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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** Based on
interview and record review, the facility failed to develop a pain care plan for one out of three
Residents Affected - Few sampled residents (Resident 1). This failure had the potential to result in Resident 1 not receiving

specific care interventions related to Resident 1's pain.Findings:During a review of Resident 1's
admission Record, the admission Record indicated Resident 1 was admitted to the facility on [DATE]
with diagnoses including Unilateral Primary Osteoarthritis of the left hip (a progressive disorder of the
joints, caused by a gradual loss of cartilage), left hip artificial joint, and anxiety disorder (a mental
health condition defined by intense, excessive, and persistent worry or fear about everyday
situations).During a review of Resident 1's physician order, dated 5/18/2026, the physician order
indicated to administer Hydrocodone-Acetaminophen (a pain medication) 10-325 milligram (mg, a unit
of measurement) one tablet by mouth every four hours as needed for moderate to severe pain.During a
review of Resident 1's Minimum Data Set (MDS, a resident assessment tool), dated 5/24/2026, the
MDS indicated Resident 1's cognition (ability to think and process) was intact. The MDS indicated
Resident 1 required substantial assistance (helper does more than half the effort) from staff for
toileting hygiene, showering, lower body dressing, sitting to standing, and transfers. The MDS
indicated Resident 1 had frequent pain and recently had a hip replacement.During a concurrent
interview and record review on 5/29/2026 at 8:48 a.m. with Registered Nurse (RN 1) 1, Resident 1's
Care Plan Report, undated, was reviewed. The Care Plan Report did not include a care plan for
Resident 1's left hip pain. RN 1 stated there were no care plans for Resident 1's pain. RN 1 stated
care plans should be initiated within 3 days of admission. RN 1 stated the care plan was a means of
communication for all staff caring for the residents and it was important to have a care plan for
everyone to see, follow, and be consistent in the residents' care. During an interview on 5/29/2026 at
9:06 a.m. with Resident 1, Resident 1 stated she had pain in her left hip after having a left hip
replacement surgery. During a review of the facility's policy and procedure (P&P), titled
Develop-Implement Comprehensive Care Plans, dated 1/2026, the P&P indicated the facility would
develop a person-centered comprehensive care within seven days after the completion of the
comprehensive assessment. The P&P indicated care plans should describe the residents' needs and
preferences and how the facility would assist in meeting those needs and preferences.
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