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

harm or potential for actual | Based on observation, interview, and record review, the facility failed to ensure an individualized comprehensive care plan (to
harm provide person centered specific interventions to meet the resident's needs) was initiated and updated for one of three residents
(Resident 1), when Resident 1 had a Gastrostomy Tube ([DEVICE]- atube inserted through the abdominal wall to

Residents Affected - Few deliver nutrition, medication, and water directly into the stomach). This failure had the potential to cause inadequate
management and interventions for the care of Resident 1's[DEVICE]. Findings: During a concurrent observation and

interview on September 18, 2019, Resident 1 wasin the activity room, sitting in hiswheel chair, and was very frail in

appearance. Resident 1 verbalized that he had a[DEVICE] for long time. A review of Resident 1's Admission Record

indicated Resident 1 was admitted to the facility on (NAME)15, 2018, with the [DIAGNOSES REDACTED]. A review of
nursing progress notes dated (NAME)28, 2017, indicated Resident 1's [DEVICE] was placed on that day. Resident 1's clinical
record indicated Resident 1 was progressed to an oral mechanical soft diet (made easier to chew) on (NAME)29, 2019, and
continued to use the [DEVICE] for routine water flush and medication administration. During areview of Resident 1's Order
Summary Report (physician orders) dated (NAME)15, 2018, indicated, the physician ordered for aroutine free water flush of

100 milliliters (ml- aunit of measurement) of water via[DEVICE] every six hours. The Physician order [REDACTED]. During a
concurrent interview and record review of Resident 1's comprehensive care plans with the Assistant Director of Nursing

(ADON) on September 18, 2019, at 5:15 PM, the ADON stated there was no [DEVICE] care plan found for Resident 1 to include
the care of the [DEVICE] according to the physician's orders [REDACTED)]. A further review with the ADON of the
comprehensive care plans for Resident 1 was conducted. A review of acare plan titled (Resident 1) has potential for

nutritional problem r/t dysphagia ., had not been updated to include Resident 1 having a[DEVICE] inserted. The ADON stated the
care plan intervention did not reflect Resident 1 having a[DEVICE] or the date when it was placed. A review of the

facility's policy and procedure titled Nursing Administration: Care plan and Care plan update revised on 2016, indicated

Policy .This facility will assure the completion of the resident assessment process enabling the development of an

individualized comprehensive care plan for the resident .; Procedures: .3 .All problems, goals, and interventions will be
documented in the Resident's comprehensive care plan .7. IDT (interdisciplinary team) team involvement in adhering to these
guidelines will ensure consistency in documentation and care plan update .
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