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Initial Comments A000

__. ... conducted Assisted Living Facllity with
Limited Nursing Services biennial re-licensure
survey.

Sterling House of West Melbourne | had
deficiencies found at the time of the visit.

58A-5.0182(1) FAC Resident Care - Supervision | A025

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:

(@) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, 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
individual,

(¢) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s heaith 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; contacting the
resident ’ s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
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the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure physician's orders were followed
to check i when medications with
parameters were given for 3 of 3 residents (#1,
#2 & #3).

Findings:

1. Review of the Medication Observation Record
(MOR) for ' 2012 for resident #1 revealed,
take four times a day standing
prior to treaiment at 8 AM, 12 PM, 4 PM
and 8 PM, order dated There were no

documented on cand 7/3 at
8 PM, 7/3, 7/8 and iat 12 PM and at4
PMand § PM.

Observation on : at approximately 12 PM
revealed the resident was sitting in the wheelchair
when the nurse checked her

Resident record review revealed an Assisted
Living Facility health assessment form (1823)
dated . with a diagnosis of ... .

exacerbation and
stated assist with medications.

Interview with the Director of Nursing on said date
at approximately 3 PM who stated it was dlfﬂcu!t
for the resident to stand up for her

o be taken. She also stated the physician was
contacted on said date to change the order to
discontinue i when standing.

2. Review of the Medication Observation Record
(MOR) for 2012 for resident #2 revealed

A025

%
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{for 1 ER 50 milligrams
(mg) at bedtime, hold for less than
100 or rate less than 50. There was no

documentation to indicate the .. was taken.

Review of physician order dated ! stated,

{for . ER 50 milligrams
{mg) at bedtime, hold for 'less than
100 or _rate less than 50.

Resident record review revealed an Assisted
Living Facility heaith assessment form (1823)
dated with diagnoses of ... .

‘and

: Interview with the Director of Nursing on said date

at approximately 2:40 PM who stated, the ..
were taken and were not recorded.

3. Record review for resident #3 on said date at
approximately 1 PM revealed a health
assessment form 1823 dated | that listed
diagnoses of hyponatremia, and

She needed assistance with
medications. A physician's order dated
indicated to reduce § mg daily and take

for 10 days. Continued record

review revealed that the Medication Observation
Record (MOR) dated 10/1 to listed

5 mg daily and had staff initials circled
from (the day indicated as starting the
medication) to the back page of the MOR
indicated : unavailable for those dates.
There was no evidence to confirm the physician
was made aware that the resident did not have
the medications and why the medication was not
available.
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Anather physician's order | indicated to
take . daily for 7 days. The
2011 MOR indicated that the !
:needed to be taken from 12/1 to
and it was blank on Continued review
revealed no evidence to confirm the
was taken for 7 days as ordered.
The ini stated at approxi y 2:30
PM that the staff responsible was no longer
employed at the facility.
Class 11l

429.178 FS ; - Special
Care

Special care for persons with
- or other related
(1) Afacility which advertises that it provides
special care for persons with .

+ or other related ..+ must meet the
following standards of operation:
{a)1. it the facility has 17 or more residents, have
an awake staff member on duty at all hours of the
day and night; or
2. If the facility has fewer than 17 residents, have
an awake staff member on duty at all hours of the
day and night or have mechanisms in place to
monitor and ensure the safety of the facility ' s
residents,
(b) Offer activities specifically designed for
persons who are o
(c} Have a physical environment that provides for
the safety and welfare of the facility ' s residents,
{d) Employ staff who have completed the training
and continuing education required in subsection
().
(2)(a) An individual who is employed by a facility
that provides special care for residents with

or other related

and who has regular contact with such residemé, j

AQ25
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must complete up to 4 hours of initial
wspecific training developed or approved
by the department. The training shall be
completed within 3 months after beginning
employment and shall satisfy the core training
requirements of s. 429.52(2)(g).
{b) Adirect caregiver who is employed by a
facility that provndes special care for residents
with or other related
, and who provides direct care fo such
residents, must complete the required initial
training and 4 additional hours of training
developed or approved by the department. The
training shall be completed within 9 months after
beginning employment and shall satisfy the core
training requirements of s. 429.52(2)(g).
{c} An individual who is employed by a facility that
provades special care for residents with
1 or other related , but who
on!y has incidental contact with such res;dems
must be given, at a minimum, general mfmmanon
on interacting with individuals with 's
_ or other related within 3
months after beginning employment.
(3) In addition to the training required under
subsection (2}, a direct caregiver must participate
in @ minimum of 4 contact hours of continuing
education each calendar year. The continuing
education must include one or more topics
included in the 1-specific training
developed or approved by the department, in
which the caregiver has not received previous
training.
(4) Upon completing any training listed in
subsection {2), the employee or direct caregiver
shall be issued a certificate that includes the
name of the training provider, the topic covered,
and the date and signature of the training
provider. The certificate is evidence of completion
of training in the identified topic, and the
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employee or direct caregiver is not required to
repeat training in that topic if the employee or
direct caregiver changes employment o a
different facility. The employee or direct caregiver
must comply with other applicable continuing
education requirements.

{5) The department, or its designee, shall
approve the initial and continuing education
courses and providers.

{6) The department shall keep & current list of
providers who are approved to provide initial and
continuing education for staff of facilities that
provide special care for persons with

s ... or other related .

(7} Any facility more than 80 percent of whose
residents receive monthly optional
supplementation payments is not required to pay
for the training and education programs required
under this section. A faclfity that has one or more
such residents shall pay a reduced fee that is
proportional to the percentage of such residents
in the facility. A facility that does not have any
residents who receive monthly optional
supplementation payments must pay a
reasonable fee, as established by the
department, for such training and education
programs.

{8) The department shall adopt rules to establish
standards for trainers and training and to
implement this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 of 4 sampled staff received a
minimum of 4 contact hours of continuing
education each calendar year. The continuing
education must include one or more topics
included in the dementia-specific

developed or approved by the department, in
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which the caregiver has not received previous

training.

Findings:

Observations during the entrance at

approximately 9 AM noted the facility's front door

was locked and a code was needed to enter and

exit.

Review of the facility's advertisement at

approximately 2 PM revealed they advertised

special care for persons with

or other related

Personnel record review at approximately 2 PM

for staff A hired on i revealed she

attended an or other related
... update on

revealed a certificate dated ~"Level 1

Understanding Memory Care tomorrow" and

indicated the training was 4 hours.

The administrator stated at the time that the

certificate dated | met the requirements for

the 4 hours update training and she was sure the |

content was new each time although it indicated
level 1,
Class Ill

Continued review
H

i
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L2012

Administrator

Sterling House Of West Melbourne |
7300 Greenboro Drive

Melbourne, FL. 32904

Dear Administrator:
Re: Biennial w/LNS

This letter reports the findings of a state licensure survey that was conductedon 2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2012, to verify that the necessary corrections are in place to correct
the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
htp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

‘Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at

Tieresa DeCanio, RN
Field Office Manager

LH/be

Enclosure
XG9O

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitp://ahca. myforida.com

Orlando Field Office
400 W. Robinson St., Suite 5-309

Orlando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0998




