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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 the review of the clinical records and staff interview, it was determined that the facility's staff failed to
 develop a comprehensive resident centered care plan to meet residents' Coronavirus 2019 (COVID-19) diagnosis. This finding
 was evident for 3 of 6 residents selected for review during a Focused Infection Control survey (Residents #1,#5, and #6).
 The findings include: 1. On 07-28-2020 a review of Resident #5's clinical records revealed that the resident had been in
 the facility since 04-20-2017. On 04-22-2020 the resident tested   positive for COVID-19. Further review of the record
 revealed that on 04-26-2020 Resident #5 was transferred to the hospital due to the resident experiencing difficulty
 breathing. Resident #5 was readmitted     to the facility's observation unit on 05-09-2020. A review of the resident's
 hospital transfer summary record revealed a [DIAGNOSES REDACTED]. However, surveyor review of Resident #5's clinical record
revealed no evidence that a care plan including interventions were developed specifically to address Resident #5's clinical condition
related to the resident's COVID-19 diagnosis. On 07-30-2020 at 1:40 PM, an interview with the Director of Nursing (DON) did not
reveal additional information. 2. On 07-29-2020 surveyor review of Resident #6 clinical record revealed the
 resident had been in the facility since 03-03-2016. On 04-05-2020 the resident was sent to the hospital for an unresolved
 elevated temperature of 102 degrees Fahrenheit. a continued record review revealed that the resident tested   positive for
 COVID-19 at the hospital. Resident #6 was readmitted to the facility on [DATE]. The resident's hospital discharge summary
 revealed multiple diagnosis, including COVID-19. There was no evidence in the clinical record indicating that the facility
 initiated a care plan that addressed the Resident #6's COVID-19 diagnosis. On 07-30-2020 at 1:40 PM, an interview with the
 DON did not reveal additional information. 3. On 07-28-2020 at 11:38 AM, surveyor toured the facility identified COVID-19
 positive unit. Surveyor observed Resident #1 in a private room. Droplet and contact precaution signs were placed at the
 entrance of the unit. On 07-28-2020 at 11:44 AM Resident #1 was interviewed. Resident #1 stated, I came here about two
 weeks ago from the hospital. I was diagnosed   with [REDACTED]. On 07-29-2020 surveyor review of Resident #1's clinical
 record revealed the resident was admitted to the facility on [DATE]. The resident was admitted   with multiple [DIAGNOSES
 REDACTED].#1's COVID-19 [DIAGNOSES REDACTED]. On 07-30-20 at 1:40 PM, surveyor interview with the DON did not
reveal
 additional information.
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