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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 and staff interview it was determined that the facility failed to develop and/or
Residents Affected - Few implement a comprehensive care plan that addressed individual resident needs as identified in the

comprehensive assessment for two of three sampled residents. (Residents 1, 2)Findings include:
Clinical record review revealed that Resident 1 had diagnoses that included metabolic
encephalopathy, dementia, and depression. The Minimum Data Set (MDS) Care Area Assessment
(CAA) summary dated January 29, 2026, noted that Resident 1's dementia diagnosis, delirium, and
behavioral symptoms were to be addressed in the care plan. Review of the nurses' notes dated July
3, 6,12, 16, 17, 20, 24, and 26, 2026, revealed that Resident 2 displayed restlessness, agitation, and
exit seeking behaviors. The resident was redirected with a baby doll, taken outside accompanied by
staff, and administered as needed anti-anxiety medication (lorazepam). In addition, a review of the
elopement (unauthorized departure from the facility) assessment dated [DATE], revealed that the
resident wandered and was at risk for elopement. A physician's order dated April 28, 2026, instructed
staff to apply an alert bracelet to the resident. There was no documented evidence that the facility
included interventions on the care plan to monitor the resident's exit seeking behavior and the use of
this device. There was no documented evidence that dementia, delirium, behavioral symptoms, or exit
seeking behaviors were care planned for Resident 1. Clinical record review revealed that Resident 2
had diagnosis that included dementia. The MDS CAA summary dated November 14, 2025, noted that
Resident 2's dementia diagnosis and behavioral symptoms were to be addressed in the care plan.
Review of nurses' notes dated July 7, 16, 17, 21, and 22, 2026, revealed that Resident 2 displayed
agitation and having conversations with herself on a nonworking telephone. There was no
documented evidence that dementia or behavioral symptoms were care planned for Resident 2.In an
interview on July 27, 2026, at 12:44 p.m., the Administrator confirmed there was no documented
evidence that the care plans addressed Resident 1's dementia diagnosis, delirium, behavioral
symptoms, and exit seeking behavior and Resident 2's dementia diagnosis and behavioral symptoms.
28 Pa. Code 211.12(d)(1)(5) Nursing services.
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