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0000 Initial Comments

The revisit to the re-licensure survey was conducted on /- Silver Pines Assisted Living Facility had
a deficiency that remained uncorrected.

N278 LNS - Records

N278 REMAINED UNCORRECTED

Based on interviews and record reviews the facility failed to ensure that completed nursing progress
notes and Monthly nursing Assessments per 58A-5.0131 (24) and (25) F.A.C. were maintained for 1
resident in a sample of 2, who received a limited nursing services (LNS).

Findings:

Record review for Resident #2 revealed a Health Care providers order dated { -that noted change
every week.

Record review for Resident #2 revealed there was no documentation to confirm that the order was

followed. There were no nursing progress notes available for review for the change. Further

record review revealed that the last Monthly Nursing assessment was conducted on il (due

).

During an interview with the Administrator a Registered Nurse on { - at approximately 11:30 AM,
she stated she changed Resident #2 weekly and was not aware she was to write a nursing
progress note each time. She stated no one had informed her that it was required to write a note each
time the nursing service was provided. The administrator made a late entry at the time for the Monthly
nursing assessment. She stated she had changed the on I/ -and also made a late entry to
document that.
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
- .., 2015
Administrator
Silver Pines Assisted Living
2360 Madrid Avenue S.E.
Palm Bay, FL 32908
RE: Revisit to abbreviated relicensure survey w/LNS
Dear Administrator:
This letter reports the findings of a revisit survey conducted on -, 2015by

representative(s) of this office. Enclosed is the provider's copy of the Statement of Deficiencies
(State Form 5000-3547), which references the uncorrected deficiencies and/or new deficiencies
identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All
deficiencies shall be corrected no later than , 2015,

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 (407) 420-2502.

Sincerely,

Theresa DeCanio, RN

Field Office Manager
LH/be
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