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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 - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45317

Residents Affected - Few Based on record review, facility's video footage review, and interviews the facility failed to ensure a
comprehensive, person-centered care plan had been developed and implemented for 1 (#4) of 4 (#1, #2, #3,
#4) sampled residents. The facility failed to ensure, Resident #4 was checked every two hours for
incontinence.

Findings:

Review of Resident #4's medical record revealed an admitted [DATE] and reentry date of 05/28/2024 with
diagnoses including, but not limited to, schizoaffective disorder bipolar type, Alzheimer's disease, history of
falls, and osteoarthritis.

Review of Resident #4's MDS (Minimum Data Set) dated 08/26/2024 revealed a BIMS (brief interview for
mental status) score of 2 indicating severely impaired cognition.

Review of Resident #4's comprehensive care plan revealed, in part, the problem of frequent bowel
incontinence with intervention including, but not limited to, check resident every two hours.

On 10/28/2024 at 2:00 p.m., review of facility's video footage from 10/21/2024 at 11:00 p.m. to 10/22/2024 at
7:15 a.m. revealed in part, S3 CNA (Certified Nursing Assistant) entered Resident #4's room on 10/21/2024
at 11:08 p.m. and exited Resident #4's room [ROOM NUMBER] seconds later. Further review of facility's
video footage from 10/21/2024 at 11:00 p.m. to 10/22/2024 at 7:15 a.m. revealed no staff member entered
Resident #4's room again until 10/22/2024 at 6:25 a.m.

During an interview on 10/28/2024 at 2:30 p.m. S1 Administrator confirmed, after reviewing facility video
surveillance, S3 CNA entered Resident #4's room on 10/21/24 at 11:08 p.m. and did not enter Resident #4's
room again until 10/22/24 at 6:25 p.m. S1 Administrator also confirmed no other staff entered Resident #4's
room between 10/21/24 at 11:08 p.m. and 10/22/24 at 6:25 p.m.

During an interview on 10/29/2024 at 10:30 a.m., S2 DON (Director of Nursing) confirmed Resident #4's
current comprehensive care plan included an intervention to check on Resident #4 every two hours related to
incontinence.

(continued on next page)
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F 0656 During an interview on 10/29/2024 at 10:30 a.m., S1 Administrator confirmed, based on facility's video
footage from 10/21/2024 at 11:00 p.m. to 10/22/2024 at 6:25 a.m., staff did not check on Resident #4 every
Level of Harm - Minimal harm or two hours.
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Residents Affected - Few
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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40957
potential for actual harm
Based on record review, observation, and interview the facility failed to ensure a resident received ADL
Residents Affected - Few (Activities of Daily Living) care for 1 (Resident #3) out 4 (Residents #1, #2, #3, #4) residents reviewed.

Findings:

Review of Resident #3's medical record revealed the resident was admitted to the facility on [DATE] with
diagnoses that included, in part a primary diagnosis of muscle wasting and atrophy. Other diagnoses
included COPD (Chronic Obstructive Pulmonary Disease), bronchitis, cough, anxiety, dysphagia, bipolar
disorder, insomnia, hypertension, pain, and osteoporosis.

Review of Resident #3's minimum data sheet dated 09/10/2024 revealed a BIMS (Brief Interview of Mental
Status) of 15 which would indicate the resident was cognitively intact.

Review of Resident #3's comprehensive care plan revealed a care plan with a focus indicating the resident
has an ADL self-care performance deficit related to decreased vision, impaired balance. Interventions
included personal hygiene: resident requires assistance with personal hygiene.

Observation on 10/28/2024 at 8:15 a.m. revealed Resident #3's finger nails to left and right hands were long
and dirty.

During an interview on 10/28/2024 at 8:15 a.m. Resident #3 was asked if he wanted to have long fingernails
and Resident #3 indicated he did not and the nails needed to be cut. Resident #3 also indicated he had
asked for his nails to be trimmed a week ago.

On 10/28/2024 at 8:25 a.m. S2 DON (Director of Nursing) observed Resident #3's fingernails and S2 DON
confirmed Resident #3's fingernails to right and left hands were dirty and needed to be trimmed.
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