decision.”

Record review revealed Resident #2's health assessments (dated ) stated she needed
assistance with self-administration of medication.

Record review revealed Resident #2 was under hospice services. The care plan (dated ) did not
document medication administration.
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