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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** 40560

Residents Affected - Few Based on observation, interview, and record review, the facility failed to follow a physician order, and a care
planned intervention, for ensuring a wheelchair tab alarm was in place, for one of two sampled residents
(Resident 1).

This failure had the potential to lead to negative outcomes for Resident 1.
Findings:

During a review of Resident 1's Admission Record undated, indicated in part, Resident 1 was admitted to the
facility on [DATE], with diagnoses including a lack of coordination, difficulty in walking, and repeated falls.

During a concurrent observation and interview, on 5/16/24, starting at 4:40 p.m., with the Assistant Director
of Nursing (ADON 1), outside the facility's main entrance, Resident 1 was seated in a wheelchair, at a table.
The Resident 1's wheelchair was observed without a wheelchair tab alarm. The ADON 1 examined Resident
1's wheelchair and confirmed there was no wheelchair tab alarm. The ADON 1 verbalized there should have
been a wheelchair tab alarm on Resident 1's wheelchair.

During an interview on 5/16/24, starting at 5:12 p.m., with Licensed Nurse (LN 1), the LN 1 confirmed
Resident 1 should have had a wheelchair tab alarm in place, while seated in Resident 1's wheelchair, but did
not.

During a review of Resident 1's medical record, Resident 1's physician orders were reviewed. The Resident
1 had an active physician order, with an order date of 5/3/24, which indicated in part Tab alarm while in
bed/wheelchair Q (every) shift to alert resident (Resident 1) when getting out of bed unassisted.

During a review of Resident 1's Order Summary Report undated, indicated in part, an order dated 2/26/24,
for Tab alarm while in bed/wheelchair Qshift to alert resident (Resident 1) when getting out of bed
unassisted.

During a review of Resident 1's Care Plan undated, indicated in part Resident 1 Is at risk for fall and injury
with an intervention of Personal alarm in: bed, wheelchair. Resident 1's Care Plan indicated this intervention
was initiated on 2/26/24.
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F 0656 During a review of the facility's policy and procedure titled Care Plans, Comprehensive Person-Centered
dated 3/22, indicated in part A comprehensive, person-centered care plan .is developed and implemented for

Level of Harm - Minimal harm or each resident. The policy further indicated in part The comprehensive, person-centered care plan .describes

potential for actual harm the services that are to be furnished to attain or maintain the resident's highest practicable physical, mental,

and psychosocial well-being.
Residents Affected - Few
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