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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with

timetables and actionsthat can be measured.
Level of harm - Minimal
harm or potential for actual | Based on record review and staff interview for 25 of 25 sampled residents, facility staff failed to develop person centered care plans
harm with goals and objectives to address the residents at risk for developing COVID-19. Findings included . On June
9, 2020 at approximately 1:30 PM, atour of the skilled nursing unit was conducted at the facility. There were no residents noted on
Residents Affected - Many |isolation or quarantine related to the COVID-19 Virus. During a telephone interview with the facility on June 15,

2020 at approximately 2:15 PM Employees #1 and 2 acknowledged that there were no care plans to address the residents at

risk for contracting COVID-19. They also stated, We have not had a positive case in house. We havetested al the

residents and they are negative for COVID-19. The staff take the resident's vital signs every four (4) hours. All of the

residents remain their rooms. The residents wear masks when they are in the room and when they come out of the room. We
quarantine residents who are new admissions for 14 days. We check the temperature of all staff entering the building, and

we have educated the staff on the use of Personal Protective Equipment and hand washing. Review of the person-centered care plans
for 25 of 25 residents showed no evidence that the facility staff developed and implemented care plans with goals and interventions to
address the care approaches for residents at risk for COVID-19.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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