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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, facility staff failed to address and update care plans to address
Residents Affected - Few behaviors for three resident (Resident #1, #2 and #3) of three sampled residents and failed to update care

plans at least quarterly in conjunction with the required Minimum Data Set (MDS) a federally mandated
assessment instrument), to provide interventions to meet individual needs for two residents (Resident #2
and #3) out of three sampled residents. The facility census was 68.1. Review of the facility's policy, Care
Plan Comprehensive, undated, showed:-An individualized comprehensive care plan that includes
measurable goals and time frames will be developed to meet the resident's highest practicable physical,
mental, and psychosocial well-being;-Assessment of each resident is ongoing process and the care plan
will be revised as changes occur in the resident's condition;-Applying current standards of practice in the
care planning processes;-The interdisciplinary care plan team is responsible for the periodic review and
updating of care plan when a significant change in the resident's condition has occurred or when changes
occur that impact the resident's care (i.e., change in diet, discontinuation of therapy, changes in care areas
that do not require a significant change assessment).2. Review of Resident #1's quarterly MDS, dated
[DATE], showed staff assessed the resident as severely cognitively impaired and did not exhibit behaviors
of physical behavioral symptoms directed toward others (e.g., hitting, kicking, pushing, scratching, grabbing,
abusing others sexually) during the seven day look back period.Review of the resident's care plan, dated
11/14/25, showed the care plan did not contain direction for the resident's aggressive behaviors towards
residents or interventions in place after three altercations with other residents on 12/07/25, 12/21/25 or
12/22/25. Review of the resident's progress notes, dated 12/07/25, showed staff documented the resident
threatened to stab another resident with a knife during an evening meal. Review of the resident's progress
notes, dated 12/21/25, showed staff documented the resident hit another resident in face with closed fist
unprovoked when exiting the dining room. Review of the resident's progress notes, dated 12/22/24, showed
staff documented the resident slapped another resident in the mouth. 3. Review of Resident #2's quarterly
MDS, dated [DATE], showed staff assessed the resident as severely cognitively impaired and did not exhibit
behaviors of physical behavioral symptoms directed toward others during the seven day look back
period.Review of the resident's care plan, dated 08/28/25, showed it did not contain direction for staff
regarding aggressive behaviors towards residents or interventions in place after an altercation with another
resident on 12/06/25. The care plan was not updated on a quarterly basis.Review of the resident's progress
notes, dated 12/06/2025, showed staff documented the resident kicked another resident in the knee for
being in his/her chair in the dining room.4. Review of Resident #3's annual MDS, dated [DATE], showed
staff assessed the resident as severely cognitively impaired and did not exhibit behaviors of physical
behavioral symptoms directed toward others during the seven day look back period.Review of the resident's
care
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Residents Affected - Few

plan, dated 08/17/25, showed the resident had behaviors of attempting to hit peers and staff, rummaging,
making [NAME] sexual comments, throwing insults upon other, or verbal/vocal symptoms like shouting and
making disruptive sounds and refusal of care. The care plan did not contain a new intervention for an
altercation on 12/07/25 with another resident. Review of the resident's progress notes, dated 12/07/2025,
showed staff documented the resident cursing and calling names. Staff documented the resident then had
an altercation with another resident on the 200 hall, when he/she was yelling and cursing at the other
resident. 5. During an interview on 01/14/26 at 12:42 P.M. Licensed Practical Nurse (LPN) A said he/she
would expect to see a new intervention after each behavioral incident. He/She said he/she did not know if
the care plans were updated for the resident's after each altercation. During an interview on 01/14/26 at
12:57 P.M., the DON said he/she would expect a new intervention after each incident and documented in
the care plan. He/She said the MDS Coordinator was responsible to update the care plan. He/She said
he/she was responsible to verify events and interventions were in place, but he/she said he/she was
overwhelmed with other task.During an interview on 01/14/26 at 1:58 P.M., the MDS Coordinator said care
plans are updated quarterly, annually and after a significant change. He/She said there should be updated
with new interventions after aggressive behaviors. He/She said he/she was the only person who worked on
revising or updating the care plans, so when he/she was out of the building, no one was working on the
resident care plans. He/She said he/she was out sick for an extended period, and he/she was trying to
catch up on his/her care plan responsibilities, in addition to other responsibilities in the facility. #2698585
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