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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

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 clinical record review, resident interview, family interview, and staff interview, the facility failed to include
 the resident or resident representative in the initial care plan process and failed to create an initial comprehensive care plan for 1 out
of 4 residents reviewed for care plan development (Resident #4). The facility reported a census of 67
 residents. Findings include: The admission Minimum Data Set (MDS) assessment dated [DATE] documented the resident admitted
   from the hospital on [DATE]. The MDS identified a Brief Interview for Mental Status (BIMS) score of 14, which indicated
 cognition intact. The MDS documented [DIAGNOSES REDACTED]. The Care Area Assessment (CAA) summary identified the
following
 to be addressed in the comprehensive care plan: visual function, Activities of Daily Living (ADL) function, urinary
 incontinence, falls, nutritional status, pressure ulcer, and return to the community. Review of the clinical record
 revealed a baseline care plan signed on 1/12/20. The care plan lacked documentation showing the resident or resident
 representative had been involved in the development of the care plan. Review of the care plan revealed an initial
 comprehensive care plan not created within 21 days of admit and failed to include all the care areas identified in the
 admission MDS. The first entry on the comprehensive care plan initiated on 1/20/20 when it identified a fall risk. On
 1/28/20 the care plan updated to identify impaired skin integrity. On 3/16/20 the care plan updated to include risk for
 infection related to COVID-19 and potential risk for alteration in mood stated. On 4/20/20 the care plan updated to
 identify potential for diversional activity deficit. On 4/21/20 the care plan updated to reflect code status and ADL
 (Activities of Daily Living) self-care deficit. On 4/22/20 the care plan updated to identify: choice of long term
 placement; [DIAGNOSES REDACTED]. On 4/24/20 the care plan updated to identify asthma. On 4/29/20 the care plan updated to
 identify potential for nutritional risk and documented the resident received a mechanically altered diet. On 5/5/20 the
 care plan updated to identify [DIAGNOSES REDACTED]. . On 6/17/20 at 12:25 p.m. Resident #4 responded her daughters take
 care of going to the care plan meetings. On 6/17/20 at 1:53 p.m. Resident #4's family member responded the first care plan
 conference did not occur until April 2020. On 6/18/20 at 11:25 a.m. the MDS Coordinator responded to why Resident #4's
 clinical record lacked an initial comprehensive care plan. The MDS Coordinator reported she started in the position in
 December 2019 and care plans were a mess. The MDS Coordinator stated she started at the beginning of the alphabet working
 on updating and revising all residents' care plans to be individualized. The MDS Coordinator said it was an oversight that
 Resident #4 did not get an initial comprehensive care plan developed or have the resident or resident representative
 involved in the development process.
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