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Initiat Coraments

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

at Belta Mar at Royal Palm Beach. The facility
had deficiencies at the time of the visit.

5OA-36.022(3) FAC; 429.07(3){c)2, FS LNS -
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 ensure required
progress notes were completed for resident care
of 2 of 2 sampled residents {Resident #1 and
Resident #2) receiving Limited Nursing Service
{LNS) for continuous use,

The findings include:
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1.Review of Resident #1's Resident Health
Assessment form dated revealed the

resident was diagnosed with s
and .
{ ). The resident is assessed to be easily

and requires supervision for bathing,
.. toileting and transfers.

Review of Resident #1's progress notes showed
the resident was readmitied to the facility on
after a hospitat admission for treatment
ofa . . Further review of the
record indicated that the resident was ordered
Lo L )at2U/min continuously via

Review of Resident #1's health care provider
order dated showed to administer

at 2L via . Keep SAT( .
saturation) greater than 93%, may increase  to
mairtain SAT above 83%.

Review of Resident #1's progress notes showed
the resident was sent ouf to the hospital on
for complaints of | .
- and . - The resident is readmitted
on 5:14 PM with a diagnosis of
. The resident was

aséessed by the nurse to have with

rales and . on auscultation. The resident
remainedon  at 2L via . The
progress note did not have an SAT reading
documented.

Further review of the Resident #1's progress
notes dated 5:31PM showed the
resident was noncompliant with keeping her

.. inplace and was turning off the 02
concentrator delivery device. The note indicated
that Residentit1 was encouraged to keep the
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.. inpiace fo ease her breathing. Review of
the note indicated no SAT reading or
. , assessment was completed by the

nurse.

Review of Resident #1's progress note dated
5:07 PM showed the resident was on
LNS services for . The resident is noted
with no and  SAT 93%.
Review of the note indicated no additional
. , assessment by the nurse.
Further review of Resident #1's progress notes
showed the next note was dated at
12:54 PM. The resident was noted to have
removed the and the nurse observed the
resident . and pale. The nurse
administered the prescribed
1o the resident and recorded
93-95%.

SATureading at

Further review of Resident #1's progress notes
showed the next note was dated 5:34
PM and revealed the resident was on LNS for

continuous , the note did contain any
nursing , assessmentor  SAT
reading.

Further review of Resident #1's progress notes
showed the next note was dated 21
PM, indicating the resident continues to remove
the ,_ andisencouragedtousethe 1o
ease her breathing. The next progress note dated

3:27 PM indicates Resident#1 is on
LNS for use. The note did not contain any
nursing , assgssment or SAT
reading. No additional progress notes were
available for review.

Review of an electronic medication order entry for
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Residert #1 dated revealed a
treatment as " SAT", to be scheduled daily
every shift, passing imes 12 AM, 8 AM and 4

PM. Resident is to wear at 21 at all times,
indicated for

Review of Resident #1's electronic medical
recordfor” ,,  SAT" order indicated that
facility staff were documenting the |, wasin
place three times a day since . Further
review indicated that there were no . SAT
readings taken or recorded.

I an interview with the facility nurse on
at approximately 11:00 AM she stated
that Resident#1 was on the LNS license for
. When questioned when she performs a
N ., assessment including SAT reading
to determine the prescribed SAT levels, she
stated she documents the resident's ~ SAT
readings in her nursing notes. She acknowledged
that she did not perform daily assessment and
SAT testing.

2. Review of Resident #2's Resident Heaith
Assessment form indicated the resident was
diagnosed with . The resident was
admitted to the facility on and required

continuously. He was placed on the facility
LNSfor ,_ rmonitoring.

Review of Resident #2's progress notes from
showed the resident was using
continuously for
. Further review of the residents’ notes
from to revealed no
nursing assessment or . status was
documented.

at 2L via

Further record review revealed on at
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4:14 PM Resident#2 had a complaint of
and was not utifizing the
. The nurse documents vital signs which

included an SAT reading of 93%. The nurse
documents the concentrator unit was
possibly . and a replacement was
ordered.

Further review of Resident #2's progress notes
revealed the next note was dated
6:10PM revealed the resident was on LNS for
continuous use. Progress notes dated

' and indicated
LNS for continuous use. The notes did
contain any nursing | , assessment or
SAT reading. No additional progress notes were
available for review during the survey on

In an interview with the Director of Nursing on
at approximately 11:30 AM, she

confirmed that Residents #1 and #2 were on LNS
for ,_ wuse. She stated that both residents
were prescribed continuous | for

. , conditions, She stated that the nurses
shouid be performing a nursing | .
assessment, including an SAT reading at
least daily and as needed since the residents
were ordered continuous administration.

Class il
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