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C A R E  P L A N :  W H AT  D O  
Y O U  W A N T  T O  K N O W ?

K AT Y  N G U Y E N , M . S . N . ,  R . N .

Q I P M O  P R O G R A M

U N I V E R S I T Y  O F  M O  C O L U M B I A

Objectives:

• Understand about care plan process 

• Addressing the care plan components

• Baseline care plan and comprehensive care plan

• Understand the regulations and surveys related to the 

care plan

• Discussing the different care plan models

WHAT  IS CARE  PL AN

To promote communication and continuity of care by 

suggesting communication strategies, medical plans, and 

psychosocial resources • Problems

• Goals

• Approaches

• Implementations

• Evaluations
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WHY  CARE  PL AN?

• Identify the unique role of aspects of care 

• Provides direction for individualized care of the 

residents

• Think critically about each resident and to develop 

interventions that are directly tailored to the individual.

• Continuity of care

• Communication

• Documentation

• Guide for assigning a specific staff on specific tasks

• Support reimbursement

WHEN… CARE  PL AN?

• Within 48 hours of a resident’s 

admission (baseline care plan)

• 21 days of a resident's admission 

(comprehensive care plans)

• When changes in conditions

• When having a new clinical 

concerns

• Revise at least every 3 months 

and anytime as needed

• A separate care plan is not necessarily required for each area that 

triggers a CAA

• The 7-day requirement for completion or modification of the care 

plan applies to the Admission, SCSA, SCPA, and/or Annual RAI 

assessments

• Do not need to be developed after each SCSA, SCPA, or Annual 

reassessment. Instead, the nursing home may revise an existing care 

plan using the results of the latest comprehensive assessment (RAI 

Version 3.0 Manual CH 4: CAA Process and Care Planning October 

2023 Page 4-12)

• The resident’s care plan must be reviewed after each assessment, 

except discharge assessments, and revised based on changing goals, 

preferences and needs of the resident and in response to current 

interventions

CARE  PL AN  TIMING  AND  REVISION

A comprehensive care plan must be:

• Developed within 7 days after completion of the comprehensive assessment

• Prepared by an interdisciplinary team, that includes but is not limited to-

– The attending physician.

– A registered nurse with responsibility for the resident.

– A nurse aide with responsibility for the resident.

– A member of food and nutrition services staff.

– To the extent practicable, the participation of the resident and the resident's representative(s)

– Other appropriate staff or professionals in disciplines as determined by the resident's needs 

or as requested by the resident.

• Reviewed and revised by the interdisciplinary team after each assessment, including both the 

comprehensive and quarterly review assessments.
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CARE  PL AN  PROCESS

• Policy and process for successful care planning

• Base on MDS assessment and CAA analysis

• Identify the areas/problems/concerns for developing a plan of care

• Interview the resident/family

• Team communication/Team discussion

• Further assessment/investigation

• Develop approaches/interventions

• Implementation

• Evaluation 

CARE  PL AN:   MEETING/CONFERENCE

• Must-have participants at a minimum, consist of the resident’s attending physician, a registered 

nurse and nurse aide with responsibility for the resident, a member of the food and nutrition 

services staff, and to the extent possible, the resident and resident representative, if applicable.  

• No requirements for members of the IDT to participate in person. Facilities have the flexibility to 

determine how to hold IDT meetings whether in person or by conference call. 

• The facility may determine that participation by the nursing assistant or any member, may be met 

in person, through email participation or written notes. 

• If the IDT decides not to include the resident and/or their resident representative in the 

development of the resident's care plan or if a resident or their representative chooses not to 

participate,  document explanations in a resident's medical record
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Clinical Problem Solving and Decision-Making Process Steps and Objectives

PROCESS STEP / OBJECTIVES KEY TASKS 

RECOGNITION / ASSESSMENT 

Gather essential information about the 

individual

• Identify and collect information that is needed to identify an individual’s 

conditions that enables proper definition of their conditions, strengths, needs, 

risks, problems, and prognosis 

• Obtain a personal and medical history

• Perform a physical assessment

PROBLEM DEFINITION

Define the individual's problems, risks, 

and issues

• Identify any current consequences and complications of the individual's situation, 

underlying condition and illnesses, etc. 

• Clearly state the individual’s issues and physical, functional, and psychosocial 

strengths, problems, needs, deficits, and concerns 

•  Define significant risk factors

DIAGNOSIS / CAUSE-AND-

EFFECT ANALYSIS

Identify physical, functional, and 

psychosocial causes of risks, problems, 

and other issues, and relate to one 

another and to their consequences

• Identify causes of, and factors contributing to, the individual's current 

dysfunctions, disabilities, impairments, and risks 

• Identify pertinent evaluations and diagnostic tests 

•  Identify how existing symptoms, signs, diagnoses, test results, dysfunctions, 

impairments, disabilities, and other findings relate to one another 

•  Identify how addressing those causes is likely to affect consequences
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IDENTIFYING GOALS AND 

OBJECTIVES OF CARE

 Clarify purpose of providing care and of 

specific interventions, and the criteria 

that will be used to determine whether 

the objectives are being met

• Clarify prognosis 

• Define overall goals for the individual 

• Identify criteria for meeting goals

• Measurables 

SELECTING INTERVENTIONS / 

APPROACHES/ PLANNING CARE

Identify and implement interventions and 

treatments to address the individual's 

physical, functional, and psychosocial 

needs, concerns, problems, and risks

• Identify specific symptomatic and cause-specific interventions (physical, functional, and 

psychosocial) 

• Identify how current and proposed treatments and services are expected to address 

causes, consequences, and risk factors, and help attain overall goals for the individual 

• Define anticipated benefits and risks of various interventions 

• Clarify how specific treatments and services will be evaluated for their effectiveness 

and possible adverse consequences

MONITORING OF PROGRESS

Review individual’s progress towards 

goals and modify approaches as needed

• Identify the individual’s response to interventions and treatments 

• Identify factors that are affecting progress towards achieving goals 

• Define or refine the prognosis 

• Define or refine when to stop or modify interventions 

• Review effectiveness and adverse consequences related to treatments 

• Adjust interventions as needed 

• Identify when care objectives have been achieved sufficiently to allow for discharge, 

transfer, or change in level of care

BASELINE CARE PL AN  (F655)  

• The facility must develop and implement a baseline care plan for each resident that includes 

the instructions needed to provide effective and person-centered care of the resident that 

meet professional standards of quality care.  

• The baseline care plan must— 

(i) Be developed within 48 hours of a resident’s admission. 

(ii) Include the minimum healthcare information necessary to properly care for a resident 

including, but not limited to— 

–  (A) Initial goals based on admission orders. 

–  (B) Physician orders. 

–  (C) Dietary orders. 

–  (D) Therapy services.

–  (E) Social services. 

–  (F) PASARR recommendation, if applicable.

BASELINE CARE PLAN

1. Be developed within 48 hours of a resident’s 

admission.

2. Include the minimum healthcare information 

necessary to properly care for a resident including, 

but not limited to—

• The resident’s initial goals for care;

• The instructions needed to provide effective 

and person-centered care that meets 

professional standards of quality care;

• The resident’s immediate health and safety 

needs;

• Physician and dietary orders;

• PASARR recommendations, if applicable; and

• Therapy and social services.

• The facility may develop a comprehensive care plan in place of 

the baseline care plan if the comprehensive care plan—

1. Is developed within 48 hours of the resident’s admission.

2. Comply with the requirements for a comprehensive care 

plan

• The facility must provide the resident and their representative 

with a summary of the baseline care plan that includes but is 

not limited to:

1. The initial goals of the resident.

2. A summary of the resident’s medications and dietary 

instructions.

3. Any services and treatments to be administered by the 

facility and personnel acting on behalf of the facility.

4. Any updated information based on the details of the 

comprehensive care plan, as necessary.
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BASELINE CARE PLAN

• If a comprehensive care plan is completed in lieu of the baseline care plan, a written summary 

of the comprehensive care plan must be provided to the resident and resident representative, 

if applicable, and in a language that the resident/representative can understand.

• The facility must provide the resident and the representative, if applicable with a written 

summary of the baseline care plan by completion of the comprehensive care plan. The summary must 

be in a language and conveyed in a manner the resident and/or representative can understand. 

This summary must include:

• Initial goals for the resident;

• A list of current medications and dietary instructions, and

• Services and treatments to be administered by the facility and personnel acting on behalf 

of the facility

BASELINE  CARE  PL AN:  COVID  19

• Goal: recovery?

– What precautions are being taken due to COVID-19

– Isolation precautions, special dining considerations, therapy considerations, mask usage

– Signs & Symptoms

– Fever, Cough, SOB, Respiratory problems like difficulty breathing

– Sore throat, general feeling of unwell (body/muscle aches, chills), Diarrhea, Nausea or vomiting, headache, 

congestion or runny nose, new loss of taste or smell

– Emergency warning signs: Trouble breathing, persistent pain or pressure in the chest, new confusion, 

inability to wake or stay awake, blushed lips or face

– You also want to look for signs and symptoms of DVT & PE (these have been a clinical manifestation during 

and post COVID-19 residents). 

– Special Precautions due to COVID-19

– CPAP/BiPAP, Respiratory treatments, dialysis
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F 656: COMPREHENSIVE  CARE  PL AN

• The facility must develop and implement a comprehensive person-centered care plan 

for each resident, consistent with the resident rights.

• This includes measurable objectives and timeframes to meet a resident's medical, 

nursing, and mental and psychosocial needs.

• Facilities are required to develop care plans that describe the resident's medical, 

nursing, physical, mental and psychosocial needs and preferences and how the facility 

will assist in meeting these needs and preferences. Care plans must include person-

specific, measurable objectives and timeframes in order to evaluate the resident’s 

progress toward his/her goal(s).

• Care plans must be person-centered and reflect the resident’s goals for admission and 

desired outcomes. 

COMPREHENSIVE CARE PLAN

• Each resident will have a person-centered comprehensive care plan developed and implemented to 

meet his or her preferences and goals, and address the resident’s medical, physical, mental and 

psychosocial needs.

– The services that are to be furnished to attain or maintain the resident's highest practicable 

physical, mental, and psychosocial well-being

– Any services that would otherwise be required but are not provided due to the resident's 

exercise of rights

– Any specialized services or specialized rehabilitative services the nursing facility will provide as a 

result of PASARR recommendations

– The resident’s goals for admission and desired outcomes

– The resident’s preference and potential for future discharge

– Discharge plans

COMPREHENSIVE CARE PLAN

• Culturally Competent Care: The interventions in the resident’s care plan must reflect the individual 

resident’s needs and preferences and align with the resident’s cultural identity.

• Trauma-Informed Care: Interventions for trauma survivors should recognize the interrelation between 

trauma and symptoms of trauma such as substance abuse, eating disorders, aggression, depression, anxiety, and 

withdrawal or isolation from others. Concerns related to culturally- competent, trauma-informed care:

• F656: For concerns related to development or implementation of culturally competent and/or trauma-

informed care plan interventions;

• F699: For concerns related to outcomes or potential outcomes to the resident related to culturally-

competent and/or trauma-informed care;

• F726: For concerns related to the knowledge, competencies, or skill sets of nursing staff to provide care 

or services that are culturally competent and trauma-informed.

• F742: For concerns related to treatment and services for resident with history of trauma and/or history 

of post-traumatic stress disorder (PTSD)
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WRITING CARE PLANS 

CARE  PL AN COMPONENTS  

• Data Collection or Assessment. ...

• Data Analysis 

• Formulating  the Problems or concerns using Diagnoses and impacts of the problems

• Outcomes Identification

• Planning for formatting the plan of care 

• Establishing Goals and Desired Outcomes. ...

• Selecting Interventions, approaches

• Planning for implementation

• Implementation: communication

• Evaluation: if the care plans work?. Make decision to change, modify or remove

CARE  PL ANS  ADDRESS….

• Prevent avoidable declines

• Safety

• Manage risk factors to the extent possible or limiting of such 

interventions

• Address ways to try to preserve and build upon resident 

strengths

• Apply current standards of practice in the care planning process

• Evaluating treatment objectives and outcomes of care

• Offering alternative treatments

• Involve resident, resident’s family or representative

• Respect the resident’s right to refuse or decline treatment. Offer 

alternative treatments, different times or days or/and different 

caregivers

• QUALITY OF CARE: clinical care /medical 

conditions 9ADLs, PU, PR, incontinence, 

PEG tube, etc.

• QUALITY OF LIFE: 

– Security;  

– Comfort; 

–  Enjoyment;  

– Relationships;  

– Dignity;

–  Meaningful activity; 

– Functional competence;  Individuality;  

– Privacy;  Autonomy/choice 

– Spiritual well-being
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WHAT  THE  CARE  PL AN  SHOULD  REFLECT

• The goals, preferences, needs and strengths of the resident

• The interventions person-centered, measurable, and time frames to achieve the desired outcomes

• Evidence of resident and, if applicable resident representative participation

• Specialized services and interventions to address PASARR recommendations

• Interventions that reflect the resident’s cultural preferences, values and practices

• Interventions for care that are in accordance with professional standards of practice and accounting for 

residents' experiences and preferences in order to eliminate or mitigate triggers that may cause re-

traumatization of the resident

• Interventions were implemented consistently across all shifts

• A process in place to ensure direct care staff are aware of and educated about the care plan interventions

• Adequate information provided to the resident and, if applicable resident representative to help make informed 

choices regarding treatment and services

• Evaluate whether the care plan reflects the facility’s efforts to find alternative means to address care of the 

resident if he or she has refused treatment

ASSESSMENT

• Background information or Health history 

• Current health status 

• Self-care skills/needs 

• Psychosocial status 

•  Health issues related to learning

• Diagnoses and clinical judgment about the client’s response to actual or 

potential health conditions or needs.

• The care plan should reflect the MDS assessment coding and CAA analysis

• Reasons for care plan or not

PROBLEMS

• Diagnosis

• Impacts of health issues or wellbeing 

• Concerns

• What the problem is a problem?

• Different problems in the same diagnoses

• Combine problems  if they are interrelated, similar goals 

or/and interventions are the same or related

• Make sure the problem statement about the resident’s 

problem and not the staff ’s problems or facility’s practices
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CARE  PL AN  GOALS

• Care Plan goals should be measurable, and have a timeframe for completion or evaluation 

• The IDT may agree on intermediate goal(s) that will lead to outcome objectives. Intermediate 

goal(s) and objectives must be pertinent to the resident’s goals, preferences, condition, and 

situation (i.e., not just automatically applied without regard for their individual relevance), 

measurable, and have a time frame for completion or evaluation. 

• Goals should target either improvement, prevention, maintenance or palliative outcomes. They 

should be person-centered (Resident centered). What are the resident’s goals? Not the staffs' goals

• Care plan goal statements should include the subject (first or third person), the verb, the modifiers, 

the time frame, and the goal(s).

GOAL

PREVENTING • Preventing avoidable declines functional levels

• Preventing the escalation of unwanted/unsafe behaviors

• Preventing the unsafe practices

• Preventing the development of avoidable clinical issues

MAINTAINING • Maintaining the current level 

• Maintaining slow deterioration

• Maintaining the safe practice

ENHANCING • Enhancing resident strengths

• Enhancing self esteems 

• Enhancing self confidence

PROMOTING • Promoting respects, autonomy

• Promoting best practice

• Promoting rehabilitation

GOAL

• Clear,  Concise

• Realistic descriptions of desired outcomes. 

• Reflect the problems/concerns

• They may be short-term or long-term, but they must be measurable. 

• SMART Goals: 

– Specific: The goal should be specific to the resident’s situation and focused on one desired 

outcome. 

– Measurable: The goal must be a measurable, evidence-based outcome. 

– Achievable: The goal must be reasonably achievable based on patient’s condition 

– Relevant: The goal must be individualized to the patient, based on stated needs, desires, and 

assessment findings 

– Time Specific: Goals need to include a target date that is achievable.
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APPROACHES

• How and what to reach to the goal? Practical approaches 

• Process of cares

• Specific approaches/interventions

• Is the approach worked for 

– particular concerns?

–  Problem? 

– Staff and the available recourses

• Who carries out the tasks?

• Offering alternative treatments

• To improve the residents’ functional 

abilities

• Involving family & other resident 

representatives

• Assessing & planning for care sufficient to 

meet the care needs

• Involving the direct care staff with the 

care planning process relating to the 

resident's expected outcomes

EVALUATION

• Evaluation—Critically reviewing individualized care plan goals, 

interventions and implementation in terms of achieved resident outcomes 

as identified and assessing the need to modify the care plan (i.e., change 

interventions) to adjust to changes in the resident’s status, goals, or 

improvement or decline. 

• Care plan meeting discusses: 

– Resident’s status and the effectiveness of the care plans 

– Goal accomplishment. Partial? Full?

– Care plans will be  modified as needed in goals, approaches and 

concerns

– Communication of changes

CARE  PL ANS-REGUL ATION  

• F655: Baseline care plan

• F656: Comprehensive care plan

• F657: Care plan timing and revision

• F658: Resident centered care plan- Services Provided Meet

• F660: Discharge Planning Process

• F661: Discharge Summary plan
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F656: SURVEY GUIDANCE

• Does the care plan address the goals, preferences, needs and strengths of the resident, including 

those identified in the comprehensive resident assessment, to assist the resident to attain or 

maintain his or her highest practicable well-being and prevent avoidable decline?

• Are objectives and interventions person-centered, measurable, and do they include time frames to 

achieve the desired outcomes?

• Is there evidence of resident and, if applicable resident representative participation (or attempts 

made by the facility to encourage participation) in developing person-centered, measurable 

objectives and interventions?

• Does the care plan describe specialized services and interventions to address PASARR 

recommendations, as appropriate?

F656: SURVEY GUIDANCE

• Is there evidence that the care plan interventions were implemented 

consistently across all shifts?

• Is there a process in place to ensure direct care staff are aware of and educated 

about the care plan interventions?

• Determine whether the facility has provided adequate information to the 

resident and, if applicable resident representative so that he/she was able to 

make informed choices regarding treatment and services.

• Evaluate whether the care plan reflects the facility’s efforts to find alternative 

means to address care of the resident if he or she has refused treatment.

CARE  PL AN  COMPLIANT  WITH  REGUL ATORY  
REQUIREMENTS

• Is comprehensive and individualized and centered care

• Is consistent with the resident’s goals and right to be informed and participate in his/her treatment;

• Meets each of the medical, nursing, mental and psychosocial needs identified on the resident’s 

comprehensive assessment;

• Includes measurable objectives, interventions and timeframes for how staff will meet the resident’s needs.

• Resident goals and desired outcomes;

• The care/services that will be furnished so that the resident can attain or maintain his/her highest 

practicable physical, mental and psychosocial well-being;

• The specialized services to be provided as a result of the PASARR evaluation and/or the comprehensive 

assessment;

• The resident’s discharge plan and any referrals to the local contact agency;

• Refusals of care and action taken by facility staff to educate the resident and resident representative, if 

applicable, regarding alternatives and consequences.

34

35

36



11/17/2023

13

T YPES  OF CARE  PL ANS

Medical models

• Standardized care plan 

• Medical-Procedure care plans

• Are based on diagnosis 

• Interventions/Approaches are based on 

standards of practice per diagnosis 

• Care plan written in the third person 

• Care plan attempts to fit resident into 

facility routine 

• Nursing assistants not part of 

interdisciplinary team 

• Care plan scheduled at facility convenience

Community model (Individualized care plans)

• Staff have personal relationship with resident and family 

• Resident, family, and staff develop care plan that reflects 

what resident desires for him/herself 

• Unique interventions which meet the needs of that 

resident 

• Sometimes care plan written in first person “I” format 

• Care plan identifies resident’s lifelong routine and how to 

continue it in the nursing home 

• Nursing assistants very valuable part of team and present 

at each care plan conference 

• Care conference scheduled at resident and family 

convenience 

TRADITIONAL VS PCC

Traditional Care Person-Centered Care

Decisions about policies, procedures, and work 

environment are made exclusively by 

management. 

Management works with staff, residents, and 

family members to accommodate resident 

choice and preferences. 

Frontline staff are not involved in the decision-

making process. 

Staff are empowered with relevant knowledge 

and included in the decision-making process. 

Traditional medical model where care is driven 

by diagnosis, care tasks, and the individuals who 

perform the tasks.

Residents are given choice and input around 

their care and care plan based on their needs 

and preferences. 

PERSON  CENTERED CARE  PL ANS

• A philosophy that keeps the person, the resident and their family, at the center of every decision-making 

process

• A focus assuring residents’ preferences are valued and respected

• Care that reflects dignity and respect, information sharing, participation and collaboration

• Eliminating the assembly-line approach to care and embracing a philosophy of residents as individuals

• Improving the quality of care and quality of life for residents by accommodating resident choices and 

preferences

• Equipping staff with relevant knowledge and decision-making authority so they can effectively engage 

residents as partners in safety

• Collaborating with resident advisors, advocates, and long-term care ombudsman programs at all levels
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PERSON  CENTERED CARE  PL ANS

• Admission and desired outcomes. 

• Person-centered care means the facility focuses on the resident as the center of control and supports each 

resident in making his or her own choices. 

• Person-centered care includes trying to understand what each resident is communicating, verbally and 

nonverbally, identifying what is important to each resident regarding daily routines and preferred 

activities, and understanding the resident’s life before coming to reside in the nursing home

– Social History 

–  Memory Enhancement & Communication 

– Mental Wellness 

–  Mobility Enhancement • Safety 

–  Visual function

EXAMPLES-PROBLEM

Scenario: Katy has 

diagnoses of 

diabetic and 

dementia. She 

wanders tirelessly 

around the unit. 

She hit the CNAs 

and the bath aids 

when having the 

showers. 

Traditional 

problem

Individualized problem Person centered problem

Behavioral issue: 

Resident displays 

combative behavior 

during shower

I dislike to be showered High risk for hygiene problem Resident 

does not like the shower or bath due to 

be being afraid of the shower chair and 

water splash resulted in many combative 

episodes with the CNAs during the 

showers

Wanders due to 

dementia

I need to walk Resident has risk of fall and elopement 

due to often wanders around the unit 

due to dementia, attempted to get close 

to the door and walk very fast

Noncompliant with 

1800 cal ADA diet

I have diabetes and take 

insulin. I am aware of 

recommended dietary 

restrictions and I choose to 

exercise my right to eat what 

I enjoy.

Resident is at risk for medical 

complication due to resident refuses diet 

restrictions, choosing the rights to 

decline the medical advice for 1800 cal 

ADA diet
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EXAMPLES-GOAL

Scenario: Katy has 

diagnoses of 

diabetic and 

dementia. She 

wanders tirelessly 

around the unit. 

She hit the CNAs 

and the bath aids 

when having the 

showers. 

Traditional goal Individualized goal Person centered goal

Resident will not hit 

CNA’s during shower 

through next

I will enjoy a “comfort 

bath” as evidenced by no 

hitting and screaming 

through next

Resident will accept the new 

showering approaches 

without hitting and screaming 

during the shower 

Resident will not 

wander into other’s 

rooms

I will continue to walk 

freely throughout my 

home

Resident will be safe during 

the wanderings free of 

obstacles and staff 

interference 

Resident will eat only 

foods approved in 

ordered diet

I will enjoy moderate 

foods of my choice.

Resident/family will be re-

educate for healthy diet and 

honored her choice of foods

EXAMPLES-APPROACHES

Scenario: Katy has 

diagnoses of 

diabetic and 

dementia. She 

wanders tirelessly 

around the unit. 

She hit the CNAs 

and the bath aids 

when having the 

showers. 

Traditional Individualized Person centered

Provide shower 

twice a week with 2 

staff assistance

I go to shower 

whenever I agree and 

accept it.  

Resident will try to alternative bath 

such as shower with clothes on and 

direct the staff to do during the 

shower

Redirect resident if 

he/she wander to 

other resident’s 

room

I walk freely on the 

public areas twice a 

day with staff 

assistance

Resident walks safely while staff 

monitor for obstacles and tiredness

Provide foods as 

ordered and 

recommended by 

the RD

I eat the foods of my 

choice such as 

chocolate chip 

cookies all day

Resident selects her/his choice of 

snack upon education and 

consultation of the family

Classic care plan Individual care plans Person-centered care 

plan

Goal: 1. Resident will be 

oriented to person, 

place, time, and 

situation most of 

the time.

2. Resident will eat 

with limited 

assistance from 

staff.

1. Resident will 

remember her room 

and her seat in the 

dining room. 

2. Resident will comb 

her hairs with her R 

hand.

1. Resident will recognize 

the day from the personal 

calendar in her room.

2. Resident will ask to 

participate into the 

shower by putting the 

soap on her arms and 

neck.

Approache

s:

1. Provide orientation 

with routine care. 

Provide activities. 

2. Provide assistance 

with meals: cut 

meat and butter 

bread

1. Provide activity 

calendar and remind 

the events.

2. Position the resident 

in front of mirror 

and setup the comb 

and hair accessories 

while doing her 

morning grooming

1. Provide clock and 

calendar at her bed side 

stand. Prompt her to date 

and time when provide 

morning care.

2. Resident preferred liquid 

soap when washing her 

face. Provide the scent 

that she likes (Dove)

Katy has memory loss 

due to her CVA. She 

has left side paralysis 

and needs ADL 

assistance.

Problem: 

1. Memory loss 

related post CVA. 

Episode of 

alteration in 

though process

2. Need for assist 

with ADLs due to 

L side paralysis.

G O A L S  A N D  A P P R O A C H E S
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• References: 

• SOM manual appendix PP

• RAI Manual -2023

• QIPMO Nursinghomehelp.org

LET US KNOW HOW WE CAN HELP

EVALUATIONS

https://bit.ly/QIPMOVirtualSG

The Survey Monkey link is 

https://www.surveymonkey.com/r/QIPMOSuppGrp.
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