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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34401

Residents Affected - Few Based on interview and record review, the facility failed to develop a care plan for one of three sampled
residents (Resident 1) pressure injury (Pl-pressure injury is localized damage to the skin and underlying soft
tissue usually over a bony prominence). This failure had the potential for unmet care needs and Resident 1"
s wound to worsen.

Findings:

During a review of Resident 1's Progress Note (PN), dated 7/20/24, the PN indicated Resident was
transferred to the acute hospital and was readmitted back to the facility on [DATE]. Resident 1's
Readmission Skin Assessment (RSA), dated 8/2/24, indicated Resident 1 was readmitted with a PI to right
buttock.

During a review of Resident 1's Order Summary Report (OSR), dated 8/2/24, the OSR indicated and order
for Medihoney (wound gel) to be applied to Resident 1 ' s PI to right buttock every day for 21 days. A review
of Resident 1 ' s care plan indicated no documented evidence a care plan was developed for Resident 1's
PI to right buttock.

During concurrent interview and record review on 9/24/24 @ 12 p.m. with Director of Nurses (DON),
Resident 1 ' s clinical records was reviewed. DON stated Resident 1 was readmitted back to the facility on
[DATE] with a PI to right buttock. DON reviewed Resident 1 's care plan and was unable to find documented
evidence a care plan was develop for Resident 1 ' s Pl to the right buttock. DON stated Resident 1's care
plan should have been developed and/or updated.

During an interview on 9/24/24 at 2:22 p.m. with Treatment Nurse (TN), TN stated Resident 1 was
readmitted on [DATE] with multiple wounds including PI to the buttocks area. TN stated it was the facility
practice to update and/or developed wound care plan upon admission to the facility. TN confirmed no care
plan was updated and/or developed for Resident 1 ' s wound.

During a review of the facility ' s policy and procedure (P&P) titled, Care Plans-Baseline, dated 5/22, the P&P
indicated, 1. The baseline care plan includes instructions needed to provide effective, person-centered care
of the resident that meet professional standards of quality of care and must include the minimum healthcare
information necessary to properly care for the resident including, but not limited to the following: a. Initial
goals based on admission orders and discussion with the resident/representative; b. Physicians orders;
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