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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43311

Residents Affected - Few Based on observation, interview, record review and document review the facility failed to ensure a Care Plan
related to an indwelling catheter and catheter care was developed and implemented for 1 of 19 sampled
residents (Resident #1).

Findings include:

Resident #1

Resident #1 was admitted to the facility on [DATE], with diagnoses including chronic kidney disease and
benign prostatic hyperplasia, without lower urinary tract symptoms.

A Physician's Order dated 02/12/2024, documented to provide indwelling catheter care every shift.

A Physician's Order dated 02/12/2024, documented indwelling catheter: 18 French 5 cubic centimeters
balloon, change every night shift every 30 days.

A care plan focus dated 02/09/2024, documented Resident #1 had bowel/bladder incontinence related to
impaired mobility and prostate enlargement.

Resident #1's comprehensive care plan lacked documented evidence a care plan related to an indwelling
catheter and catheter care.

On 08/01/2024 at 4:52 PM, the Director of Nursing (DON) confirmed the DON and the Social Worker were
responsible to create and update the resident care plan. Care plans included what the problem was, what
pharmacological and non-pharmacological interventions were used for relief, what monitoring should occur,
and what care was to be provided to the resident.

On 08/01/2024 at 4:55 PM, the DON confirmed Resident #1's care plan lacked an update to identify the
catheter placed on 02/12/2024, goals, interventions, and catheter care. The DON explained the DON was
responsible to provide an updated care plan to include the resident's newly placed catheter and care.
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F 0656 The facility policy tited Comprehensive Person-Centered Care Planning revised 12/2023, documented the
interdisciplinary team (IDT) would develop a comprehensive person-centered care plan for each resident
Level of Harm - Minimal harm or which included measurable objectives and timeframe to meet a resident's medical, nursing, mental, and
potential for actual harm psychosocial needs that were identified in the comprehensive assessment. The resident's comprehensive
plan of care would be reviewed and/or revised by the IDT after each assessment, including both the
Residents Affected - Few comprehensive and quarterly review assessments.
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