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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review, observation, and resident and staff interview, it was determined that the facility failed
Residents Affected - Few to implement comprehensive care plan interventions to address individual resident needs as identified in the

comprehensive assessment for one of seven sampled residents. (Resident 1)Findings include: Clinical
record review revealed that Resident 1 had diagnoses that included chronic obstructive pulmonary disease,
osteoarthritis, and osteoporosis. Review of the Minimum Data Set assessment dated [DATE], revealed that
the resident was able to communicate her needs clearly and required staff assistance for mobility. Review of
the current care plan revealed that Resident 1 was at risk for falls with an intervention for staff to ensure that
the resident had a reacher (an assistive tool to help retrieve objects) placed within her reach. In an interview
at 1:30 p.m., on September 4, 2025, Resident 1 stated, | haven't had my reacher in a while. | would like to
have it. Observation of Resident 1's room revealed that the reacher was not available to the resident. At 1:45
p.m., Licensed Practical Nurse Supervisor 1 (LPNS 1) looked in Resident 1's room and could not find the
reacher. In an interview on September 4, 2025, at 1:45 p.m., LPNS 1 confirmed that the reacher for Resident
1 was a current intervention and that it was not in the resident's room for her to use. CFR 483.21(b)(1)
Comprehensive Care PlansPreviously cited 10/10/24 28 Pa. Code 211.12(d)(1)(5) Nursing services.

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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