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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** 44671

Residents Affected - Few Based on interviews and record review the facility failed to ensure the comprehensive care plan described
the services that were to be furnished to attain or maintain the residents' highest practicable physical,
mental, and psychosocial well-being for 1 of 6 residents (Resident #1) reviewed for comprehensive care
plans.

The facility failed to ensure Resident #1's comprehensive care plan reflected Resident #1's physician's order
dated 11/15/2024 diet was regular, puree, and nectar thick liquids.

This deficient practice could place residents at risk for receiving improper care and services due to
inaccurate care plans.

Findings included:

A record review of Resident #1's face sheet undated reflected a [AGE] year-old female who was admitted to
the facility on [DATE]. Resident #1's diagnosis was Alzheimer's disease (type of dementia that affects
memory, thinking, and behavior), and mild protein-calorie malnutrition (undernutrition characterized by poor
growth).

A record review of Resident #1's Initial MDS assessment, dated 09/26/2024, reflected the resident had a
BIMS score of 3, which indicated severe cognitive impairment.

A record review of Resident #1's care plan, dated 11/17/2024, did not reflect or address Resident #1's diet
regular, puree, and nectar thick liquids.

A record review of Resident #1's physician's orders, dated 11/15/2024, reflected Resident #1 had an order
dated 11/15/24 Which reads: Diet: pureed with thickened liquids.

During an interview with the DON on 11/18/24 at 1:00 pm, the DON stated that The MDS Coordinator
advised that she had placed the diet on the care plan and did not know why it was not on the care plan. The
DON stated the MDS Coordinator was responsible for updating care plans when there was a change of
condition or order change. The DON stated it was expected for the care plan to be updated when that order
was sent in so the plan of care could be followed for the resident. The DON stated without updating the care
plan a lot of things could happen and a resident condition would worsen.

(continued on next page)
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F 0656 During an interview with the MDS Coordinator on 11/18/2024 at 1:50 pm, the MDS Coordinator stated that
she did not know what happened and the reason the diet was not on the care plan. The MDS Coordinator
Level of Harm - Minimal harm or stated she had placed on the care plan, and it may had been mistakenly deleted. The MDS Coordinator
potential for actual harm stated that she was responsible for updating the care plan. The MDS Coordinator stated the order was
expected to be entered when order was sent in so the plan of care can be followed. The MDS Coordinator
Residents Affected - Few stated if the order is not placed on the care plan this may cause the resident to get sick.

During an interview with the ADM on 11/18/2024 at 5:20 pm, the ADM stated the MDS Coordinator had
spoke with her about the care plan and had expressed to her that it was there previously but did not know
what happened or if it was deleted. The ADM stated it was expected that care plans was updated when
orders was sent in or changed to ensure the residents medical needs were met. The ADM stated not
updating the care place the resident would not receive the proper care and the medical condition may
become worse.

A record review of the facility's Care Plans, Comprehensive Person-Centered policy, dated 2001, reflected A
comprehensive, person-centered care plan that includes measurable objectives and timetables to meet the
resident's physical, psychosocial and functional needs is developed and implemented for each resident.
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