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Seaford Center 1100 Norman Eskridge Highway
Seaford, DE 19973

F 0656

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

Based on record review and interview, it was determined that for one (R113) out of thirty residents reviewed 
in the investigative sample, the facility failed to develop a care plan to address an identified concern. 
Findings include: Review of R113's clinical record revealed:10/11/24 - R113 was admitted to the facility.
3/20/25 12:00 AM - A wound note by E12 (Wound NP) documented that R113 was non-compliant with 
turning and repositioning and tells staff to leave her alone.3/27/25 3:59 AM - A wound note by E12 (Wound 
NP) documented that R113 was non-compliant with turning and repositioning and tells staff to leave her 
alone.9/4/25 11:08 AM - During an interview, E12 (Wound NP) stated that R113 would refuse to have her 
wounds touched and resisted care.9/4/25 12:09 PM - During an interview, E16 (NP) stated that R113 was 
resistant to care and refused to get out of bed.9/4/25 11:43 AM - During an interview, E17 (wound nurse) 
stated that R113 was behavioral, resistant to care and would refuse to allow staff to turn and reposition her.
9/4/25 12:25 PM - A review of R113's care plan lacked evidence for refusals of care that included 
individualized objectives, goals, and timeframes to meet R113's needs.9/5/25 10:40 AM - During an 
interview, E18 (CNA) stated that R113 was very behavioral, would constantly refuse care and refuse to get 
out of bed.9/5/25 10:51 AM - During an interview, E6 (RN) stated that R113 refused care and treatments and 
confirmed that a care plan for refusals should have been completed for her.9/9/25 2:00 PM - Findings were 
reviewed with E1 (NHA) and E3 (Quality Manager) during the exit conference.
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