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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 - Potential for

minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, medical record review, and facility P&P review, the facility failed to develop a comprehensive plan
Residents Affected - Some of care to reflect the individual care needs for one of three sampled residents (Resident 1). * Resident 1

had a change of condition on 1/31/26, showing the resident's daughter reported to the licensed nurse a
CNA was unable to meet the resident's needs and harassing the resident. However, there was no care plan
developed to address the resident's daughter's allegations. This failure posed the risk of not providing
appropriate, consistent, and individualized care to Resident 1 and placed the resident at continued risk of
danger and/or harm. Findings: Review of the facility's P&P titled Comprehensive Care Plans-Timing revised
1/2025 showed each resident has a person-centered, comprehensive care plan, developed, reviewed and
revised by the facility interdisciplinary team including the resident and resident representative, if applicable.
Medical record review for Resident 1 was initiated on 2/17/26. Resident 1 was admitted to the facility on
[DATE]. Review of Resident 1's SBAR: Change of Condition dated 1/31/26, showed Resident 1's daughter
reported a CNA was unable to meet Resident 1's needs and harassed the resident. Review of Resident 1's
plan of care did not show a care plan problem was developed to address the resident's daughter's
allegation of the staff not meeting the resident's needs and allegation of harassment towards the resident.
On 2/18/26 at 1136 hours, an interview and concurrent medical record review was conducted with LVN 2.
LVN 2 verified a care plan problem was not developed following Resident 1's change of condition on
1/31/26. LVN 2 stated the purpose of developing a care plan related to the resident's change of condition
was to ensure the goals and interventions were being met or if the interventions needed to be revised. On
2/18/26 at 1528 hours, an interview and concurrent medical record review was conducted with LVN 3. LVN
3 verified there was no care plan problem developed to address Resident 1's change of condition on
1/31/26. LVN 3 stated the importance of a care plan was to create and update the resident goals as
needed, along with the interventions. On 2/23/26 at 1012 hours, a telephone interview was conducted with
the Administrator. The Administrator was informed and acknowledged the above findings.
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