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SUMMARY STATEMENT OF DEFICIENCIES
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List of Tags Cited:
St - A - E206 - 58a-5.030(7) Fac - Ecc - Service Plans 8-§=D
St- A -N278 - 58a-5.031(3) Fac - Lns - Records §-8=D

0000-Initial Comments

On an unannounced extended congregate care (ECC) and fimited nursing services (LNS) monitoring
survey was conducted at Sterling House of Tallahassee Assisted Living Facility. The facility had deficiencies at
the time of the survey.

E206-ECC - Service Plans 58A-5.030(7) FAC

Based on staff interview and clinical record review the facility failed to develop a service plan and have the
resident's representative sign in agresment within 14 day of admission for 2 of 2 (#1, 2) residents receiving ECC
{extended congregate care services) .

The findings are:
A review of the clinical record for #1 revealed a Service plan dated . There is no evidence that the plan

was reviewed with the family. No family signature is documented. The resident was admitted to ECC services on

A review of the clinical record for #2 revealed a Service plan dated . There is no evidence that the plan
was reviewed with the family. No family signature is documented. The resident was admitted to ECC services on

An interview was conducted with the administrator on at approximately 11:30 AM. She stated the original
service plan was done on for resident #2 but she did not have the family sign the plan. The family signed
the service plan on . For Resident #1 she stated the service plan was done on but she had not had

an opportunity to have a meeting with the responsible party.

Class It

N278-LNS - Records 58A-5.031(3) FAC
Based on staff interview and clinical record review the facility failed to conduct a monthly nursing assessment on a
resident receiving limited nursing services for 3 of 3 residents reviewed for limited nursing services (#3, 4, 7)

The findings are:

A review of the clinical record for resident #3 revealed the resident's last monthly }\ursing assessment had been
completed on

A review of the clinical record for resident #4 revealed the resident's last monthly nursing assessment had been
completed on
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A review of the clinical record for resident #7 revealed the resident's last monthly nursing assessment had been
completed on

An interview was conducted with the administrator on at approximately 9:30 AM. She stated the
Registered Nurse was supposed to be in today to complete the assessments.

An interview with the RN was conducted on at approximately 11:05 AM. She stated she is the regional

nurse. She stated the monthly summaries should have been completed last week but she got busy with another
facility.

Class I
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Administrator

Sterling House Of Tall
1780 Hermitage Bivd.
Tallahassee, FL 32308

Dear Administrator:

This letter reports the findings of a state licensure extended congregate care and limited
nursing services monitoring survey that was conducted on , 2014 by a representative of
this office.

Attached is the provider's copy of the State (5000-3547) 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 Jong been employed to obtain your feedback
following survey acfivity. This form has been placed on the Agency's website at
http:/fahca.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.

Singerely,

| ’ [ )
Ugwu,c( e NHTleas 2nc
Jonah Heiberg, M.S.W.

Field Office Manager
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