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4 000/ 11-94.1 Initial Comments 4000
A licensing survey was conducted at this facility !
with an exit date of 10/9/15
|
4 149 11-94.1-39(b) Nursing services 4149 1. Care plan for resident [ | 11/09/15
updated .
(b) Nursing services shall include but are not

limited to the following:
(1) Acomprehensive nursing assessment of conducted.
each resident and the development and
implementation of a plan of care within five
days of admission. The nursing plan of care
shall be developed in conjunction with the
physician's admission physical examination and
initial orders. A nursing plan of care shall be ' ' therapeutic goals
integrated with an  overall plan of care
developed by an interdisciplinary team no later
than the twenty- first day after, or simultaneously,
with the initial interdisciplinary care plan
conference;

regarding care planning for
necessary medications/treatmen
associated signs/symptoms, and

weekly X 3 weeks and report
findings to QAPI Committee.

(2) Written nursing observations and DON/Designee
summaries of the resident's status recorded, as .

appropriate, due to changes in the resident's |
condition, but no less than quarterly, and ; [

(3) Ongoing evaluation and monitoring of
direct care staff to ensure quality resident care
is provided,

This Statute is not met as evidenced by
Finding includes:

Based on record review and interview with staff

members, the facility failed to develo
comprehensive plan of care for 1 #
of 12 resident care plans that were reviewed.

2. Random audit of ten care plans

3. MDS/Nursing staff in-serviced

' i 4. Random audit of four care plans
|
|
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This Plan of-Correction is the facility's credible allegation of compliance.
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4148 Continued From page 1 4149 5
Finding includes:
Based on record review and interview with staff
members, the facility failed to develop a
W care plan for 1 resident.
' Finding includes:
|
|
i
\
|
t
4 163 11-94.1-42(a) Physician services 4163
(a) Admission orders and ongoing orders by a 1. Phy_sician -obtained 1/09/15
physician, physician assistant, or APRN and plan for resident '
of treatment shall be in writing and c¢arried out
by the staff of the facility including arrangement 2 audit of all residents receiving
for transfer to other facilities when indicated. ompleted .
; 3. - Policy & Procedure reviewed
This Statute is not met as evidenced by: In-service provided for Admissions,
Based on record review and interviews, the Nursing, Medical Records and QAPI
facility did not ensure that admission orders and Committee.
ongoing orders by a physician, shall be in writing
and carried out by the staff of the facility for 1
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4183 | Continued From page 2 4163
resident recejvi .
service; P 4. Conduct chart audit 72 hours post
' admission report findings to QAPI
{ Findings include: Committee.
' !
DON/Designee (’
|
4 203| 11-94.1-53(a) Infection control 4203
o : 11/09/15
(@) There shall be appropriate policies and 2. Fa;‘m}; S.taﬁﬁno.uﬁ;d of IE. i
procedures written and implemented for the breech an m(;ser‘”ce regarding
prevention and control of infectious diseases correct procedure.
that shall be in compliance with all applicable o
laws of the State and rules of the department 3. QAPI .COHunlnee'mlua}:eddIC
relating to infectious diseases and infectious project with emphasis on han
waste. hygiene between residents and
inanimate objects such as
medication carts/equipment.
This Statute is not met as evidenced by
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4203 i 4203 . !
Continued From page3 £ 4. Conduct random observations
Based on observation, interview, and review of weekly x 4, then monthly and
policy and procedure, the facility did not ensure report findings to QAPI Committee.

that the appropriate policy and procedures for
the prevention and control of infectious diseases
was implemented. DON/Designee

| Finding includes:

|
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