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" The resident has the right, unless adjudged

" incompetent or otherwise found to be
_incapacitated under the laws of the State, to
 participate in planning care and treatment or
- changes in care and treatment.

i A comprehensive care plan must be developed

¢ within 7 days after the completion of the

' comprehensive assessment; prepared by an

" interdisciplinary team, that includes the attending -
. physician, a registered nurse with respensibility

" for the resident, and other appropriate staff in

" disciplines as determined by the resident's needs,
" and, to the extent practicable, the participation cf
. the resident, the resident's family or the resident's
" legal representative; and periodically reviewed

i and revised by a team of qualified persons after

+ each assessment.

‘ This REQUIREMENT is not met as evidenced
by:

- Based on interview and record review, staff failed

_to revise the care plan to address the current

' needs of the resident for 1 resident in the sample

' (Residents #5). Findings include:

i Per record review, on 8/19/09, Resident #5's care
| plan was not revised to reflect the resident's

. change in status and admission to Hospice

. Services on 7/7/09. Although the current care

2. How will the facility identify other
residents having the potential to
be affected by the same deficient

practice?

The DNS or designee has reviewed the
records of all residents for updated and
current care plans.

3. What Measures will he put into place

or what systemic changes you will
make to aensure the deficient
practice does not recccur

The DNS or designee will inservice the nurses
on how and when to update a careplan,

Any resident placed on comfort care or
Ho§pice will be discussed at concurrent
review. The Unit Manager will ensure that
careplan’s are inclusive of required
information and will reflect the current needs
of all residents.

4. How the facility plans to monitor

its performance-
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The DNS or designee will conduct random
audits of facility residents which will include
any resident receiving hospice/comfort care
weekly x's 8, then monthly and ongaing .
The results will be presented to the QA
Committee monthly X3 then quarterly.

Then re evaluated.
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X accomplished for the resident |
who was found to be affected
| A follow up was co_nducted on 08/1 9/2008. The by the deficient practice ?
 following deficiencies remain uncorrected.
{F 280} 483.20(d)(3), 483.10(k)(2) COMPREHENSIVE {F 280} Resident #5’s care plan has been
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(*) denotes a/ eficiency which the institution
e instructions.) Except for nur:
ovided. For nursing homes,
facility. If deficiencies are cited, an approved plan
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SSb The services provided or arranged by the facility

_must meet professional standards of quality.

' This REQUIREMENT is not met as evidenced

- by:
‘ T)fliis tag remains uncorrected. Please refer to

* additional pages.
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F 280}j 1. How will carrective action be

{F 280} Continued Frem page 1 { accomplished for the resident
: plan, dated 7/21/09, stated that the resident was whao was found to be affected
on h'ospice it did not include measurable goals by the deficient practice ?
. and interventions to meet the care needs. The
_Nurse Unit Manager confirmed, during interview The 4 applicable residents have received
" at2:15 PM on 8/19/09, that the care plan had not the nutritional supplements as ordered
" been revised to reflect the resident's current by the MD.
" needs 2. How will the facility identify other

(F 281} : 483 26(k)(3)(i) COMPREHENSIVE CARE PLANS {F 281} residents having the potential to
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be affected by the same deficient
practice?

All residents who are on nutritional
supplements have been identified and their
medical record has been audited to reflect
the current MD order for supplements nad
the order has been placed on the MAR..

3.What Measures will be put into place

or what systemic changes you will

make to ensure the deficient

practice does not reoccur
The DNS or designee will inservice the nurses to
report the unavailabilty of any ordered
supplement,treatment or medications for a
resident,
The DNS or designee wil inservice the nurses on the
components of transcribing a physician’s order.

4.How the facility plans to monitor
its performance- )
The DNS or designee will conduct audits of all
residents receiving supplements and the
transcription of these supplements weekly x's
8, then monthly and ongoing .
The results will be presented to the QA
Committee monthly X3 then quarterly.
then re evaluated.
The DNS or designee will perform random
audits of records to ensure that orders have

been transcribed to the appropriate place .
weekly x’s 8 then monthly on an ongoing S//J_‘S /Cﬁ
basis. The rasuits will be reported to the QA
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Facility COMMittee and reevaluated.
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