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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 harm
or potential for actual harm 50351

Residents Affected - Few Based on observation, interview, and record review, the facility failed to develop a comprehensive care plan
on wound care interventions for 2 of 6 sample residents (Resident 2 and Resident 4).

This failure to develop and implement a comprehensive person centered care plan on specific wound care
needs had the potential for Resident 2 and Resident 4 to receive inaccurate and inadequate care.

Findings:

During record review of Minimum Data Set (MDS, an assessment tool) for Resident 2 dated 10/1/2024,
indicated, Resident 2 had diabetic foot ulcer under (MDS) section M.

During interview with Resident 2 on 11/20/2022 at 3:25 p.m., stated, had . wound to right foot, wound
dressings changed every other day .

A record review of Resident 2's clinical record indicated treatment order dated 11/19/2024 for Right Plantar
Foot, Diabetic .

During record review of Resident 2's electronic health record, there was no care plan for Resident2's
diabetic foot ulcer and wound order treatment.

During record review of Resident 4's clinical record, indicated a primary diagnosis of Infection following a
Procedure, organ, and space surgical site. Resident 4's MDS section M, indicated resident had a surgical
wound.

During record review of Resident 4's order dated 9/17/24, indicated NPWT (Negative Pressure Wound
Therapy, a type of wound care therapy) dressing change three times a week and as needed. Cleanse wound
bed with Normal Saline, pat dry, apply skin sealant to surrounding tissue (skin prep) . Cut sponge to wound
size and place in wound. Cover with Transparent Dressing .

During record review of the electronic health record, there was no care plan for Resident 4's NPWT
placement for wound care management.
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During an interview on 11/21/2024 at 9 a.m., with Licensed Nurse (LN 3) , upon review of Resident 2's
clinical record, LN 3 confirmed there was wound care plan. Upon review of Resident 4's clinical record, LN 3
stated no wound therapy care plan was present in resident ' s record.

During interview with Director of Nursing (DON) on 11/21/24 at 9:07 a.m., the DON reviewed Resident 2's
care plan and confirmed there was no specific interventions or care plan present for the diabetic wound. The
DON reviewed Resident 4's care plans and stated there were no wound care plans in place. The DON
further stated residents (Resident 2 and Resident 4) must have a care plan related to wound treatment and
nurses should have initiated the care plans.

Review of facility document Comprehensive care plans dated 3/1/23 indicated: .It is the policy of this facility
to develop and implement a comprehensive person-centered care plan for each resident, consistent with
resident's rights that include measurable objectives and time frames to meet a resident's medical, nursing,
and mental and psychosocial needs that are identified in the resident's comprehensive assessment .3. The
comprehensive care plan will describe at a minimum, the following: a. The services that are to be furnished
to attain or maintain the resident's highest practicable physical, mental, and psychosocial well-being.

A review of facility document titled ' Pressure Injury Prevention and Management ' dated 3/3/2023 indicated,
4. Interventions for Prevention and to promote Healing .a. After completing a thorough
assessment/evaluation, the interdisciplinary team shall develop a relevant care plan that includes
measurable goals for prevention and management of pressure injuries with appropriate interventions . f.
Interventions will be documented in the care plan and communicated to all relevant staff . b. Interventions on
aresident ' s plan of care will be modified as needed.
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