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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.
Level of Harm - Minimal harm

or potential for actual harm 49976

Residents Affected - Few Based on record review, staff interviews, and policy review the facility failed to revise the Care Plan to
include hospice care for 1 of 1 residents reviewed (Resident #24). The facility reported a census of 25
residents.

Findings include:

The Minimum Data Set (MDS) report dated 8/01/24 for Resident #24 indicated a Brief Interview for Mental
Status (BIMS) score of 0/15, indicating severe cognitive impairment. The MDS further indicated diagnoses
including: Alzheimer's disease, non-Alzheimer's dementia, and seizure disorder.

The Progress Note dated 8/08/24 documented Resident #24 admitted to hospice on this date.
A review of Resident #24 Care Plan, revised 9/30/24 revealed the plan lacked a focus area for hospice care.

In an interview on 10/02/24 at 8:59 AM the Assistant Director of Nursing explained Staff A, Nurse Consultant
was in charge of updating the Care Plans both upon admission and as things change.

In an interview on 10/02/24 at 9:01 AM Staff B, Nurse Consultant explained she expected the Care Plan to
be updated by the next business day. She confirmed Staff A does the quarterly, annual, admission, and
weekly updates to the Care Plan. She noted she helped with the updates as well.

In an interview on 10/02/24 at 11:02 AM Staff A explained they usually have a specialized hospice focus
section on the Care Plan. She noted she was not sure why it did not get on there for Resident #24. She
reported they want to update the Care Plan as soon as they can.

The facility policy titted Comprehensive Care Plan, revised 7/18/22 instructed the Care Plan to describe the
services that are to be furnished to attain or maintain the resident's highest practicable physical, mental, and
psychosocial well-being as required. It further instructed the planning for care, treatment, and services to
include the following:

- Develop a plan for care, treatment, and services that includes resident care goals that are reasonable and
measurable
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Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

- The frequency of care, services, and treatment

- Team members responsible for care, services, and treatment

- Regularly reviewing and revising the plan for care, treatment, and services

After initiation of the plan of care by nursing, those disciplines consulting in the care shall contribute to the
plan as appropriate to the resident's assessed needs. All staff using the computerized plan of care shall be

responsible for interdisciplinary collaboration to establish goals and appropriate interventions, as well as
ongoing evaluations and revisions.
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