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Initial Comments.

A Limited Nursing Services {LNS) monitoring
survey was conducted at Addington Place of East
Lake on . Deficiencies were identified
at the time of survey.

59A-36.022(3) FAC; 429.07 (3)(¢)2, FS LNS -
Records

59A-36.022

{3) RECORDS.

{a) A record of alf 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 (3){c)2, FS

Afacility that is licensed to provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services. The repert 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 record review and interview, the facility
failed to ensure residents receiving nursing
services from third party providers were being
assessed by a qualified nurse on a monthly basis
for 2 {Resident #1 and #2) of 4 residents
sampled.
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Continued From page 1

Areview of Resident #1's record conducted on

revealed that the resident had been
receiving a monthly injection of a medication from
a home health agency since | of 2019 and
there were no nursing assessments documented
in the resident's record.

Acreview of Resident #2's record conducted on
revealed that the resident was
receiving hospice services since |, of 2019
and there were no nursing assessment
documented in the resident's record.

In an interview with the Weliness Director/LNS
nurse at 12:15pm on . she stated that
the facifity has not been conducting monthly
nursing assessments on the residents receiving
third party nursing services, nor have they been
ensuring that hospice or the third party nursing
providers conduct such assessments. The facility
has plans to conduct monthly nursing
assessments for these residents in the very near
future.
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