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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 BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | COMPLAINT # NJ 8 Based on staff interviews, Medical Record (MR) review, and review of other pertinent facility, it was

harm determined that the facility failed to develop a comprehensive, person-centered care plan for 1 of 11 sampled residents
(Resident #6). This deficient practice and was evidenced by the following: A review of the electronic closed record

Residents Affected - Few revealed the following: Resident #6 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. According to the
Minimum Data Set (MDS), an assessment tool dated 8/12/19, revealed that Resident #6 had a Brief Interview for Mental Status

(BIMS) score of 8 which indicated that the resident had cognitive impairment. The MDS also indicated Resident #6 required

extensive assistance with Activities of Daily Living (ADLS). Review of afacility's document titled Nursing Assessment

Evaluation dated 2/5/19, revealed Resident #6 had [MEDICAL CONDITION] noted to bilateral ankles and feet. Review of

Resident #6's physician orders [REDACTED]. Review of the Resident #6's PN dated 2/19/19 revealed that the resident had

Bilatigral Lower Extremities Non-[MEDICAL CONDITION]. The PN also showed the resident was non-cooperative and non-

compliant

with elevating his'her legs due to cognitive impairment. Review of the Care Plan (CP), dated 2/2019 and on-going, revealed

no focus, goal or intervention related to Resident #6's Bilateral Lower Leg Extremities( BLLE). During an interview on

3/3/20 at 11:20 am., the Certified Nursing Assistants (CNA) stated he would follow the CP if aresident had BLLE. The CNA

stated if aresident had BLLE, it should be on the CP. During an interview on 3/3/20 at 11:55 am., the Licensed Practical

Nurse (LPN) stated that when aresident is admitted to the facility, the admitting nurse would be responsible for

initiating the CP. The LPN stated the CP would include the resident's actual problems or risks and the care the resident

requires. The LPN stated that BLL E should be included on a CP. During an interview on 03/04/20 at 11:15., the Director of

Nursing (DON) stated the admitted nurse is responsible for initiating the baseline CP for al newly admitted residents

and reviewed by the care conference on the following day. The DON also stated if aresident isadmitted with [MEDICAL

CONDITION] and presented with BLLE, it should be on the CP. In addition, the DON stated that the nurses would be

responsible for elevating aresident's extremities; however, it should be on the CP and the information should be given to

the CNA during report. Review of the facility undated Care Plan policy and procedure, revealed that an individualized

comprehensive CP that includes measurable objectives and timetables to meet the resident's medical, nursing, mental and

psychological needsis developed for each resident. The policy indicated that each resident's comprehensive CP is designed

to incorporate identified problem areas and incorporate risk factors associated with identified problems. NJAC

8:39-11.2(d); (€)(1-2); (i)
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