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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48668

Residents Affected - Few Based on interview and record review, the facility failed to revise the care plan (a document which provides
direction for and communicates to staff the individualized care of the resident) for one of three sampled
residents (Resident 1) after a fall incident.

This failure had the potential to result in Resident 1's repeat occurrence of falling.
Findings:

Resident 1 was admitted to the facility on [DATE], with diagnoses that include Dementia, Anxiety,
Unsteadiness on Feet. History and Physical (H&P) indicated that Resident 1 has fluctuating capacity to
understand and make decisions and was assessed of having a high risk of falling. Facility reported that
Resident 1 had an unwitnessed fall on 3/8/24 and was not complaining of any pain or discomfort until when
Resident 1 complained of hip pain on 3/16/24. An X-ray (a procedure using a machine to capture an image in
any solid internal part of the body like bones) indicated right hip fracture (break in the continuity of a bone).

During an observation on 4/3/24 at 10:50 p.m., with Resident 1, in room [ROOM NUMBER] B, Resident 1
was observed resting comfortably in her bed, and had no signs of any distress or discomfort. Room was
dimly lit, room had conducive temperature, bed kept in low position. Call light button kept within reach.

During a concurrent interview and record review on 4/3/24 at 11:15 p.m., with Nurse Supervisor (NS), the fall
care plans dated 3/1/24 (before the fall incident), and 3/9/24 (after the fall incident) were reviewed with NS
and records indicated similar interventions on both. NS verbalized that the intervention should have been
revised after the fall incident.

During an interview on 4/16/24 at 2:15 p.m., with the director of nursing (DON), DON confirmed that the
additional interventions to include falling star, fall mat, and to keep resident within close distance from the
station for safety monitoring were added on 4/4/24.

During an interview on 4/18/24 at 10:45 a.m., with the Minimum Data Set (MDS) coordinator, MDS stated
that there was an IDT meeting on 3/9/24 to address Resident 1's fall incident on 3/8/24 but agreed the care
plan was similar before and after the fall incident and should have been updated to include new interventions
to have prevented another fall/accident to Resident 1.
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F 0657 During a review of facility's policy and procedure (P&P) titled, Care Plans, Comprehensive Person-Centered

dated 3/2022, the P&P indicated, The care plan interventions should be derived from information obtained
Level of Harm - Minimal harm or from the resident and his/her family/responsible party, with possible discretionary modifications resulting from
potential for actual harm the comprehensive assessment.

Residents Affected - Few
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