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Each nursing home facility must document
compliance with staffing standards as required
under this paragraph and post daily the names of
licensed nurses and certified nursing assistants
on duty for the benefit of facility residents and the
public. Facilities must maintain the records
documenting compliance with minimum staffing
standards for a period of 5 years and must report
staffing in accordance with 42 C.FR. s.
483.70(q).

This Statute or Rute is not met as evidenced by:
Based on review of policy and procedure,
observation and interview, the facility failed to
ensure that it posted the current date for the
Nurse Staffing information for 2 of 5 posting
areas observed.

The findings included:

Record review of the facility policy and procedure,
titled, Staffing, provided by the Director of Nursing
{DON; effective . documented in the
“Policy Statement: The Administrator and DON
{Director Of Nursing] are responsible o ensure
sufficient nursing staff to provide nursing and
related services to attain or maintain the highest
practicable, physical, mental, and |

1.) Staff posting was completed by the
Staffing Coordinator, the Resident councit
President was notified, and no additional
recommendations were provided on
behalf of the resident council committee.
2.) Afull house audit of staff posting
areas was completed by the Nursing
Home Administrator, and staff posting was
updated. A resident council meeting was
held; no residents were affected by this.
3.) Staffing coordinator educated by the
Nursing Home Administrator/Designee on
updating the staff posting throughout the
facility each day, and the components of
regulation F732/N066.

4.) Nursing Home Administrator/Designee
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A licensure complaint survey, for complaint

number 2025006641, was conducted at

Pompano Health and Rehabifitation Center on

. The facility had deficiencies at the time
of the survey.
N 066 400.23(3)(b)4, FS Posting Staff N 066
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well-being of each resident, as required by federal
law and sufficient staff to meet applicable state
faw requirements {include minimum staffing
ratios.} ... The facility Administrator and the DON
should evaluate staffing on a daily basis
....Staffing: Daily Staffing Sheets ....3. Post sheets
daily ...Other 1. Post the daily staffing hours..."

An observation on the entrance tour conducted

on at 9:10 AM and again at 10:23 AM

revealed there was an "Nursing Staff Posting

Form" located-at the front desk with the date of
. Photographic Evidence Obtained.

On at 10:23 AM, it was observed there
was a 'Nursing Staff Posting Form' posted in the
main halfway near the conference room on the
bulletin board, dated . Photographic
Evidence Obtained.

Review of the bottom, lower portion of the posted

"Nursing Staff Posting Form" indicated
on the form itself that, 'this document is posted
and updated daily’.

An interview was conducted with Staff A, Staffing
Coordinator and Central Supply, on at
4:34 PM, regarding the 'Nurse Staff Postings’,
who stated that during the previous evening shift,
she would post the following upcoming day Nurse
Staff Posting Form "behind' the current days
Nurse Staff Posting Form. Staff A explained that
the night nurse, who works the 11 PM to 7:30 AM
shift, is the person responsible for changing out
and removing the old Nurse Staff Posting, to
expose the new Nurse Staff Posting, at midnight.
Staff A acknowledged that the previous days
Nurse Staff Posting Form was stilt posted, as of
today, in both of the following areas: at the front
desk receptionist area and in the main hallway

N 066

the monthly Quality Assessment,

and recommendations.

wilt conduct random audits to ensure staff
posting is current, accurate, and visible fo
the residents twice weekly for four weeks,
then weekly for four weeks then monthty
for three months to ensure compliance.
Findings of audits {0 be reported through

Assurance and Compliance Commitiee
meeting for three months for comments
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bulletin board.

On at 4:40 PM, the Administrator and

the DON both acknowledged the Nurse Staffing

Information Form must be posted daily with the

current date,

Class #l

N 201 400.022(1)(1), FS Right to Adequate and N 201

$8=D| Appropriate Health Care

{1) The right to receive adequate and appropriate
health care and protective and support services,
including social services; mental health services,
if avaitable; planned recreational activities; and

ic and rehabilitative services i
with the resident care plan, with established and
recognized practice standards within the
community, and with rules as adopted by the
agency.

This Statute or Rule is not met as evidenced by:
Based on review of policy and procedure,
observation, interview and record review, the
facility failed to ensure it obtained a current

physician order for an {) "
and  site; and failed to change the
) . to the right upper for tof 1

sampled resident observed, Resident #4.
The findings included:

Review of the facility policy and procedure, titled,

. Change for Access Devices,
provided by the Director of Nursing {DON},
reviewed 2011, documented in the "Policy
Statement Purpose: To prevent local and
systemic related to the

1.) Resident#4's access

. change was completed per
Physician's order, the Attending Physician
was notified, care plan was added and an
assessment was completed by RN Unit
Manager, with no negative effects noted.

2.) Full house audit of residents with

access site and skin checks were
completed by the Director of
Nursing/Designee and no other concerns
identified.

3.) Licensed Nurses educated by Director
of Nursing/Designee on previding
adequate care and services in accordance
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Palicy: A sterile . Is maintained on all with accepted professional standards to

oo and central access devices to include following Physicians’ orders,

protect the site, provide a microbial barrier, and to changing of access

provide access device securement .3, and the components of regutation

Central access device and, | FB94/N201.

. are changed every 7 days and

immediately if the integrity of the Lis 4.) Director of Nursing/Designee will

compromised, if moisture, drainage or is conduct random audits to ensure

present, or for further assessment if is access . are changed per

suspected .., and Central Access physician’s order twice weekly for four

Device . Change Procedure: ..4. Assess weeks, then weekly for four weeks then

site for: | . . .. Drainage monthly for three months fo ensure

.18, Apply label of _ with date and compliance. Findings of audits to be

nurse’s initials ....20. Suggested charting: Site reported through the monthly Quality

assessment, Measured external length of the and Ci i

. Prep used, Type of o Committee meeting for three months for
securement (integrity of , other devices) comments and recormmendations.

and Resident response.”

Record review revealed Resident #4 was

admitted to the facility on and
re-admitted on with diagnoses that
included , ., and . foltowing
affecting right dominant side,
Typell, . .

and Hypertensive with

- The record documented a Brief
Interview Mental Status ( yscore of 00,
indicative of (severe

During an observation on at 10:37 AM,
Resident #4 was observed sitting in the
wheelchair in the hallway. it was noted the
resident had an

dated
Closer observation on at 2:08 PM, with
the Director Of Nursing (DON) revealed the

.. was still dated that was on the

AHCA Form 3020-0001
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resident's right Opti Flow port
double lumen . (for . which

was not required at that time) with the nurse's
initials. Photographic Evidence Obtained.

Review of the physician orders revealed that

was the Jast and most recent order for:
“"Change ., to right upper every
seven (7) days as well as needed (PRN) for
soifing andfor dislodgement every evening shift
every Monday - order date 14:43 [2:43]
PM D/C [discontinue] date at 15:00 PM."

There was no current physician's order for the
right upper . asofhis
re-admission date fo the facility on

Record review of Resident #4's .
care plan, initiated and revised
. indicated "Focus: . ~the
resident has Failure and is on
. Interventions: .

Site---Observe for signs and symptoms of

.. for gross .. at access consider
calling 911 ...Goal: Will have minimal to no
complications...”.

There was no specific care plan reviewed
pertaining to Resident #4's right upper {)

Review of the | Medication
Administration Record (MAR) revealed the
resident’s right . had been

documented as having been changed on each of
the following days: s .
and + with the last documented

time that Resident #4's right o
was changed was on: . per the nurses’

initials on the MARs. Review of the

AHCA Form 3020-0001
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Treatment Administration Record (TAR) revealed
no dosumentation pertaining to the resident’s
right . per the lack of nurses’
initials.

Review of the MARs revealed the
resident's right . was
documented as having been changed on

, per the nurses' initials on
the MAR. Review of the | TARSs revealed
no documentation pertaining to the resident's
right ... ber lack of nurses’ initials.

The date of
resident's right
double lumen

was observed on the
Opti Flow port
. during this current survey.

There was no documentation reviewed in the
nursing progress notes dated to
that indicated Resident #4's right upper

_ had been changed during
these dates-of-service (DOS). There was no
documentation to describe the resident's  site
status or the condition of the resident’s skin
underneath the outdated

An interview was conducted on at 2:05
PM with Staff B, Registered Nurse (RN) / South
Unit Manager {UM) and the current direct care
nurse for Resident #4, who stated she had not
changed the  right port - She
acknowledged he  right port . was
outdated and should have been changed.

A side-by-side record review was conducted with
the DON of all of the documentation notated
above.

The resident’s right . site
was not changed since and documented
on the TAR as being done, until after surveyor

port
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intervention.

The DON acknowledged the findings on

at 4:10 PM that Resident #4's right

Opti Flow port double lumen o
should have had a current physician order and
shouid have been changed and documented as
per protocol.

Class il
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A complaint survey for complaint number
2025006641, was conducted on at
Pompano Health and Rehabilitation Center. The
facility was not in compliance with 42 CFR Part
483, Requirements for Long Term Care Facifities.
F 694 / Fluids F 694
$S=D | CFR(s): 483.25(h)
§ 483.25(h) Fluids.
fluids must be administered consistent
with professional standards of practice and in
accordance with physician orders, the
ompl ive person: tered plan, and
the resident's goals and preferences.
This REQUIREMENT is not met as evidenced
by
Based on review of policy and procedure, 1.) Resident#4's access
observation, interview and record review, the . change was completed per
facility failed to ensure it obtained a current Physician's order, the Attending Physician
physician order for an {) - was notified, care plan was added and an
and  site; and falled to change the assessment was completed by RN Unit
} . to the right upper fortof 1 Manager, with no negative effects noted.
sampled resident observed, Resident #4.
2.) Full house audit of residents with
The findings included: access site and skin checks
were completed by the Director of
Review of the facility policy and procedure, titled, Nursing/Designee and no other concerns
. Change for Access Devices, identified,
provided by the Director of Nursing (DON}),
reviewed 2011, documented in the "Policy 3.) Licensed Nurses educated by Director
Statement Purpose: To prevent local and of Nursing/Designee on providing
systemic related to the . adequate care and services in
Policy: A sterile . Is maintained on all accordance with accepted professional
o and central access devices to standards to include following Physicians’
protect the site, provide a microbial barrier, and fo orders, changing of access
provide access device securement ...3. .+ and the components of
Central access device and, | regulation F694/N201.
LABORATORY DIRECTOR'S OR PRO ER 2 TITLE X6) DATE,
Electronically Signed 12025

Any deficiency statement ending with an asterisk (") denotes a deficiency whioh the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or ot a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the faciity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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. are changed every 7 days and
immediately if the integrity of the Lis 4.) Director of Nursing/Designee will
compromised, if moisture, drainage or is conduct random audits to ensure
present, or for further assessment if is access .. are changed per
suspected ... and Central Access physician’s order twice weekly for four
Device . Change Procedure: ...4. Assess weeks, then weekly for four weeks then
site for: . .. Drainage monthly for three months to ensure

...18. Apply label o1 ., with date and

nurse’s initials ....20. Suggested charting: Site

assessment, Measured external fength of the
, Prep used, Type of

securement (integrity of

and Resident response.”

, other devices)

Record review revealed Resident #4 was
admitted to the facility on and
re-admitted on with diagnoses that
included and . following
affecting right dominant side,
Typell, . .

and Hypertensive with

- The record documented a Brief
Interview Mental Status ( ) score of 00,
indicative of (severe | )

During an observation on at 10:37 AM,
Resident #4 was observed sitting in the
wheelchair in the haliway. it was noted the
resident had an

dated

Closer observation on at 2:08 PM, with
the Director Of Nursing (DON) revealed the

. was stilf dated that was on the
resident's right Opti Flow port
double lumen L {for which
was not required at that time) with the nurse’s
initials. Photographic Evidence Obtained.

compliance. Findings of audits to be
reported through the monthly Quality
and Ct i
Committee meeting for three months for
comments and recommendations.
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Review of the physician orders revealed that

was the last and most recent order for:
"Change ., to right upper every
seven (7) days as well as needed (PRN) for
soiling and/or dislodgement every evening shift
every Monday - order date 14:43 [2:43]
PM DIC [discontinue] date at 15:00 PM."

There was no current physician's order for the
right upper L asofhis
re-admission date to the facility on

Record review of Resident #4's .
care plan, initiated and revised

, indicated "Focus: ~ihe
resident has Failure and is on

. Interventions: .
Site---Observe for signs and symptoms of

... for gross. ., at access consider

calling 911 ...Goal: Will have minimal to no
complications...”.

There was no specific care plan reviewed
pertaining to Resident #4's right upper {)

Review of the | Medication
Administration Record (MAR) revealed the
resident’s right . had been
documented as having been changed on each of
the following days: s .
and . . with the last documented
time that Resident #4's right -
was changed was on: , per the nurses’
initials on the MARs. Review of the |

Treatment Administration Record (TAR) revealed
no documentation pertaining to the resident’s
right ., per the lack of nurses’
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initials.
Review ofthe | MARs revealed the
resident's right . was

documented as having been changed on

, per the nurses' initials on
the MAR. Review of the | TARSs revealed
no documentation pertaining to the resident's

right _» ber lack of nurses’ initials,
The date of was observed on the

resident's right Opti Flow port
double fumen ., during this current survey.

There was no documentation reviewed in the
nursing progress notes dated to
that indicated Resident #4's right upper

. had been changed during
these dates-of-service (DOS). There was no
documentation to describe the resident's  site
status or the condition of the resident’s skin
underneath the outdated -

An interview was conducted on at 2:05
PM with Staff B, Registered Nurse (RN) / South
Unit Manager (UM) and the current direct care
nurse for Resident #4, who stated she had not
changed the  right port _-She
acknowledged he  right port L was
outdated and should have been changed

A side-by-side record.review was conducted with
the DON of all of the documentation notated

above,

The resident's right port  site
was not changed since and documented
on the TAR as being done, until affer surveyor
intervention.
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The DON acknowledged the findings on
at 4:10 PM that Resident #4's right
Opti Flow port double lumen "
shouid have had a current physician order and
should have been changed and documented as
per protocol.
F 732 Posted Nurse Staffing Information F732

58=8 | CFR(s): 483.35()(1)-(4)

§483.35(i} Nurse Staffing Information.
§483.35(i)(1) Data requirements. The facility
must post the following information on a daily
basis:

(1) Facility name.
{if) The current date.

by the following categories of licensed and
unficensed nursing staff directly responsible for
resident care per shift:

{A} Registered nurses,

{B} Licensed practical nurses or licensed
vocational nurses (as defined under State law).
{C) Certified nurse aides.

{ )Resident census.

§483.35(1)(2) Posting requirements.

{i) The facility must post the nurse staffing data
specified in paragraph (i){1} of this sectionon a
daily basis at the beginning of each shift.

(it) Data must be posted as follows:

{A) Clear and readable format.

{B} In a prominent place readily accessible to
residents, staff, and visitors.

§483.35(1)(3) Public access fo posted nurse
staffing data. The facility must, upon oral or
written request, make nurse staffing data

{iif) The total number and the actual hours worked
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available to the public for review at a cost not to
exceed the community standard.

§483.35(i)(4) Facility data retention requirements.
The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.
This REQUIREMENT is not met as evidenced
by:

Based on review of policy and procedure,
observation and interview, the facility failed to
ensure that it posted the current date for the
Nurse Staffing Information for 2 of 5 posting
areas observed,

The findings included:

Record review of the facility policy and procedure,
titled, Staffing, provided by the Director of Nursing
{DONj) effective . documented in the
"Policy Statement: The Administrator and DON
[Director Of Nursing] are responsible to ensure
sufficient nursing staff to provide nursing and
related services to attain or maintain the highest
practicable, physical, mental, and |

well-being of each resident, as required by federal
law and sufficient staff to meet applicable state
law requirements (include minimum staffing
ratios.} ... The facility Administrator and the DON
shouid evaluate staffing on a daily basis
....Staffing: Daily Staffing Sheets ....3. Post sheets
daily ... Other 1. Post the daily staffing hours..."

An observation on the entrance four conducted

on at 9:10 AM and again at 10:23 AM

revealed there was an "Nursing Staff Posting

Form" located.at the front desk with the date of
. Photographic Evidence Obtained,

and G

1.} Staff posting was completed by the
Staffing Coordinator, the Resident council
President was notified, and no additional
recommendations were provided on
behaif of the resident council committee.
2.} Afull house audit of staff posting
areas was completed by the Nursing
Home Administrator, and staff posting was
updated. A resident council meeting was
held; no residents were affected by this.
3.) Staffing coordinator educated by the
Nursing Home Administrator/Designee on
updating the staff posting throughout the
facility each day, and the components of
regulation F732/N086.

4.} Nursing Home
Administrator/Designee will conduct
random audits o ensure staff posting is
current, accurate,
residents twice weekly for four weeks,
then weekly for four weeks then monthly
for three months to ensure comptiance.

Findings of audits fo be reported through
the monthly Quality Assessment,

and visible to the

meeting for three months for comments
and recommendations.
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On at 10:23 AM, it was observed there
was a 'Nursing Staff Posting Form'’ posted in the
main hallway near the conference room on the
bulletin board, dated . Photographic
Evidence Obtained.

Review of the bottom, lower portion of the posted

"Nursing Staff Posting Form" indicated
on the form itself that, "this document is posted
and updated daily".

An interview was conducted with Staff A, Staffing
Coordinator and Central Supply, on at
4:34 PM, regarding the 'Nurse Staff Postings',
who stated that during the previous evening shift,
she would post the following upcoming day Nurse
Staff Posting Form "behind’ the current days
Nurse Staff Posting Form. Staff A explained that
the night nurse, who works the 11 PM to 7:30 AM
shift, is the person responsible for changing out
and removing the old Nurse Staff Posting, to
expose the new Nurse Staff Posting, at midnight.
Staff A acknowledged that the previous days
Nurse Staff Posting Form was stilf posted, as of
today, in both of the following areas: at the front
desk receptionist area and in the main hallway
bulletin board.

On at 4:40 PM, the Adminjstrator and

the DON both acknowledged the Nurse Staffing
Information Form must be posted daily with the
cutrent date.
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