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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 35474

Residents Affected - Few Based on record review and interview, the facility failed to ensure a comprehensive care plan was developed
for 1 (#1) of 3 sampled residents whose care plans were reviewed.

The DON identified 75 residents resided in the facility.
Findings:

A policy titled Signing out LOA [leave of absence], dated January 2016, showed each resident leaving the
premises was to be signed out on the sign out register at the nurses' station.

A policy titled Comprehensive Person Centered Care Plan, dated 01/23/19, read in part, Each resident will
have a person centered plan of care to identify proems, needs, strengths, preferences, and goals that will
identify how the interdisciplinary team will provide care.

A care plan, dated 02/22/25, did not show the resident was able to sign themselves out for outings, enjoyed
being outside on their motorized wheel chair, or that staff had to sign the resident out at times.

An admission assessment, dated 02/24/25, showed Resident #1 had a diagnosis of hypertension and a brief
interview for mental status score of 13, which indicated the resident was cognitively intact for daily decision
making.

A sign out sheet, dated 02/28/25 through 04/16/25, showed the resident had signed themselves out of the
facility five times and the facility staff had signed them out six times.

A nurse note, dated 04/16/25 at 10:14 a.m., showed Resident #1 was observed to leave the facility in their
motorized wheel chair and had not signed themselves out on the sign out log.

On 04/23/25 at 11:42 a.m., LPN #1 stated Resident #1 enjoyed going outside, riding around the
neighborhood on their motorized wheel chair, and was safe to do so. They stated Resident #1 was aware of
the protocol to sign out but, at times they did not. LPN #1 stated staff had to sign the resident at times
because the resident would not sign the book or alert staff they were leaving.
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F 0656 On 04/23/25 at 12:03 p.m., the DON stated Resident #1 had been assessed and deemed safe to leave the
facility in their motorized wheel chair and the resident enjoyed being outside. They stated at times the
Level of Harm - Minimal harm or resident would not sign themselves out and staff would sign the book for them. The DON stated they had
potential for actual harm provided education on the protocol for signing out of the facility and they thought it had been care planned.

Residents Affected - Few On 04/23/25 at 1:15 p.m., Resident #1 stated they had been informed of the protocol to sign out of the facility
and thought they did each time, but could not remember.

On 04/23/25 at 4:15 p.m., care plan coordinator #1 reviewed the care plan for Resident #1 and stated they
had not developed a care plan which indicated the resident was able to sign themselves out of the facility, at
times would not sign out and staff had to sign the resident out, enjoyed being outside/leaving the facility, or
that the protocol for signing out had been care planned. Care Plan Coordinator #1 stated, | guess | just failed
to do that.
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