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AN278| 58A-5.031(3) FAC; 429.07 (3)(c)2, FSLNS - AN278
$8=D | Records

58A-5.031(3) RECORDS.

(a} Arecord of all residents receiving limited
nursing services and the type of services
provided must be maintained at the facility.

{b} Nursing progress notes must be maintained
for each resident who receives limited nursing
services.

{c} A nursing assessment conducted at least
monthly must be maintained on each resident
who receives a limited nursing service,

429.07 (3Y0)2, FS
A facility that is licensed to provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services. The report must describe the type,
amount, duration, scope, and outcome of
services that are rendered and the general status
of the resident's health.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview, the facility failed to maintain nursing
progress notes for 1 of 2 sampled residents (#1)
who received a Limited Nursing Service (LNS.)

Findings:

The facility holds a specialty Limited Nursing
Service (LNS) license.

On at 9 a.m. the administrator identified
resident #2 as the only resident receiving an LNS.

At 9:12 a.m. resident #1 was observed wearing a
right lower , which is an LNS. She said
the facility "aides" put it on her every day.
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At 9:20 a.m. caregiver E said she puts resident
#1's . on in the morning.

Resident #1's record revealed a facility admission
date of . Her current 1823 health
assessment form, dated + indicated that
she has a diagnosis of and

status post
{ ) affecting her right side, right sided
. . and , right lower extremity
with poor control, and a

Her record did not contain LNS nursing progress
notes, as required.

At 10:15 a.m. the director of nursing said she
knew resident #1 wore a _, but thought she
was independent with " " and she
confirmed nursing progress notes were not
maintained.

The 1823 indicated the resident requires
assistance with -

Photographic evidence obtained.

Class Ili

Initial Comments

A Limited Nursing Service (LNS) monitoring visit
was conducted at Brookdale Oviedoon

. - Deficiencies were identified at the time
of the survey.

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
{a} Within 30 days after beginning employment,

AN278

AGO0

A078
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newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

(b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's

A078
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Continued From page 3

heaith care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 58A-5.0191, FAC.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all siaff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed to ensure staff were
qualified to perform their assigned duties
consistent with their levei of education, training,
preparation, and experience and allowed an
unlicensed caregiver (E)toapplya , fo1of2
sampled residents (#1).

Findings:

The facility holds a specialty Limited Nursing
Service (LNS) license.

On at 9 a.m. the administrator identified
resident #2 as the only resident receiving an LNS.

A078

AHCA Form 3
STATE FORM

20-0007

s

RNY211

If continuation sheet 4 of 10




Agency for Health Care

PRINTED: 09/23/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965048

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/16/2019

NAME OF PROVIDER OR SUPPLIER

1725 PINE BARK
OVIEDO, FL 32765

BROOKDALE OVIEDO

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A078| Continued From page 4

At 9:12 a.m. resident #1 was observed wearing a
rightlower _ | . She said the facility "aides”
put it on her every day.

At 9:20 a.m. caregiver £ said she puts resident
#'s on in the morning. Caregiver E's

personnel record did not contain documentation
to indicate she was a nurse therefore, she was

not qualified to apply the .,

Resident #1's record revealed a facility admission
date of . Her current 1823 health
assessment form, dated . indicated that
she has a diagnosis of and
status post
{ ) affecting her right side, right sided
B . and . right lower extremity

with poor control, and a

At 10:15 a.m. the director of nursing said she
knew resident #1 wore a _, but thought she
was independent with " o

Her 1823 indicated that she requires assistance
with

Class Il

A081| 58A-5.0191(.. .} FAC Training - Staff In-Service
88=D
{2) STAFF PRESERVICE ORIENTATION.

(a} Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
).

{b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employee and the facility

A078

A081
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administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
.\ .. »may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall

A081
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receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facifity.

2. Recognizing and reporting resident .

neglect, and | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 53A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

() Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

(30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement response policies

and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed fo ensure that 1 of 3 sampled
staff (C) received the required in-service training
as described in 58A-5.0191 ) FAC.
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Findings:
Caregiver A was hired on . Her personnel
record contained a 2-hour preservice orientation
certificate of training, dated however, the
certificate was signed only by the health and
weliness director and not the administrator and
staff member, as required.
On at 11:50 a.m. the business office
manager confirmed the findings.
Photographic evidence obtained,
Class Ili
AN277| 58A-5.081(2) FAC LNS - Resident Care AN2TT

$8=D | Standards

{2) RESIDENT CARE STANDARDS.

{a) A resident receiving limited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in rule 38A-5.0181, F.A.C.

{b} In accordance with rule 58A-56.019, F.A.C., 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
as authorized by a health care provider's order, a
copy of which must be maintained in the
resident's file.

{d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services
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as needed by residents. The facifity's employed
oF nurse must coordinate with third
party nursing services providers to ensure
resident care is provide in a safe and consistent
manner. The facility must maintain
documentation of the qualifications of nurses
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 observations, record review, and
interview, the facility failed to obtain a health care
provider's order prior to providing a Limited
Nursing Service (LNS) for 1 of 2 sampled
residents (#1).

Findings:

The facility holds a specialty Limited Nursing
Service (LNS) license.

On at 9 a.m. the administrator identified
resident #2 as the only resident receiving an LNS.

At 9:12 a.m. resident #1 was observed wearing a
rightiower _ , , whichis an LNS, She said
the facility "aides” put it on her every day.

At 9:20 a.m. caregiver E said she puts resident
#1's . on in the morning.

Resident #1's record revealed a facility admission
date of . Her current 1823 health
assessment form, dated + indicated that
she has a diagnosis of and

status post
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and care of the

heaith care provider.

assistance with

Class Il

with poor control, and a

AN277 | Continued From page 9

Accident { ) affecting her right side, right sided

, right lower extremity

The 1823 nor her record contained a health care
provider's order regarding application, removal,

At 10:15 a.m. the director of nursing said she
knew resident #1 wore a
was independent with " Jand she

confirmed the facility did not have an order from a

N but thought she

The 1823 indicated the resident requires
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