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F 0679 Provide activities to meet all resident's needs.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39763
or potential for actual harm
Based on interview and record review, the facility failed to ensure two of three sampled residents (Resident
Residents Affected - Few 1 and Resident 2) activity assessment were completed. This failure had the potential for Resident 1 and
Resident 3's activity needs not being met.

Findings:

During a review of Resident 1's Admission Record, (AR) the AR indicated, Resident 1 was admitted on
[DATE].

During a review of Resident 1's care plan with the focus on activity involvement, initiated 1/16/23 and revised
on 8/30/23. The care plan indicated, The [Resident 1] will express satisfaction with type of activities and level
of activity involvement when asked through the review date.

During a review of Resident 3's AR, the AR indicated, Resident 3 was admitted on [DATE].

During a review of Resident 3's care plan with the focus on independent activities, initiated 12/20/21 and
revised on 12/21/23. The care plan indicated, The [Resident 3] will demonstrate satisfaction with his ability to
engage in preferred activities during his stay.

During a concurrent interview and record review on 3/29/24 at 2:22 p.m. with Activities Director (AD), AD
stated activities assessment are completed on admission, quarterly, and annual. AD reviewed Resident 1's
medical record. AD confirmed Resident 1's Activities Evaluation (AE) dated 1/30/23 was the most recent. AD
confirmed Resident 1 should have had an AE completed on 4/23, 7/23, 10/23, and 1/24. AD reviewed
Resident 3's medical record and confirmed Resident 3's AE, dated 8/23/23 was the most recent. AD
confirmed Resident 3 should have had an AE completed in 11/23 and 2/24.

During a review of the facility's policy and procedure (P&P) titled, Activity Assessment/Care Plan, revised
11/1/13, the P&P indicated, To assess each resident's preferences for customary routine and activity
interests, and to develop an individualized Care Plan for each resident. Procedure I. The Director of Activities
coordinates the completion of an Activity Assessment for each resident. Il. The director of Activities or his or
her designee will conduct an initial interview and written assessment for each resident. Ill. Upon completion
of the Activity Assessment and the MDS, the Director of Activities or his or her designee will develop and
implement an individualized Care Plan. C. Care Plans will be reviewed and revised, as necessary, at least
quarterly or more often if change of condition occurs. IV. The Activity Assessment is maintained as part of
the resident's medical record.
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