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A000, Initial Comments A 000

An unannounced Limited Nursing Services ( LNS)
Monitoring survey was conducted on

at Belmont Village Ft. Lauderdate. The facility had
deficiencies identified at the time of the visit.

AN278, 59A-36.022(3) FAC; 429.07(3)(c)2, FS LNS - ANZ78
Records

59A-36.022

(3) RECORDS.

{a) A record 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 from facility staff.

{¢) 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$

A facility that is licensed to provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services from the facility's staff. 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 observation, interview and record
review, the facility failed to maintain required
Nursing Progress Notes for resident care for 2 of
2 sampled residents receiving Limited Nursing
Service {LNS). Resident #1 who requires

, care and Resident #2 who requires
assistance with a brace.

The findings include:
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1. Resident #1 was admitted to the facility with
medical diagnoses including the history of a
with . The resident

requ;res assistance with bathmg, . and
toileting. The resident requires total care of the

, . Review of the resident’'s AHCA form
1823 (Resident Health Assessment form) dated

indicated required , care as

prescribed by the physician.

Review of the LNS Admission and Discharge Log
reveals Resident#1 was placed on LNS for
, care.

Review of the facility nursing progress notes for
Resident #1 starting from admission reveals no
documentation of LNS nursing care provided to
monitor and care for the , site.

2. Resident #2 was admitted to the faclhty thh
medical history of  with |
resident has memory changes and requ;rss
assistance with Activities of Daily Living (ADL)
care except for toileting and transfers. Review of
Resident #2's Health Assessment 1823 form
dated indicated that the residenthas a
and requires assistance to apply
and remove a brace. In an interview with
Resident #2 on at approximately
11:00 AM she stated that she only wears the
brace during the day.

Review of the LNS Admission and Discharge Log
reveals Resident#2 was placed on LNS services
for nursing care of the brace.

Review of the facility nursing progress notes for
Resident #2 starting from reveals no
documentation of the LNS nursing care provided
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1o assist with proper application/removal of the
brace and monitoring of skin intregity with use of
the brace.

During an interview with the Resident Care
Director on at approximately 12:00
PM she confirmed that Residents #1 and #2 were
admitted to LNS care. She stated that the facility
aides were emptying Resident #1's .
bag, and the facility nurses were changing the

, bag as ordered but she could not
provide any documentation of nursing
assessment/monitoring of skin condition and

function at the , site. She stated
that Resident #2 was receiving assistance with
the | brace from the facility staff. She

confirmed there was no nursing documentation
for any observation/ monitoring of the resident's
skin status with the brace. The Director
acknowledged the residents should be monitored
for . care and skin integrity, with nursing
care documentation completed appropriatety.
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