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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 34231

Residents Affected - Few Based on interview and record review, the facility failed to ensure a plan of care was in place timely, for a
resident's non-compliance with a fall intervention related to the use of hipsters for 1 of 3 residents reviewed
for care plans. (Resident D)

Findings include:

The clinical record for Resident D was reviewed on 2/27/25 at 9:28 a.m. The resident's diagnoses included,
but were not limited to, vascular dementia and abnormalities of the gait.

The care plan, dated 7/22/24, indicated the resident was at risk for falls. The resident was to wear hipsters
(help reduce the risk of injuries from a fall, such as hip fractures, through impact-absorbing foam pads) at all
times as the resident would allow to decrease risk of injury with falls.

The progress note, dated 2/20/25 at 9:24 p.m., indicated the resident was walking in the dining room and fell
over onto her left hip. The residents' hipsters were not on. The nurse practitioner was notified and a new
order received for an x-ray.

The progress note, dated 2/21/25 at 1:26 a.m., indicated the resident was sent to the hospital due to a left
hip fracture.

The Interdisciplinary Team (IDT) note, dated 2/21/25 at 11:59 a.m., indicated the resident's hipsters were on
her dresser. Per the staff, the resident does not like the hipsters and may remove them at times.

On 2/26/25, a plan of care was implemented for non-compliance with fall interventions.

The resident's plan of care lacked documentation of the resident's non-compliance with the fall intervention
until 2/26/25.

During an interview, on 2/27/25 at 10:53 a.m., Certified Nursing Aide (CNA) 4 indicated the resident
frequently removed her hipsters and clothing and had done that for the past 2 to 3 months. The resident was
able to dress and undress herself.
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During an interview, on 2/27/25 at 2:57 p.m., the Director of Nursing indicated the staff were aware the
resident was removing her hipsters, but she was not. The resident was care planned for disrobing.

During an interview, on 2/27/25 at 3:42 p.m., the Director of Nursing indicated the facility did not have a
policy on care plans but they follow the Resident Assessment Instrument (RAI) manual.
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