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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- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on observation, interview and record review; the facility failed to implement aresident's care plan for fallsfor 1

harm (#4) out of 5 sampled residents. Findings: Resident #4 wasinitially admitted on [DATE] and readmitted on [DATE] with
[DIAGNOSES REDACTED]., [MEDICATION NAME] Hemorrhage, [MEDICAL CONDITIONS] and aHistory of Falls. A review

Residents Affected - Few | of the

facility's incident/accident log revealed Resident #4 had falls on 6/6/2020, 8/19/2020 and 9/7/2020. A review of Resident

#4's care plan revealed she was care planned to be at risk for falls with an intervention that included to ensure the

resident has and wears proper footwear. On 9/23/2020 at 11:25 AM, Resident #4 was observed sitting in awheelchair to the

left side of her bed. The resident had on blue and white regular socks with no grip strips on the bottom. On 9/23/2020 at

12:20 PM, Resident #4 remained seated in her wheelchair with one leg crossed over the other. No grip strips were visible on the

bottom of her blue and white socks. On 9/24/2020 at 11:50 AM, Resident #4 was observed feeding herself lunch in her

wheelchair. She was observed wearing with same regular blue and white socks with no grip strips on the bottom that were

observed on 9/23/2020. An interview on 9/24/2020 at 12:50 AM was conducted with SIDON. She reviewed the resident's care

plan and acknowledged the intervention of esnuring proper footwear. She stated that she had observed the resident earlier

and confirmed that the resident had on regular socks. She further stated that the resident should either have on nonslip

socks with grip strips or shoes.
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