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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

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, for one of three sampled residents (Resident 1), the facility failed to implement a
person-centered care plan to maintain resident's highest practicable physical, mental, and psychosocial
 well-being, based on the comprehensive assessment. This deficient practice had the potential to result in Resident 1 not
 receiving the appropriate medical interventions necessary to meet the resident's nursing care needs. Findings: During a
 review of Resident 1's Admission Face Sheet, printed on [DATE]0/19, the Admission Face Sheet indicated, Resident 1 was
 admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Review of Resident 1's Minimum Data Set (MDS - an
assessment
 tool used to direct care), dated 4/21/19, the MDS indicated, Resident 1 has a moderately-impaired decision making, which
 required cueing and supervision. Review of the MDS also indicated, Resident 1 has wandering behavior that occurred daily.
 Resident 1 was able to transfer and go to the toilet, which required limited assistance with one-person physical assist.
 Review of Resident 1's care plan titled Falls, dated 7/10/19, the care plan indicated Resident1 had history of falls which
 required approaches/interventions for Resident 1 to maintain a low bed position, call light within reach at all times,
 floor mat next to the resident's bed, and a tab alarm secured to the bed and/or wheelchair. During a concurrent observation and
interview on 7/25/19 at 10:45 a.m., with Certified Nursing Assistant (CNA) 1, in the resident's room, Resident 1 did
 not have a floor mat next to her bed, the call light cord was tied around the right side of the bed rail ith its call
 button hanging down from the bed, and the tab alarm was attached to the pillow, instead of to the resident's night gown.
 CNA 1 stated since their return to work on 7/23/19, Resident 1 had been without a floor mat for three days. CNA 1 also
 stated Resident 1's call light cord was tied to the side rail, making it impossible for the resident to reach the call
 button. CNA 1 further stated Resident 1's tab alarm would not sound off if Resident 1 attempted to get up from the bed
 because the tab alarm was not attached directly to the Resident 1's clothing. During a follow up observation and interview
 on 7/25/19 at 10:55 a.m., with the Director of Nursing (DON), in Resident 1's room, DON stated housekeeping will be asked
 to bring the floor mat back to Resident 1's room. Review of the facility's undated policy and procedure titled, The
 Resident Plan of Care Must, indicated .Reflect the comprehensive assessment and address medical, nursing and psychosocial
 needs identified on the assessment.Indicate implementation of interventions.
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