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Initial Comments

This is the Limited Nursing Services survey
completed on at Lexington Manor, an
Assisted Living Facility.

58A-5.031(2) FAC LNS - Resident Care |
Standards 1

(2) RESIDENT CARE STANDARDS.

{a) A resident receiving limited nursing services in
a facility holding only a standard and limited
nursing license must meet the admission and
continued residency criteria specified in Rule |
58A-5.0181, F.AC. I
{b) In accordance with Rule 58A-5.018, FAC,,

the facility must employ sufficient and qualified
staff to meet the needs of residents requiring |
limited nursing services based on the number of |
such residents and the type of nursing service to |
be provided. [
(c) Limited nursing services may only be provided i
as authorized by a health care provider' s order,

a copy of which shall be maintained in the [
resident ' s file. !
(d) Facilities licensed to provide limited nursing |
services must employ or contract with a nurse(s) :
who shall be available to provide such services !
as needed by residents. The facility shall maintain
documentation of the qualifications of nurses l
providing limited nursing services in the facility ' s
personnel files.

{e) The facility must ensure that nursing services !
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the i

© ADCD

AN277

AHCA Form 3020-0001

HILE (X8} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

(3

Dy2911 1f continuation sheet 1of 3



PRINTED: 09/24/2012

- FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERIGLIA X2} MULTIELE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER' 2 COMPLETED
A, BUILDING
B. WING
AL11966340 - T !
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
20480 VETERANS BLVD.
LEXINGTON MANOR PORT CHARLOTTE, FL 33954
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
H DEFICIENCY)
AN277 Continued From page 1 AN277

facility falled to ensure that nursing services are |
conducted and supervised in accordance with i
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

Professional Standard of Care is defined in J
Chapter 766.102 as, "the prevailing professional
standard of care for a given health care provider
shall be that level of care, skill, and treatment
which, in light of ali relevant surrounding
circumstances, is recognized as acceptable and
appropriate by reasonably prudent similar health
care providers."

The Florida Nurse Practice Act, Chapter 464.003 1
defines the "practice of professional nursing" as
"the performance of those acts requiring
substantial specialized knowledge, judgment, and {
nursing skill based upon applied principles of

, biclogical, physical, and social
sciences which shall include, but not be limited to: I
the administrations of medications and
treatments as prescribed or authorized by aduly
licensed practitioner; "practice of practical ]
nursing” as the performance of selected acts,
including the administration of treatments and
medications, in the care of the ill, injured, or
infirmed and the promotion of weliness, W
maintenance of health, and prevention of iiiness
of others under the direction of a registered |
nurse, a licensed physician, a licensed
osteopathic physician, a licensed podiatric
physician, or a licensed dentist.

The findings include:

i
Review of the Limited Nursing Services (LNS) log
on .. .. .. at10:00 am, inthe presence of the !
Resident Service Director revealed the following: |
Monthly assessments for each resident receiving -
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the services were done by the Resident Service
Director. She stated she is a Licensed Practical
Nurse (LPN).
She stated the corporate registered nurse (RN) !
comes to the facility to approve her assessments. |
‘When asked how often the RN visits the facility, !
she stated every 3 to 4 months.
During an interview with the Executive Director on|
. ... @ 10:25 a.m. she stated she thought the !
letter in the front of the LNS book would be
enough to be in compliance.

The following is the letter:

To whom it may concern:

(name) RN, Regional Nurse Consult, is
responsible for the oversight of the Limited
Nursing service practiced at Lexington Manor
Assisted Living.

Review of Resident #2's Monthly Assessment for 1
\ and show no

documentation the RN approved the ¢

assessments. !

During an interview with the Executive Director on
at 11:30 a.m. she stated she was not i
aware the RN had to approve each assessment '
every month. She was aware there LPN needed
to have approval by the RN for any assessments. ;

Class It '
Correction Date:
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Administrator

Lexington Manor

20480 Veterans Blvd.
Port Charlotte, FL 33954

Dear Administrator:

This letter reports the findings of a Limited Nursing Services survey that was conducted on L2012
by a representative 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 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
hitp://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. Should you have any questions please call this office at
239-335-1315.

Sincerely,
/j ; s

Harold D. Williams

Field Office Manager
bw
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