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4 000 11-94 1 Initial Comments 4 000
A relicensing survey was conducted at this facility
with the exit date of 1/16/15
4174 11-94 1-43(b) Interdisciplinary care process 4174
s . . <94, 1-43(b
(b) An individualized, interdisciplinary overall plan +1H "94 . ,‘ "
f care shall be developed to address prioritized Interdisciplinary care process
© ; P . pri i How Corrective action will be
resident needs including nursing care socia accomplished for those
work services medical services rehabilitative residents found to have been 2/4/15
services restorative care. preventative care affected by the deficient
dietary or nutritional requirements and practice:
resident/family education The care plan for the alfected
resident has been updated with
approaches used to deal with
This Statute 1s not met as evidenced by "“'S'“‘l‘"‘“ﬁ“’h"““'- '
Based on observation interview and record Dt iy been scen by a
nd igbaine oo
review. the facility did not ensure that an
individualized interdiscipiinary overall plan of care
shall be developed to address prioritized resident
needs Inc ud.ng nursing care and preventative How the facility will identify
care for 1 resident in the sample other residents having the
potential to be affected by the
Finding includes same deficient practice.
All residents have the potential
Based on observation record review and to be affected by the same
imerview ers the facility failed to deficient practice. Resident care
. 4 ans are reviewe 2 101
e of 1 resident identified plans are reviewed during
fo received receives meetings and \A\l” identify
: residents needing care plan
nd services to prevent updates related "h
nd to restore as much
as possible
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4174 Continued From page 1

What measures will be put into
place or systematic changes
made to ensure that the
deficient practice will not
recur:

All resident care plans are
reviewed at IDT meetings and
those that need to be updated
will be referred to the RN case
manager or designee for
updating. Care plans will be
reviewed within one week by
designated nursing stalf after the
IDT mecting to ensure that
changes were made. Care plan
updates are then communicated
Lo carcgivers at shift report
Updated care plans will be
additionally reviewed for goal
progress at the next scheduled
monthly Patient Care Committee
meeting.

3/1/15

How the facility will monitor
its corrective actions to ensure
that the deficient practice is
being corrected and that it will
not recur, LE., what program
will be put into place to
monitor the continued
effectiveness of the systematic
changes.

IDT notes and Patient Care
Committee minutes will be

3/1/15

reviewed monthly by the DON
or designee (o ensure that the
process is being lollowed and is
effective
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