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58=D | WHEN REQUIRED
A facility must conduct a comprehensive F27.4_ .
assessment of a resldent within 14 days after the Facility completed MDS with 7/3/09
facility determines, or should have daterminad, significant change of status for
that there has been 4 significant change in the resident #1,

resident's physical or mental condition. (For
purpose of this section, a significant change

means a major decline or iImprovement in the Facility has provided MDS training to | 7/9/09
resident's status that will not normally resolve the interdiseiplinary team, including

itself without further intetvantion by staff or by RN staff. Assessments will be

implementing standard disease-related clinical reviewed and updated annually,

interventions, that has an impact an more than ; -
one area of the resident's heaith status, and quarterly, with any significant change

requires interdisciplinary review or ravision of the in statug and as needed.
care plan, or both,) :

A
. Tracking and monitoring willbe /
This RE oo MORLIOTIng Wil b8 4., |4
b;la QUIREMENT s not met a8 evidenced conducted ind reported oi {hE A 7 {/f;? Vi
Basad on medical record review and staff quarterly quality improvement
Interview, the faciity falled to complete a meetings,

significant change Minimum Data Set (MDS)
assessment as required for 1 of 1 sampie
residents (#1) who was identified as having
gignificant changes, The findings were:

According to the December 2002, Centars for
Medicare & Medicaid Services (CMS) Revised
Long-Term Care Resident Assessment
Instrumant (RAI) Users Manual, Version 2.0,
Chapter 2, page 2-8: Decline in twa or more of
the following areas censtitutes a significant
change in resident atatus: "Any decling in an ADL
physical functioning are where a resident s newly |
coded as 3, 4, or 8...the resident's incontinence
pattern changes from 0 or 1 to 2, 3 or 4...Overall
deterloration or resident's condlition; resldent
receives more support (e.g., in ADLs or
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| MDS assessment should have been completed,

| reom and the corridor both showed dacline from

Continyed From page 1
decision-making) (lter Q2=2)."

The following areas were identified as being
areas of decline for resident #1 when the 2/24/08
annual MDS assessment and the 5/25/09
guarterly MDS assessment ware comparad:

&. The aren for bad mobility G1a showed
decling from needing supervision (1) to requiring
extensive assistance (3),

h. The araas G1b and G1c for walking in the

being limited assistance (2) to extensive
assistance (3).

¢. In the ares of bladder continence H1b the
resident declined from being continent (0) to
occeaslonally incontinent (2).

d. The overall change In care needs (Q2)
showed the residant had deteriorated and
received more support,

Interview with the director of nursing on 7/1/09 at
10:50 "M revenled the resident had shown
decline In these areas and was recelving
additional care, she stated a significant change

483.20(d), 483.20(K)(1) COMPREHENSIVE
CARE PLANS

A facllity must use the results of the assessment
ta develop, review &nd revise the residants
comprehensivae plan of care.

The facility must deveiop a comprehensive care
plan for aach resident that includes meastrable
objectives and timetables to et a resident's
madical, nursing, and mental and psychoseolal
haeds that are Identified in the comprehansive
assassment.
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be required under §483.25 but are not provided
due to the resident's exercige of rights under
§483.10, Including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT 18 not met as evidenced

by:

Based on observation, staff interview and meadical
record review, the facility falled to enstire the care
plan was revised to reflect the current care needs
relatad to dining for 1 of 1 sample residents (#1)
The findings were: '

Review of the care plan last reviewed on 5/27/08
showad the resident was "able to feed self just
heeds guidancs,"

Observation on 6/30/09 at 12:30 PM and at 5:02
PM revealed the resident was provided total
assistance with eating for the lunch and evening
masls. [nterviesw with the restorative certifia
nuree alde (CNA) #1 and the direator of nursing
(DXON]) on 7/1/09 at 10:50 AM ravealed the
resident had not baen attempting to self fead for
tha past twa weeks, At that tima the DON stated
the care plan should hava been updated to reflect
this change. ‘

plan for resident #1.

needed.

Tracking
conducted and reported at the

meetings.

Al] care plans will be reviewed and
updated annually, quarterly, with any
significant change in status and as

and monitoring willbe | (, . /,
A

quarterly quality improvement
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The care plan must desgribe the services that are |
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and ™
psychosacial well-baing as required under 7 .
§483.25; and any serviges that would otherwise The facility completed updated care 7/1/09
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