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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- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on staff interview, record review, and facility policy review, the facility failed to develop a care plan to address
harm the use of an anticoagulant, for one (1) of 15 resident care plans reviewed, Resident #53. Findings include: A review of
the facility's Care Plans - Comprehensive policy, revised September 2010, revealed: An individualized comprehensive care
Residents Affected - Few plan that includes measurabl e objectives and timetables to meet the resident's medical, nursing, mental and psychological
needs is developed for each resident. Record review of the March Physician order [REDACTED]. Review of Resident #53's
comprehensive care plan, reveaed, there was not a care plan to address the use of an anticoagulant. A review of Resident
#53's Quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 02/21/2020, revealed, Section NO410E
(Medication received), was coded to indicate the resident received an anticoagulant for seven (7) days, during the lookback period for
this assessment. During an observation, on 03/11/2020 at 9:37 AM, revealed, Resident #53 had no abnormal
bruising or bleeding noted. An interview, with the Director of Nursing (DON) and Registered Nurse (RN) #1/MDS Assessment
Nurse, on 03/11/2020 at 10:20 AM, revealed, Resident #53 was receiving Eliquis twice a day, and should have had a care plan for the
anticoagulant, but it was not included. A review of the facility's Face Sheet for Resident #53, revealed, she was
admitted by the facility, on 08/02/2012, with [DIAGNOSES REDACTED].
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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