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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
facility policy reviews, medical record reviews, observations, and interview, the facility failed to
Residents Affected - Few implement the comprehensive care plan's fall interventions for 2 residents (Residents #1 and #66) of 4

residents reviewed for accidents. The findings include: Review of the facility's policy titled,

Guidelines For Incidents/Accidents/Falls, dated 6/2023, revealed .The resident has a care plan put
into place with interventions . Based on the results of the incident/accident/fall, the residents care

plan will be addressed to ensure that any needed points of focus have measurable goals with
appropriate interventions in place . Each fall needs a new care plan intervention .Review of the
facility's policy titled, Baseline Care Plan Assessment/Comprehensive Care Plans, dated 3/2021,
revealed . The comprehensive care plan will further expand on the resident's risks, goals and
interventions using the person-centered plan of care approach for each resident . in an effort to
achieve the highest level of functioning and the greatest degree of comfort, safety .for the resident
.Review of the medical record revealed Resident #1 was admitted to the facility on [DATE], with
diagnoses including Dementia, Diabetes Mellitus, and Hypertension. Review of the Significant Change
in Status (SCSA) Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #1 scored a
3 on the Brief Interview for Mental Status (BIMS) assessment which indicated the resident had severe
cognitive impairment. Review of the comprehensive care plan for Resident #1 revealed .at risk for
falls . with an intervention dated 2/17/2026, .gripper strips [non-skid strips] to both sides of the bed
.Review of the medical record revealed Resident #66 was admitted to the facility on [DATE], with
diagnoses including Diabetes Mellitus, Schizophrenia, Dementia, and Hypertension.Review of a
quarterly MDS assessment dated [DATE], revealed Resident #66 scored a 5 on the BIMS assessment
which indicated the resident had severe cognitive impairment. Review of the comprehensive care plan
for Resident #66 revealed .at risk for falls . with an intervention dated 2/5/2026, .anti-roll back to
wheelchair . and an intervention dated 2/8/2026, .non-skid strips to floor next to bed .During
observations on 5/4/2026 at 11:00 AM and 5/5/2026 at 2:55 PM, revealed Resident #1 did not have
non-skid strips on either side of the bed as stated on the care plan.During observations on 5/4/2026

at 11:05 AM and 5/5/2026 at 2:45 PM, revealed Resident #66 did not have non-skid strips next to the
bed as stated on the care plan.During an observation on 5/6/2026 at 5:00 PM, revealed Resident #66
was in a wheelchair that did not have an anti-roll back device as stated on the care plan.During an
observation and interview on 5/6/2026 at 5:25 PM, the Administrator confirmed there were no
non-skid strips next to the beds for Resident #1 or Resident #66, the wheelchair Resident #66 was
sitting in did not have an anti-roll back device, and confirmed these items were listed on both
resident's comprehensive care plan.
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