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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 record review, facility investigation and interview, the facility failed to ensure that a resident's care
plan was followed for transfer assist for 1 of 1 sampled resident (Resident #1 [R1]).On 2/19/26, R1's clinical
Residents Affected - Few record was reviewed. Documentation indicate that in the past year, R1 suffered a stroke and his/her left

side is affected. R1's left arm is flaccid and R1 is unable to move the left arm. Documentation in a nurse
note, dated 2/10/26, indicated CNA1 was transferring R1 from his/her wheelchair to the bed. The transfer
failed and CNAL1 lowered R1 to the floor. The charge nurse assessed the resident and no visible injuries
were identified.A review of R1's care plan for the problem deficit in functional mobility, dated 7/28/25,
indicated two staff are needed for transfers.A review of the facility investigation and CNAL1's written
statement regarding the incident was completed. CNA1 wrote that she did not follow the care plan which
instructed that two staff are needed for R1's transfers.On 2/19/26 at 9:10 a.m., in an interview with the
surveyor, the Administrator confirmed that CNA1 did not follow the care plan which required R1 to be
transferred with two staff.

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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