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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 **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview, record review and policy review, the facility failed to implement a care plan for one of three sampled
harm residents (Resident A) when Resident A was an elopement risk. This failure resulted in Resident A not being monitored and
had the potential for elopement. Findings: Resident A was admitted to the facility with [DIAGNOSES REDACTED]. to think, feel,
Residents Affected - Few | and behave clearly). Resident A'sclinical record contained aform titled,Risk for Elopement dated 1/6/20, which
indicated Resident A's score was 12. At the bottom of the form indicated 10 or greater = (equals) elopement risk. Resident A's
clinical record contained a care plan initiated on 1/25/20, which indicated, Resident was found outside of the facility at the corner of
Pershing and Rose Marie lane. Under the section, Interventions was Will remain on 15 minutes monitoring
when in room, initiated on 1/26/20. Review of Resident A's Q (every) 15 Minute Safety Checks sheets revealed the following
missing dates: 1/26/20, 1/27/20, 1/29/20, 1/30/20, 1/31/20, and 2/5/20. During an interview with the Director of Nursing
(DON) on 2/7/20, at 11:51 am., she confirmed the facility was unable to produce documentation that Resident A was
monitored every 15 minutes, as care planned, on the above dates. Review of the facility's policy Care Planning Process,

dated 12/11/17 indicated, The care plan will be person centered and incorporate the patient/resident's goal's of care and
treatment.
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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
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these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567(02-99) Event ID: YL1011 Facility ID: 055304 If continuation sheet
Previous Versions Obsolete Page 1 of 1




