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Develop and implement a complete care plan that meets all the resident's needs, with
 timetables and actions that can be measured.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to develop a plan of care related to Resident 1's
 behavior of being involved in Resident 2's (roommate) care. This failure resulted in Resident 1's continuous conflict
 between staff over Resident 2's care. Findings: Resident 1 was re-admitted to the facility on [DATE], with [DIAGNOSES
 REDACTED]. Record. A complaint was received on 6/10/20, related to an allegation of verbal abuse by staff to Resident 1,
 incontinent care, and call lights not answered in a timely manner. On 6/11/20, at 11:48 A.M., an observation and interview
 with Resident 3 was conducted. Resident 3 was up in bed, doing a word puzzle. Resident 3 stated there were no issues with
 incontinent care, call light response by staff, and how staff treated her. On 6/11/20 at 12:10 P.M., an observation and
 interview with Resident 4 was conducted. Resident 4 stated there were no issues on how staff provided her care, or how
 staff treated her. Resident 4 stated there were no concerns in how staff responded to her call light, and staff checked her brief several
times a day. On 6/11/20 at 2:02 P.M., an interview with CNA 2 was conducted in Resident 1's shared room. CNA
 2 stated Resident 1 had left the facility for a medical appointment for the rest of the day. Resident 2 (roommate) was in
 her wheel chair, and was non-interviewable. On 6/11/20 at 3:04 P.M., an interview with CNA 1 was conducted. CNA 1 stated
 she provided care for Resident 1 and Resident 2 on 6/10/20. CNA 1 stated Resident 1 was particular about Resident 2's care
 and expressed her concern over Resident 2's care. On 6/11/20 at 3:20 P.M., an interview with licensed nurse (LN) 1 was
 conducted. LN 1 stated Resident 1 was upset, on 6/10/20, and verbalized concern regarding Resident 2's care. LN 1 stated
 Resident 1 was always about her roommates' care and this had been an ongoing issue with all her previous roommates. LN 1
 stated she did not document this issue because this behavior was usual for Resident 1. LN 1 stated the staff allowed
 Resident 1 to be involved with her roommates' care, because staff did not want Resident 1 to be upset. LN 1 stated she
 should have documented Resident 1's behavior. On 6/11/20, a review of Resident 1's medical record was conducted. There were no
nursing notes regarding Resident 1's concerns related to Resident 2 on 6/10/20. There were no care plans related to
 Resident 1's ongoing behavior of involving herself with Resident 2's care, or complaints of staff not providing care to
 Resident 2. On 6/12/20 at 10:38 A.M., a phone interview with the director of nursing (DON) was conducted. The DON stated
 Resident 1 always had something to say about her roommate's care, always activated her call light for her roommate, and
 this had been going on for a few months. The DON stated there should have been a care plan for Resident 1's behavior, but
 it was not done. A review of the facility's policy titled, Care Plans, Comprehensive Person-Centered, dated December 2016,
 indicated, .1. The Interdisciplinary Team . develops and implements a comprehensive, person-centered care plan for each
 resident. g. Incorporate identified problem areas. 9. Identifying problem areas and their causes, and developing
 interventions .
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