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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 Based on interview and record review the facility failed to ensure a care plan was initiated for 1 of 1
residents reviewed. (Resident 3)Findings include:Resident 3's record was reviewed on 05/26/2026 at
Residents Affected - Few 10:10 AM. Diagnoses included major depressive disorder, obesity, and history of falling.A review of

Resident 3's current quarterly MDS indicated their BIMS (Basic Interview for Mental Status) score
was 15 (cognitively intact).There was no care plan related or interventions for major depressive
disorder.In an interview, on 05/29/2026 at 12:51 PM, the Administrator indicated Resident 3's care
plan was personalized, and they are monitoring behaviors related to depression.In an interview, on
05/29/2026 at 1:33 PM, the DON stated they did not have any care plans specific to major depressive
disorder.A current policy, dated 05/29/2026, provided by the DON indicated the care plan would
include measurable objectives and time frames for meeting the resident's medical, nursing, and
mental/psychosocial needs.410 IAC (Indiana Administrative Code) 16.2-3.1-50(a)(2)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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