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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and
 prepared, reviewed, and revised by a team of health professionals.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on facility policy review, facility documentation, medical record review, and interview the facility failed to revise a
comprehensive care plan for 1 of 3 residents (Resident #1) reviewed for falls. The findings include: Review of the
 facility policy titled, Fall Management dated [DATE]5/2019 revealed, .The interdisciplinary team will review and revise the care
plan.upon a fall event and as needed thereafter. Review of the medical record, revealed Resident #1 was admitted to
 the facility on [DATE] with [DIAGNOSES REDACTED]. Review of the medical record, Quarterly Minimum Data Set ((MDS)
dated
 [DATE] revealed Resident #1 had a Brief Interview for Mental Status (BI[CONDITION]) score of 14 indicating no cognitive
 impairment. Review of facility fall documentation dated [DATE]20 revealed Resident #1 was found on the floor in front of
 her wheelchair by Certified Nursing Assistant #1. Review of the care plan dated 11/13/2019 revealed no new interventions
 for Resident #1 related to the fall on [DATE]20. During an interview conducted on [DATE]4/2020 at 12:03 PM, the MDS
 Coordinator confirmed the fall care plan for Resident #1 was not updated to reflect interventions for the fall on [DATE]20. During an
interview conducted on [DATE]4/2020 at 12:30 PM, the Director of Nursing confirmed the fall care plan for
 Resident #1 was not updated to reflect new interventions for the fall on [DATE]20.
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