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A000 Initial Comments A 000

A Limited Nursing Service monitoring visit was
conducted on at Sterling House
Assisted Living Facility. At the time of survey the
facility had deficient practice cited.

;;hslzgs 58A-5.031(3) FAC LNS - Records AN278
(3) RECORDS,
{a) Arecord of all residents receiving limited
nursing services under this ficense and the type
of service provided, shall be maintained.
{b) Nursing progress notes shall be maintained
for each resident who receives limited nursing
services.
{c) A nursing assessment conducted at least
monthly shall be maintained on each resident
who receives a limited nursing service.

This Statute or Rule is not met as evidenced by:
Based on observation, resident/family interview,
staff interview and record review the facility failed
to conduct a monthly assessment for each
resident who receives limited nursing services for
two of two sampled residents (# 5, 6).
The findings are:
1. Record review of the Limited Nursing Services
fog book indicated resident #5 was recelving
nursing services for the use of
Review of the health assessment dated
indicated the resident was admitted with a
diagnosis of . ,, . Hospice,

, Mild Cachexia and Chronic

Physician orders indicated to administer .,
at 2 fiters via nasal cannula at bedtime and as
needed.
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Observation and interview with resident and her
son on *at 1:40 PM indicated the resident
using her x

Record review of the limited nursing monthly
assessments did not reflect an assessment

completed for the month of .. The last
assessment was completed L
Interview with staff member "C" on 1/ at

1:09 PM stated the corporate nurse sald she
completed the assessmenis. The facility was
unable to locate the assessments.

2. Record review for resident #6 indicated she

was admitted on . The most current
health assessment was conducted > which
indicated diagnosis of Chronic
;, Atril 5 sand
deficiency.

Review of the most current physician erders
indicate to give an injection of

monthly. The last injection was given by licensed
nurse on .

Review of the limited nursing service log
indicated the resident was to receive limited
nursing services for the monthly

injections by licensed nurses.

Record review indicated the last monthly
assessment was completed n

interview with staff Con / at 1:09 PM
stated the cooperate nurse said she did the
assessments for . The facility was unable to
find them.
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Administrator

Sterling House Of Pensacola
8700 University Parkway
Pensacola, F1. 32501

Dear Administrator:

This letter reports the findings of a state licensure Limited Nursing Service survey that was conducted on
5 2012 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. Staft from this office
will conduct a review after -, 2013 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
htip://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 me at
850-412-4540.

Sincerely,
(atmcc /Nt enc

Mnah Heiberg, M.S.W.

Field Office Manager

DH/pm
Enclosure
XG90

Headquarters

2727 Mahan Drive
Tallahassee. FL 32308
hitp:f/ahca.myfarida.com
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2727 Mahan Drive, Mall Stop #46
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