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408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and
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providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
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Continued From page 2

providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's visitation poficy
and procedures, review of the facility's website
and interview, the facility faited to ensure its policy
was easily accessible from the homepage of its
website.

Findings:

On at 10 A M., a review of the facility's
website revealed its visitation policy and
procedures was not accessible from the
homepage.

On at 11 AM., the administrator said the
policy was not on the facility's website.

Class Il

Initial Comments

Are-licensure survey with Limited Nursing
Service (LNS), a generator monitoring and
complaint investigations #2022010266, 12283,
14260, 14579, 16780 & 17134 were conducted at
Brookdale Wekiwa Springs on &

. The facility had deficiencies at the time
of the survey.

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

429.26
{7} The facility shall notify a licensed physician
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when a resident exhibits signs of or

" s 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 to exist, the
facitity 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.

59A-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. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FA.C.

{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
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change.

additional services.

resident's

Findings:

admission date of

check the resident's
was >400.

resident's
on & 402 on

Review of the resident's
Observation Record {MOR) revealed the

A025| Continued From page 4

family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant

{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

This Statute or Rule Is not met as evidenced by:
Based on record reviews and interviews, the
facitity failed to follow a health care provider's
order and notify the provider when 1 of 9 sampled

reading was >400 (#6).

Review of resident #6's record revealed a facility

. An 1823 heaith

assessment form, dated . indicated the
resident’s diagnoses was and
that the resident required assistance with
seif-administration of medications.

A health care provider's order indicated to

before meals

and at bedtime and to call the provider if

Medication

was documented as 437

Neither the MOR nor the resident’s record
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Continued From page 5

contained documentation to indicate a health care
provider was called when the " was
>400.

On at 9110 AM,, the findings were
discussed with the director of nursing {DON) and
an opportunity was given to provide additionat
documentation.

On at 10:45 AM,, the DON said a
health care provider was called when the
resident’s . was >400 however, the
notifications were not documented.

Class Il

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessad at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to Section 415.105 or
415.1051, F.8,, is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
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at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or {c).
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facitity must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
(b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident efopement. Ata
minimurm, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.
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This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facitity failed to ensure 1 of 5 sampled direct care
staff participated in a minimum of two resident
elopement drilis each year {A).

Findings:

During an interview with caregiver A on
at 11:52 A.M., he said he had not participated in a
resident elopement drilt since his hire date.

Review of caregiver A's personnel record
revealed a hire date of

Review of the facility's documented resident
elopement drilis conducted since caregiver A's
hire date revealed he was not listed as a
participant on any of them.

On at 12:36 P.M,, the administrator
confirmed the findings and was unable to provide
additional documentation.

Class Il

A054] 59A-36.008(5) FAC Medication - Records A054
88=D
{6} MEDICATION RECORDS.

(a} For residents who use a pill organizer
managed in subsection {2}, the facility must keep
either the original labeled medication container;
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and strength of the drug, and the directions for

AHCA Form 3020-0001
STATE FORM o LXX411 If continuation sheet & of 23



Agency for Health Care

PRINTED: 12/21/2022

FORM APPROVED

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

AL11965474

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

12/08/2022

NAME OF PROVIDER OR SUPPLIER

BROOKDALE WEKIWA SPRINGS 203 S WEK]

APOPKA, FL 32703

STREET ADDRESS, CITY, STATE, ZIP CODE
iWA SPRINGS ROAD

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

A054

Continued From page 8

use.
(b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of

ications or medication inistrati
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as pt , or medication errors,
{c} For medications that serve as chemical

, the facility must, pursuant to Section

429.41, .S, maintain a record of the prescribing
physician’s annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
faciiity failed to ensure the MOR was updated
each time a medication was offered to 1 of @
sampled residents who received assistance with
self-administration of medications (#1).

Findings:

Review of resident #1's record revealed an
admission date of - An 1823, dated

, indicated the resident required
assistance with self-administration of
medications.

Review of the resident's &

A0B4
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MORs revealed medications
were not signed as given on . &
On at 11:40 AM., the DON confirmed

the findings and said that although the MOR was
not signed, the medications were given.

Class Ili

A 058 59A-36.008(7) FAC Medication - Labeling and A056
$8=D| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

j as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
(c} If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an “as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any fimitations must be specified;
for example, “as needed for, , not to exceed 4

AHCA Form 3020-0001
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Continued From page 10

tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident’'s medication observation record. The
facliity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly

in the resident's icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
icati icati ini ion are filled

or refifled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. if the sample
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or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in & container that bears a
iabel containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
6. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.
This Statute or Rule Is not met as evidenced by:
Based on record reviews and interviews, the
facitity failed to ensure a medication was filled in a
timely manner for 1 of 9 sampled residents who
received assistance with self-administration of
medications (#1).
Findings:
1. Review of resident #1's 1823, dated s
revealed the resident required assistance with
self-administration of medications.
Review of the resident's |
revealed code "16” was documented for
. from through . The
charting code key indicated that "16" meant
"pharmacy action required".
There was no documentation on neither the MOR
nor in the resident’s record to indicate the facility
made any efforts to address the medication not
AHCA Form 3020-0001
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being avaitable.
On at 11:40 A M., the DON said she
couid not provide any further explanation or
documentation to show the facility made any
efforts to obtain the medication.
Class Ili
A081 429.52(1 & 7) FS; 58A-36.011( ) FAC Training AO81

$8=D| - staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility 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 compietion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservi i i
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
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.
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{a) Facilities must provide a preservice

orientation of at least 2 hours to all 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 to interacting with residents.
{c} Once complete, the employes 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 facility 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 shail provide or
arrange for the following in-service training to
facitity staff;
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-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
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
E .. -, may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum of 1 hour in-service
training within 30 days of employment that covers

A081
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Continued From page 14

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

following subjects:

1. Resident rights in an assisted living facifity.

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 training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali 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 response policies

and procedures.

2. All facifity staff shalt demonstrate an

understanding and competency in the

implementation of the elopement response

A081
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policies and procedures.
This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 1 of 6 sampled staff
received the required in-service training as
described in 59A-36.011 { )F.AC. (B).
Findings:
Staff B's personnel record revealed a hire date of
. There was no documented evidence
she received any of the required in-service
trainings within 30 days of employment as
follows:
1 hour control
3 hours Activities of Daily Living (ADLs) and
Behavioral needs
1 hour incident reporting
1 hour reporting major incidents, adverse
incidents & emergency procedures
1 hour resident rights &
INeglect/ |
1-hour safe food handling
In addition, there was no decumented evidence
that the 2 hours pre-service orientation training
was completed & signed by the employee, prior to
interacting with the residents.
On at 2:30 PM, an interview with the
Administrator and the Business Office
Coordinator confirmed the findings.
Class Il
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Continued From page 16

59A-36.011(4) FAC Training - !
“)

{ ). Pursuant to section
381.0035,F 8., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12).
this rule.

This Statute or Rule is not met as evidenced by:
Based on the personnel record review and
interview, the facility failed to ensure that 1 of 8
sampled staff (B) completed a one-time
education course in .

(7 ..") training within 30 days of
employment.

Findings:

Staff B's personnel record review revealed a hire
date of - There was no documented
evidence that the / training was
completed.

On at 2:30 PM, an interview with the
Administrator and the Business Office
Coordinator confirmed the finding.

Class Il

of
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Continued From page 17

59A-36.011(11) FAC Training -

an

TRAINING.

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on the personnel record review and
interview, the facility failed to ensure that 1 of 6
sampled staff (B) completed one hour

) training within 30
days after employment.

Findings:

Staff B's personnel record review revealed a hire
date of . There was no documented
evidence that 1-hour training was
completed in the file.

On at 2:30 PM, an interview with the
Administrator and the Business Office
Coordinator confirmed the finding.
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Continued From page 18

59A-36.014(3) FAC Physical Plant - Safe Living
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

A152

A152
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be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a clean and safe living
environment,

Findings:

Observation on at 10:45 AM, the
carpet was very dirty on the 2nd floor near the
common area/activities area located in front of
the nurse’s office, and very soiled carpet stains
throughout the hallway beginning from

-235.

{Photographic Evidence Obtained)

On at 11:45 AM, an interview with the
Maintenance Director confirmed the findings. He
said that he only has been working at the facility
for about a month, and when he came the
carpets were nasty and filthy. He agreed that now
they are just dirty. He has been cleaning the
carpets every week to get them cleaner.

On at 3 PM, an interview with the
Administrator confirmed the findings. She said
that she has been asking Corporate to replace
the carpet for the vinyl floors and that the last
time a survey was completed she was cited for
the carpets.

Class Il

AE207| 59A-36.021(7) FAC ECC - Services AE207
88=D
{7) EXTENDED CONGREGATE CARE

SERVICES. All services must be provided in the
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Continued From page 20

{east restrictive environment, and in a manner
that respects the resident's independence,
privacy, and dignity.
{a) A facility providing extended congregate care
services may provide supportive services
including social service needs, counseling,
emotional support, networking, assistance with
securing social and leisure services, shopping
service, escort service, companionship, family
support, information and referral, assistance in
developing and implementing self-directed
activities, and volunteer services. Family or
friends must be encouraged to provide supportive
services for residents. The facility must provide
training for family or friends to enable them to
provide supportive services in accordance with
the resident's service plan.
(b} A facility providing extended congregate care
services must make avallable the following
additional services if required by the resident's
service plan:
1. Total help with bathing, _, grooming and
taileting,
2. Nursing assessments conducted more
frequently than monthly,
3. Measurement and recording of basic vital
functions and -
4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident's food and fluid intake and output,

. Assi with self-admini: d icati
or the administration of medications and
treatments pursuant to a health care practitioner's
order. If the individual needs assistance with
self-administration the facility must inform the
resident of the qualifications of staff who will be
providing this assistance, and if unlicensed
persons will be providing such assistance, obtain
the resident’s or the resident's surrogate,

AE207
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guardian, or attorney-in-fact's informed written
consent fo provide such assistance as required in
section 429.256, F.8.,

8. Supervision of residents with and

7. Health education and counseling and the
implementation of health-promoting programs
and preventive regimes,

8. Provision or arrangement for rehabiitative
services; and,

9. Provision of escort services to health-related

{c} Nursing staff providing extended congregate
care services may provide any nursing service
permitted within the scope of their license
consi with the resi requi of this
rule and the facility’s written policies and
procedures, provided the nursing services are:
1. Authorized by a health care practitioner's order
and pursuant to a plan of care,

. Medically n ary and appropriate for
treatment of the resident's condition,
3. In accordance with the prevailing standard of
practice in the nursing community,
4. A service that can be safely, effectively, and
efficiently provided in the facility,
5. Recorded in nursing progress notes; and,
6. In accordance with the resident's service plan.
{d) At least monthly, or more frequently if required
by the resident's service plan, a nursing
assessment of the resident must be conducted.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facitity failed to ensure that at least monthly,
either an advanced practice registered nurse
{APRN) or registered nurse {RN) conducted an
assessment, meaning a written review of

AE207
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information collected from observation and
interaction with a resident, including the resident’s
record and any other relevant sources of
information, the analysis of the information, and
recommendations for modification of the
resident's care, if warranted for 1 of 2 sampled
residents who received Limited Nursing Service
{LNS) fora #2]
Findings:
On at 9:30 AM., resident #2 was
identified by the facility administration as
receiving LNS for management of a
Review of the resident's LNS . ., .
monthly nursing
assessments revealed they were all signed by the
DON, who is a licensed practical nurse and
co-signed by RN D.
On at 10:15 AM. the Director Of
Nursing (DON) said she conducted and
documented the resident's monthly assessment,
and that RN D only reviewed the decumentation
then co-signed.
On al 12:43 P.M., RN D also said she
did not conduct the resident's monthly
assessments and only reviewed the DON's
documentation.
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