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Parkview Care Center 1406 Oak Harbor Rd
Fremont, OH 43420

F 0657

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared,
reviewed, and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
medical record review, staff interview, and policy review, the facility failed to ensure comprehensive
care plans included a discharge plan of care. This affected four (#13, #31, #32, and #33) of five
residents reviewed for discharge care plans. The facility census was 29.Findings include:1. Review of
the medical record for Resident #13 revealed an admission date of 01/18/26 and readmission dates of
02/06/26, 02/24/26, 03/26/26, 04/05/26, and 04/13/26. Diagnoses included dementia, hypertension,
and type two diabetes mellitus.Review of the admission Minimum Data Set (MDS) assessment dated
[DATE] revealed the resident had impaired cognition.Review of Resident #13's plan of care initiated
01/19/26 and last revised 04/17/26 revealed no care plan had been initiated for discharge planning.
Interview on 04/20/26 at 3:38 P.M., MDS Registered Nurse (MDSRN) #310 verified a discharge care
plan had not been initiated and should have been included in the plan of care for Resident #13. 2.
Review of the medical record for Resident #31 revealed an admission date of 02/26/26 and a
discharge date of 03/29/26. Diagnoses included dementia, Parkinsonism, bipolar disorder, and
hypertension.Review of the admission MDS assessment dated [DATE] revealed the resident had
impaired cognition.Review of the Resident #31's plan of care initiated 02/26/26 revealed no care plan
had been initiated for discharge planning. Interview on 04/20/26 at 3:38 P.M., MDSRN #310 verified a
discharge care plan had not been initiated and should have been included in the plan of care for
Resident #31. 3. Review of the medical record for Resident #32 revealed an admission date of
02/26/26 and a discharge date of 03/27/26. Diagnoses included type two diabetes mellitus,
hypertension, and atrial fibrillation. Review of the admission MDS dated [DATE] revealed the resident
had intact cognition.Review of Resident #32's plan of care initiated 02/27/26 revealed no care plan
had been initiated for discharge planning.Interview on 04/20/26 at 3:38 P.M., MDSRN #310 verified a
discharge care plan had not been initiated and should have been included in the plan of care for
Resident #32. 4. Review of the medical record for Resident #33 revealed an admission date of
02/08/26 and a discharge date of 03/03/26. Diagnoses included type two diabetes mellitus and
hypertension.Review of the admission MDS dated [DATE] revealed the resident had intact
cognition.Review of Resident #33's plan of care initiated 02/09/26 revealed no care plan had been
initiated for discharge planning. Interview on 04/20/26 at 3:38 P.M., MDSRN #310 verified that a
discharge care plan had not been initiated and should have been included in the plan of care for
Resident #33. Review of the facility policy Care Plans, Comprehensive Person-Centered, revised
12/2016, revealed a comprehensive care plan should be developed and implemented for each resident
and include measurable objectives and timetables to meet the resident's needs. Further review of the
policy revealed the comprehensive care plan would include the resident's stated preference and
potential for future discharge.This deficiency was an incidental finding discovered during the course
of this complaint investigation.
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