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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.
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F 0656 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to develop and implement a comprehensive person-centered
Level of Harm - Minimal harm or care plan for each resident, consistent with the resident rights, that includes measurable objectives and
potential for actual harm timeframes to meet a resident's medical, nursing, and mental and psychosocial needs that are identified in
the comprehensive assessment for 3 (Resident #1, Resident #2, and Resident #3) of 9 residents reviewed
Residents Affected - Some for comprehensive care plans. The facility failed to update or add interventions to Resident #1's care plan

regarding aggressive and physical behaviors toward one other resident that occurred on 09/03/25.The facility
failed to update or add interventions to Resident #2's care plan regarding aggressive and physical behaviors
toward one other resident that occurred on 09/06/25.The facility failed to update or add interventions to
Resident #3's care plan regarding aggressive and physical behaviors toward other resident that occurred on
09/07/25.These failures could result in residents not receiving the care that they need to prevent further
incidents of aggression.Findings Included: Resident #1Record review of Resident #1's face sheet, dated
09/24/25, revealed an [AGE] year-old-male was admitted to the facility on [DATE] with diagnoses to include
cognitive communication deficit (difficulty communicating), dementia (memory loss), and intermittent
explosive disorder (mental disorder characterized by sudden intense outburst of anger). Record review of
Resident #1's Comprehensive Minimum Data Set, dated [DATE], revealed the following: *Section A indicated
the assessment was his first assessment. *Section C Brief Interview for Mental Status score revealed a
score of 00, which indicated the resident's cognition was severely impaired.*Section E did not reveal any
coded behaviors that included behaviors directed towards others.*Section V revealed that Resident #1
triggered for CAA #9 Behavioral Symptoms and should have been care planned.Record review of Resident
#1's Change of Condition Evaluation, dated 09/03/25 revealed:The change of condition identified was
behavioral symptoms (agitation, psychosis).Findings: Resident redirected with no continued behaviors.Skin
Status Evaluation: No change of condition reported.Vitals Signs were evaluated.Provider Notification and
Feedback: clinician notified on 09/03/25 at 5:00 PM, and recommendation of the clinician was to monitor.
Resident Representative Notified on 09/03/25 at 5:00 PM. Record review of Resident #1's progress notes,
dated 06/23/25-09/24/25, revealed:*09/3/25 at 5:54 PM LVN A documented Resident (unidentified in the
progress note) yelled out and it was witnessed that Resident #1 hit another resident. The DON, resident
representative and the doctor were notified. Further review of Resident #1's progress notes did not reveal
any further incidents of aggression after 09/03/25. Record review of the facility's incident and accident report,
dated 09/24/25 revealed:Resident #1 had an incident of resident-to-resident aggression that occurred on
09/03/25. Record review of Resident #1's Q15 minute rounds documentation indicated that he was on 15
minute checks from 09/03/25-09/06/25. Record review of Resident #1's care plan, dated 9/2/25 revealed the
following:*Resident #1 had a focus behavior that addressed his risk for wandering and elopement (initiated
09/04/25).*Resident #1's care plan dated 09/2/25 did not address the incident of aggression from 09/03/25
by way of goals and interventions. During an interview on 09/24/25 at 6:57 PM, Resident #1 was unable to
participate in an interview as he did not answer any questions related to the incident that occurred on
09/03/25. Resident #2Record review of Resident #2's face sheet, dated 09/24/25, revealed a [AGE]
year-old-male was admitted to the facility on [DATE] with diagnoses to include Alzheimer's (memory loss),
anxiety (increased worry) and major depressive disorder (mood disorder characterized by persistent feelings
of sadness). Record review of Resident #2's Comprehensive Minimum Data Set, dated [DATE], revealed the
following: *Section C Brief Interview for Mental Status score revealed a score of 03, which indicated the
resident's cognition was severely impaired.*Section E did not reveal any coded behaviors.*Section V
revealed that Resident #2 did not trigger for CAA #9 Behavioral Symptoms.Record review of Resident #2's
Change of Condition Evaluation, dated 09/06/25 revealed:The change of condition identified was other
(resident to resident- hit another resident).Findings: No changes noted and the incident had not occurred
before.Skin Status Evaluation: No change of condition reported.Vitals Signs were evaluated.Provider
Notification and Feedback: clinician notified on 09/06/25 at 11:45 PM, and recommendation of the clinician
was to monitor.Resident Representative Notified on 09/06/25 at 11:45 PM. Record review of Resident #2's
progress notes, dated 06/23/25-09/24/25, revealed:*09/7/25 at 3:11 AM the ADON documented Resident #2
hit another resident that was watching TV in the dining room. Resident #2 hit another resident twice on the
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