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Initial Comments.

Complaint investigations (complaint numbers
2021006887, 2021007194 and 2021008861), in
conjunction with a generator monitering survey,
were conducted at Best Care Senior Living at
Winter Haven on . The facility had
deficiencies at the time of the investigations.

429.26(7) FS; 63A-36.007(1) FAC Resident Care
- Supervision

429.26
{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 occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facifity 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 fo 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

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,

A0DC

A025

including the following:
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Continued From page 1

{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 white 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 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 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 record reviews and interviews, the
facitity failed to notify the power of attorney of a
significant change of condition for one (Resident
#16) of one sampled record.

Findings included:
Areview of Resident #16 medical record revealed

he was admitted on with diagnosis that
included . s ,and

A025

A review of Resident #16 medical record progress
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notes revealed the following entries:

at 10:12 AM -
When getting off second fioor slevator | found
resident laying faced down on the floor in the
dining room - Staff D

at 9:25 AM -
Before | started gather Resident #16 medication, |
asked him would he like me to help guide him to
the nearest chair. He said no he could not walk,
orhe would . | told him | could help guide him
s0 he would not . . He still didn't insist on doing
that. While | was gathering Resident #16
medications, few minutes later, Resident #16
went backwards hitting his onto the side of
the med cart & unsure if he hit his on the
floor, but he then said heisn'tin, .t alerted
Staff C and Staff D about Resident #16 &
they helped me assist him up. Administrator
notified - Staff G

at 5:05 PM -
Resident was standing in hallway and must have
fost his balance and . on the floor- Staff G

at 1:30 PM -
Resident found on floor in room when doing
rounds, sent to hospital for . complaining - Staff

Acreview of Resident #16 medical record revealed
incomplete incident forms with no evidence that
Resident #16 power of attorney was notified for
each of the above incidents.

An interview with Resident #16's power of
attorney (POA) was conducted on at
10:52 AM. During this interview Resident #16's
PCA stated, “According to them he only had 2

A025
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Continued From page 3

. One of the caused a huge on his
. . When they sent him to the hospital because
of the large onthe , that's when | found
out that he had multiple . Who knows how
many he has had because they are
derstaff ined with the ications he was
on? ibelieve he had multiple . No one could
tell me why no one didn't call me about his
change in medications, changes in behavior or
any of his . No one could tell me anything. No
one could explain why | wasn't contacted. They
are pathetic. | didn't know about any of the
untif they called me and said that they needed to
transfer him to a nursing home because of his
and that he needed a higher level of
care. Till this day he can't watk, he isin a
wheelchair. | feel that them not documenting the
50 that he could get the proper care
immediately caused all of this."

Theses findings were discussed and confirmed
during an interview with the Administrator on

at 2:54 PM. During this interview the
Administrator stated, " Yes, | will admit that
notification of significant others was an issue. |
have made all my staff aware that | am to be
contacted for any incidents. They are to complete
an incident report along with contacting f
physicians, and families. | will not say that this is
being done 100% but | am . this.”

59A-36.007(4) FAC Resident Care - Activities of
Daily Living

{4) ACTIVITIES OF DAILY LIVING. Facilities
must offer supervision of or assistance with
activities of daily living as needed by each
resident. Residents should be encouraged to be
as independent as possible in performing

A025

A028
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activities of daily iving.

This Statute or Rule is not met as evidenced by:
Based on interview and observation, the facility
failed to offer and provide supervision of or
assistance with activities of daily living (ADLs) as
needed for § of 13 residents interviewed (#1; #4;
#6, #T, #10; #13).

Findings included:
revealed

Resident interviews conducted on
that the facility was understaffed:

a) In an interview conducted at approximately
10:40 am on , Resident #1 indicated he
required assistance with Land
transferring, as well as with the changing of his
bed. He explained that "no one had been in to
make his bed since the previous evening;”

Observation of Resident 1's bed found a stripped
mattress without any sheets/linens or blanket
thereupon:

b} Interview with Resident #4 at approximately
1110amon revealed that she was

of . and that "the girls were
supposed to check on her each night at least
twice to make sure she remained dry by
morning." The resident indicated that at least
times per week, none of the staff bothered to
check on her at alf during the night, and she
awakened wet;

©) Interview with Resident #6 at approximately
11:40 am on found that she required
assistance with her shower. However, this had
not been oceurring due to the fact that "the only

A028

shower chair that was available was dirty on the
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underside.” This same individual stated that it
was often difficult to get staff members' attention
when assistance was desired. The administrator
not doing her job-not accessible 1o residents”.
The call cord in the bathroom doesn't work all the
time; "she had to have her roommate assist her
this morning."

This writer observed the shower chair at
approximately 11:50 am on and found it to
be rusty in color on the underside.

Ir an interview with the Administrator about this
issue at approximately 2:00 pm on ,itwas
unclear why the item had not been either cleaned
or replaced. She also claimed to be unaware of
the call cord issue.

d) In an interview with Resident #7 at
approximately 2:00pm on , he stated that
he had not yet procured his . and that
"he was waiting on the approval of Sccial
Security.” In an interview with the Administrator
at approximately 2:35pm on , she provided
no additional information regarding the status of
Resident #7's , and stated that the
Resident Care Coordinator might have that. This
was never furnished during the investigation;

Review of Resident #7's file found no pertinent
documentation with respect to obtaining his

e) An interview with Resident #1 was conducted
on at 11: 39 AM . During this interview,
Resident #1 stated,” We are seriously
understaffed. They need help. Everyone is
working double shifts trying to help out but it's not
enough ...they are unresponsive because they
always are short, they are always short. Always."

A028
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) Aninterview with Resident #10 was conducted
on at 11:54 AM. During this interview,
Resident #10 stated,” There is no help here. Al
shifts and the weekends are worse. They keep
hiring them and then they don't show up. That's
why there are no activities, you' re either in your
room or watching TV."

g} An interview with Resident #13 was conducted
on at 1:42 PM . During this interview,
Resident #13 stated,” | don't have any problems
with the staff, its just that we're understaffed.
They are understaffed really, really bad!
Sometimes on the weekend there is only 1
person upstairs and 1 person downstairs."

Class Il

A081| 429.52(1 & 7) F8; 59A-36.011( ) FAC Training
S8=D| . Staff In-Service

429.52(1)
{1)Each new assisted living faciity employee who
has not previously completed core training must
attend a preservice orientation provided by the
facitity before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a staternent that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by

A028
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agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to ail new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior o interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the faciiity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:

{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
58A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal

A081
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care to residents. The facifity must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living faclity.
2. Recognizing and reporting resident .
neglect, and . . The facility must use its

prevention policies and procedures when
offering this training.
(d} Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service fraining
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
tiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

A081
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{fy All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement respense policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on employee record reviews and interview,
the facility failed fo provide proof of an
employment application and required in-service
trainings for one {Staff F) of five emplioyee
records reviewed.

Findings included:

Areview of employee files conducted on
revealed that Staff F was hired on

Afurther review of Staff F employee file reveated
no evidence of an employment application. This
review also revealed no evidence of the following
required in-service trainings: 1. Resident Rights
training 2. Recognizing/ Reporting .
Neglectand | training 3. Incident report
training 4. Activities Daily Living (ADL) and
Behavioral Needs Training 5. Elopement
response training

These findings were discussed and confirmed
during an interview with the Administrator on

A081

at 2:54 PM. During this interview the
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Continued From page 10

Administrator confirmed Staff F is currently
employed at the facility and stated,” Yes- I'm not
sure what happened but I'n not going to waste
your time. | don't have any of his trainings."

Class Il

59A-36.015(1) FAC Records - Fagility

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha ..., ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of 2
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to refurn pursuant to rufe 59A-36.018,

A081

A180
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F.A.C. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.AC.

{h} If the facility advertises that nt provldes speciat
care for persons with or
related ., acopy of ali such facility
advertisements as required by section 429.177,
F.s.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007. F.AC.

{j) Al food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.

{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years.
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{1} All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to section 429.35, F S_, all

survey, i ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast b years.
{n} The facility's resident elopement response
policies and procedures.
{o} The facility's documented resident elopement
response drills.
(p} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to document required information in their
admission discharge log.

Findings Included:

Arecord review of the facility's admission
discharge log on revealed a column
named "Status” . The "Status” column indicates
the residents move out reason and destination
but does not provide a discharge date.
Photographic evidence obtained,

These findings were discussed and confirmed
during an interview with the Administrator on

at 2:54 PM. During this interview the
Administrator stated, "This is a report that we just

A180
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