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

timetables and actions that can be measured.
Level of harm - Potential **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
for minimal harm Based on surveyor observation, record review, and staff interview, it has been determined that the facility failed to
implement a comprehensive person-centered care plan for 1 out of 6 residents reviewed for abuse and neglect (ID #3).
Residents Affected - Some | Findings are asfollows: Resident ID #3 was admitted to the facility in October 2017 and has [DIAGNOSES REDACTED].
Record review revealed a care plan for a history of abusive, demanding and accusatory behavior towards staff.
Interventions (approach start date: 11/19/2019) include the following: - 2 staff members in room with personal cares and
transfers. - Per recommendation of the social worker, ajournal will be kept in the resident's room to identify care needs met as well
as behaviors. Surveyor observation of the resident's journal, located at the nurses station, on 3/11/2020 at
approximately 1:17 PM revealed entries from 12/26/2019 to 1/6/2020. There was no evidence of ajourna entry from 1/7/2020
through 3/11/2020. During a surveyor interview with the Nurse, Staff A, at the time of the above observation, she
acknowledged that the last entry in the journal was on 1/6/2020. Review of the progress notes from 1/7/2020 to 3/11/2020
revealed documentation of behavior such as yelling out, accusatory behavior, and/or attention-seeking behavior on 24 days.
During asurveyor interview with aNursing Assistant, Staff B, on 3/11/2020 at 12:09 PM (who was assigned to the resident at the

time), she indicated that the resident can be accusatory towards staff and that she only uses two staff members for

personal care when the resident is exhibiting behaviors. Additionally, she was unaware of ajourna used to document the
resident's behaviors. During a surveyor interview with a Nursing Assistant, Staff C, on 3/11/2020 at 12:17 PM, she

indicated that the resident has accusatory behaviors. She further indicated that they can provide care to the resident

using one staff member if the resident is not exhibiting behaviors. Additionally, she revealed that they were using a

journa in the past to document the resident's behaviors; however, she was not sureif it was still being used. During a
surveyor interview with the Director of Nursing Services and Assistant Director of Nursing Services on 3/11/2020 at 2:43

PM, they indicated that there should always be two staff members while providing care to the resident as the resident has
accusatory behaviors towards staff. Additionally, they revealed that staff should be documenting any behaviorsin the

journa and were unaware that staff were no longer utilizing the journal.
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