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Develop the complete care plan within 7 days of the comprehensive assessment; and
 prepared, reviewed, and revised by a team of health professionals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure care plan on pain management was updated for one of
 three sampled residents (Resident 1). This failure had the potential for not providing the appropriate treatment to manage
 pain Findings: During a review of Resident 1's physician's orders [REDACTED]. During an interview on 9/3/2020, at 12:45 PM, with
Licensed Vocational Nurse (LVN) 1, LVN 1 stated, the facility is no longer accepting patients on Hospice. LVN 1,
 stated when a patient is failing to thrive or not eating, the physician and family is notified, and plan of care is changed to comfort
care. LVN 1, stated the LVN's then provide the services such as pain medications. During a review of Resident
 1's Progress Notes (PN), dated 7/29/20 at 04:47 AM, the PN indicated, upon brief and dressing changes resident appears to
 be in excruciating pain with movement. Only pain med {medication} in mar {medication administrative record} is [MEDICATION
 NAME] 5 (narcotic - pain medication). During an interview on 9/09/20, at 12:02 PM, with Director of Nursing (DON) and
 Administrator, Administrator stated, we are not allowing Hospice services to come in the facility because of COVID-19
 (COVID - an infectious disease caused by a new coronavirus). DON stated, we are providing the same service, comfort code,
 which was the same services the hospice nurses were providing. During a concurrent interview and record review on 9/25/2020 at 11
AM, with DON, Resident 1's Change of Condition, dated 7/24/2020 , and Care Plans were reviewed. DON stated, Resident
 1's condition had been changed when placed on comfort care. DON verified there was no Interdisciplinary Team (IDT) meeting
 and updated care plan for pain management During a review of the facility's policy and procedure (P&P) titled, Pain
 Management Review undated, the P&P indicated, The interdisciplinary team evaluates the effectiveness of each resident's
 pain management plan at the time of the initial comprehensive assessment, quarterly, following a significant change, and
 annually. Findings and/or recommendations are documented in medical record as indicated, Update plan of care, as needed.
 During a review of the facility's P&P titled, Pain Management Guidelines dated 2/10/15, the P&P indicated, The licensed
 nurse/IDT (interdisciplinary team) periodically evaluates frequency of PRN (as needed) medication usage and consults
 physician regarding routine pain medication, if indicated.Patients/residents are evaluated for pain upon admission, change
 of condition and as indicated using standardized pain scales.
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