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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 - Potential for
minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47474
Residents Affected - Some Based on interview, medical record review, and facility P&P review, the facility failed to ensure the care plan
for one of three sampled residents (Resident 1) was revised after Resident 1 had reported an abuse
allegation against CNA 1. This failure put Resident 1 at risk of not receiving resident-centered care.
Findings:

Review of the facility's P&P titled Care Plans, Comprehensive Person-Centered revised 12/2016 showed the
care plan interventions are derived from a thorough analysis of the information gathered as part of the
comprehensive assessment. The P&P showed the comprehensive, person-centered care plan will include
the following:

a. measurable objectives and timeframes;

b. describes the services that are to be furnished to attain or maintain the resident's highest practicable
physical, mental, and psychosocial well-being;

g. incorporates identified problem areas;
h. incorporates risk factors associated with identified problems;
k. reflects treatment goals, timetables and objectives in measurable outcomes;

Medical record review for Resident 1 was initiated on 4/19/24. Resident 1 was admitted to the facility on
[DATE], and readmitted on [DATE].

Review of the Five-Day MDS dated [DATE], showed Resident 1 with a BIMS score of 9 (according to the
MDS RAI Manual, a score of 8-12 indicates the resident's cognition is moderately impaired).

Further review of the medical record showed Resident 1 had an allegation of CNA 1 pushing her off the
shower chair and putting the hand around her throat.

However, review of Resident 1's care plan showed no documented evidence of the revised care plan related
to Resident 1's reported abuse allegation.
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F 0657 On 4/19/24 at 1416 hours, a concurrent interview and medical record review with LVN 1 was conducted. LVN
1 confirmed Resident 1 did not have a new or revised care plan to address the alleged abuse incident by

Level of Harm - Potential for CNA 1. LVN 1 stated the care plans were an important part of the resident's care and there should be a care

minimal harm plan for the abuse allegation.

Residents Affected - Some On 4/19/24 at 1456 hours, a concurrent interview and medical record review with the DON and DSD was

conducted. The DON and DSD verified no care plan was created or updated for the abuse allegation incident
between Resident 1 and CNA 1 on the day of the incident. The DON further stated the resident's care plans
provided interventions on how the facility staff could care for the residents. The DON further stated the care
plans were a guide for the resident's care.

On 4/23/24 at 1240 hours, an interview with the Administrator and DON was conducted. The Administrator
and DON acknowledged the above findings.
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