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Residents Affected - Some

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

timetables and actions that can be measured.
**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to develop and implement a comprehensive person-centered care

plan for each resident that includes measurable objectives and timeframe's to meet a resident's medical, nursing, and

mental and psychosocia needs that are identified in the comprehensive assessment for 2 of 10 residents (Residents #1 and

#2) whose care plans were reviewed, in that: 1. Resident #1's care plan did not address the resident's treatment for
[EEDACTED] . 2. Resident #2's care plan did not address the resident's[MEDICATION NAME] treatment for [REDACTED].
This

deficient practice could place residents at risk of not receiving needed treatment due to inaccurate care plans. The
findingswere: 1. Record review of Resident #1's face sheet, dated 03/12/2020, reveal ed the resident was admitted to the
facility on [DATE] with [DIAGNOSES REDACTED]. Record review of Resident #1's Quarterly MDS, dated [DATE], revealed a
BIMS

score of 00, which indicated the resident was severely cognitively impaired, and required extensive assistance of two

persons or more for bed mobility, transfer, toilet use, and personal hygiene for ADLs. Further review revealed the resident required
extensive assistance of one person for walking in room, and locomotion on unit and used a wheelchair for mobility, required limited
assistance of one person for eating and locomotion off unit, and was totally dependent on two persons for

showering. Record review of Resident #1's progress notes revealed: - O[DATE]20, Resident #1 was found to have head lice. The
physician was notified, and treatment was administered on O[DATE] 20 on the p.m. shift. - 02/25/2020, Resident #1

continued in isolation for head lice following treatment. - 02/27/2020, Resident #1 continued on isolation precautions. -
02/28/2020, Resident #1 was taken off isolation precautions. Record review of Resident #1's care plan, last revised on

01/10/2020, reveaed there was no documentation to address the resident's treatment and isolation for head lice. 2.

Record review of Resident #2's face sheet, dated 03/12/2020, revealed the resident was admitted to the facility on [DATE]

with [DIAGNOSES REDACTED]. Record review of Resident #2's Quarterly MDS, dated [DATE], revealed a BIMS score of 00,
which

indicated the resident was severely cognitively impaired, required extensive assistance of two persons or more for bed

mobility, transfers, and toileting and required extensive assistance of one person for personal hygiene. Further review

revealed the resident required limited assistance of one person for walking in room and corridor, locomotion on and off

unit, and eating, required limited assistance of two persons for dressing, and used a wheelchair for mobility. Record

review of Resident #2's progress notes revealed on O[DATE]20, Resident #2 was treated for [REDACTED]. Further review
revealed Resident #2 did not have head lice, however the resident was treated [MEDICATION NAME] and placed in isolation
because her roommate (Resident #1) had an active case of head lice. Resident #2 was removed from isolation on 02/28/2020.

Record review of Resident #2's care plan, last revised on 01/15/2020, reveaed the resident's care plan did not address

the resident's treatment and isolation for head lice. During an interview with the DON on 03/12/2020 at 2:11 p.m., the DON
confirmed Resident #1 had an active case of head lice and was treated for [REDACTED].#2 was treated [MEDICATION NAME] and
isolated. The DON stated Resident #2 had a group of young visitors who may have been the cause of the head lice and no

other residents had head lice, asit was confined to one room only. During an interview with the DON on 03/12/2020 at

4:20 p.m., the DON confirmed Residents #1's and #2's care plans did not address treatment and isolation for head lice. The

DON stated the residents' treatment and isolation should have been care planned under skin integrity. During an interview with the
Administrator on 03/12/2020 at 4:52 p.m., the Administrator stated he would have expected a care plan for

isolation and lice treatment to be on an acute plan for Residents #1 and #2. Record review of the facility's poI|(,y titled Care Planning,
revised 12/2017, revealed, A comprehensive, person-centered care plan is developed and implemented for each

resident to meet the resident's physical, psychosocial and functional needs.
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