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A standard health survey was conducled on
12/16-18/14. Deficient practica was identified
with the highest scope and severity at "D" level.
F 279 483.20(d), 483.20(k)(1) DEVELOP

§8=p | COMPREHENSIVE CARE PLANS

A facility must use lhe results of the assessment
to develop, review and revisa the resident's
comprahensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includas measurable
objectives and limetables to meet a resident's
medical, nursing, and mental and psychosoclal
needs that are identified in the comprahensive
agsassmant.

The care plan must describa the services that are
to be [urnished to attain or malntain the resident's
highest practicable physical, mentai, and
paychosocial wall-being as required under
§483.25; and any services that would olharwise
be raquired under §483.26 but are not provided
dusa to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483,10(b){4).

This REQUIREMENT is not met as avidenced
by:

Based on observation, interview, record review,
and facllity policy review, it was determined the
faciiity failed lo develop a wiitlen plan of care for
one {1) of fifteen {15} sampled residents
{Resldent #9) related to impairad visual function
and cognitive loss, Review of the Resident
Assassment Instrument (RAI) Care Area

Martin County Health Care Facility does
not believe and does not admit that any
deficiencies exist, Martin County Heaith
Care Facllity reserves the right to contest
Fa7g| Survey findings through formal dispute
resolutions, formal legal  appeal
proceedings, or any administrative legal
proceedings. This plan of correction does
not constitute an admission regarding any
facts or circumstances swrrounding any
alleged deficlencies to which it responds.
Nor is meant to establish any standard of
care, contact obligation or position, and
Martin County Health Care Facility
reserves all rights to raise ail possible
contentions and defenses in any type or
civil or crimlnal claim, action, or
proceeding. Nothing contained in this
plan or comrection should be considered as
a waiver of any potentially applicable peer
revlew, quallly assurance or self-critlcal
examnlnation privileged which Martin
County Health Care Facility offers it
responses, credible  allegations  of
compliance and plan of correction as part
of its ongoing efforts to provide quality
care to our residents.
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Any deficlency slatement ending with an asterlsk (*) denotas a deficiency which the Institution may ba excused from correcting providing It Is dalermined that
olher safeguards provide suffictant prolection lo the paticnts. (Sea inatructions.) Except for nursing homes, the findings staled above are disclosable 00 days
faliowing the date of survey whether or nol a plan of comection Is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days foliowing the dale these documants are mada avaliable to tha facilty. If deficlencias are clied, an spproved plan of cormecilon s requisite to continued

program participation.
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F 278 | Continued From page 1 F 279 It is and was the policy of Martir
Assessment {CAA) dated 10/20/14 revaaled the County Heallh Care Facility on the day
facility assessad Resident #9 o trigger for of the survey to provide ar arrang
Impaired visual function and cognitive losa. services by qualified persons i
However, reviaw of tha Comprehensive Care accordance with each resident’s writter
Plan for Resident #9 daled 10/10/14, revaaled no plan of care,
interventions relaled to visual function or cognitive
loss. 1) Resident #9 was discharged home oﬁ
12/17/14 before any corrective actlo
The findings include: could occur.
Raview of the facility's policy titled "Care
Pians-Comprehensive,” datad 08/01/13, revealed 2) The MDS wurse and the Assess[ne
nurse reviewed all reside
the facility's Care Planning/Interdisciplinary Team comorehensive care plans on 1/13/201
in coordingtion with the residant and hisfher P hat all pa dentified on th
family or representative {sponsor) developed and to efwure that 2 areasll —
maintained a comprehensive care plan for each Resident Ass:.essment nstrum'ent
resident that identified the highest lavel of have been listed on the resident car
functioning the resident may be expecled to plans with appropriate interventions.
attain. Further review of faclilty policy revealed . . .
the comprehensive care plan was based on a 3) An in-service with the MDS Nurse an
thorough assassment that included, but was not the Ass..essment Nurse on 1/12/15 b
limited to, the Minimurn Data Set (MDS), the Director of Nursing on 1
Continued review of the facility’s policy revealed importance of using r_esldent assessmerjt
each resident's comprehensive care plan was tools to develop, review and revise ¢
designed to incorporate Identified problem arsas resident’s comprehensive plan qf ca
and risk factars assoclated with identified as necessary to maintain the resident}s
problems, reflect ireaiment goals, timetables, and highest practicable physical, men
objeclives in measurable oulcomes, aid in and psychosocial wellbeing, Up
preventing or raducing declines in the residant's completion date of the MDS, CAA, ard
functional status and/or functional lavels, and Care Plan process, the Care Plgn
reflect currently recognized standards of practice Coordinator will review the CAA fo
for problem areas and conditions. Further review ensure that if it was triggered that a cafe
of the facility policy revealed areas riggered plan was completed for the deficit.
during the resident assassment were avaluated
using specific assessment {ools {including Care
Area Assessments) before interventions ware
added to the care plan, and care plan
intervantions were designed after careful
consideration of the refatlonship betwaen the
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5:22 PM revealed Resident #3 was wearing
glasses.

Review of Resldant #8's medical record revealed
the facility sdmitted the resident on 10/10/14, with
diagnoses that included Anxiety, Deprassiva
Disorder, snd Muscle Weakness.

Review of Resident #9's Admission MDS dated
10717414, ravealed tha facility assessed Resident
#0 to have a Brief interview for Mental Slatus
{BIMS) score of 12, which indicated that Rasident
#0 was cognitively intact. Further review of the
MDS ravaaled the resldent had impaired vision
and did not wear comeclive lenses (glasses).

Areview of the Care Area Assessment {CAA) for
Resldant #9 revealed the facility assassed
Resident #9 as having cognitive foss and
dementta and impalred thought process and
would devalop a care plan related to the
impairment. in addition, the CAA revealsd
Resldent #8 was assessed to have impaired
vislon wilh or without the resident’s glassas and a
care plan wauid be developed that addressed the
impalrment.

However, a review of Resident #9's
Comprehensive Care Plan dated 10/10/14, and
Nurse Assistant Care Plan dated December
2014, revealed the fackity did not develop a care
plan with interventions lo address the resident's
Impaired visual function or cognitive loss.

Interviaw with the MDS Coordinatar on 12/18H4

at 3:40 PM revealed the MDS Coordinaior was
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resident's probiem areas and their causes.
{Continued from page 2)
Observalions made on 12/16/14 at 3:15 PM and

4) As part of the facilities ongoing CQ
program, the CQI nurse will do monthl
audits on 20% of the Reside
Assessmient Instrument (RAI) to ensur
that the comprehensive care plans ar
written to ensure that all defici
identified will have interventions i
place that describe the services that ar
furnished to attain or maintain the
residents highest practicable physical,
mental, and psychosocial well heing|.
The audits will continue for six month
and if no further issues arise the audi
will cease. Will continue audits if issu
found during that time period.
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responsible for developing rasidant care plans.
Interview wilh tha Director of Nursing (DON) on
12/18/14 at 3:50 PM rovealed she reviewed 8
percent of residents' CAAs and care plans
monthly to ensure areas that were triggered on
the CAAs were addressed on residents' care
plans. Further intarview with the DON reveaied if
a care arga triggered on the CAA, she would
expact intarventions to be on the rasident's
comprahensive care plan or Nuree Assistant Care
Plan o address the lriggered areas.
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