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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 - Potential for
minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46787

Residents Affected - Some Based on interview and medical record review, the facility failed to develop a plan of care to reflect the
individual care needs for two of two sampled residents (Resident 2 and 3).

* The facility failed to develop a care plan problem to address Resident 2's breast cancer and use of Femara
(hormone based chemotherapy medication to treat breast cancer) medication. In addition,the facility failed to
ensure a care plan problem addressing Resident 2's limited physical mobility included a measurable
timeframe for the goal.

* The facility failed to ensure a care plan problem addressing Resident 3's limited physical mobility included a
measurable timeframe for the goal.

These failures posed the risk of not providing appropriate, consistent, and individualized care to Residents 2
and 3.

Findings:

1. Medical record review for Resident 2 was initiated on 8/7/24. Resident 2 was admitted to the facility on
[DATE].

Review of Resident 2's H&P examination dated 6/14/24, showed Resident 2 had the capacity to understand
and make decisions and had breast cancer (a disease in which abnormal breast cells grow out of control)
and functional decline.

a. Review of Resident 2's Order Summary Report dated 8/7/24, showed a physician's order dated 8/3/24, to
administer Femara 2.5 mg one tablet by mouth one time a day for breast cancer.

Further review of Resident 2's medical record failed to show a care plan problem was developed to address
Resident 2's breast cancer and use of the Femara medication.

On 8/7/24 at 1230 hours, an interview was conducted with Resident 2. Resident 2 stated she was receiving
the Femara medication for her breast cancer since she was not having chemotherapy (treatment to kill
fast-growing cells in the body) anymore.
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F 0656 b. Review of Resident 2's Order Summary Report dated 8/7/24, showed a physician's order dated 6/15/24,
for physical therapy five times per week for four weeks.
Level of Harm - Potential for

minimal harm Review of Resident 2's care plan problem dated 6/15/24, addressing Resident 2's limited physical mobility
showed a goal for the resident to require minimal assist with mobility tasks. However, the care plan failed to
Residents Affected - Some show documented evidence of a target date for the goal.

2. Medical record review for Resident 3 was initiated on 8/7/24. Resident 3 was admitted to the facility on
[DATE], and readmitted on [DATE].

Review of Resident 3's MDS dated [DATE], showed Resident 3 was cognitively intact. The MDS also
showed Resident 3 required partial/moderate assistance (helper does more than half the effort) with rolling
left and right in bed, sitting to lying, lying to sitting on the side of the bed, sitting to standing, transferring from
chair/bed to chair, transferring on and off the toilet, walking 10 feet and walking 50 feet with two turns.

Review of Resident 3's Order Summary Report dated 8/7/24, showed a physician's order dated 7/29/24, for
physical therapy five times per week for four weeks.

Review of Resident 3's care plan problem dated 7/1/24, addressing Resident 3's limited physical mobility
showed a goal for the resident to require minimal assist with mobility tasks. However, the care plan failed to
show documented evidence of a target date for the goal.

On 8/8/24 at 1050 hours, an interview and concurrent medical record review was conducted with the DON
for Residents 2 and 3. The DON verified the above findings and stated the residents' medications should be
included in the care plan.
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