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155215 10/15/2025

Plainfield Health Care Center 3700 Clarks Creek Rd
Plainfield, IN 46168

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Based on record review and interview, the facility failed to complete physician ordered weekly skin 
assessments or document the resident's refusal for 2 of 4 residents reviewed for quality of care. (Resident B 
and E)Findings include:1. A clinical record review for Resident B was completed on 10/14/25 at 12:02 p.m. 
Diagnoses included rhabdomyolysis (a condition characterized by the breakdown of skeletal muscle tissue, 
leading to release of harmful substances into the bloodstream), type II diabetes mellitus, history of coccyx 
fracture, and morbid (severe) obesity.A current physician's order, dated 12/26/24, indicated to complete a 
weekly skin assessment every evening shift on Mondays for weekly skin assessments.The resident's clinical 
record lacked an ordered skin assessment for 6/2/25, 6/23/25, 6/30/25, 7/7/25, 7/28/25, 8/4/25, 8/11/25, 
9/1/25, 9/15/25, 9/22/25, and 9/29/25.A health care plan, dated 5/9/24, indicated the Resident B would refuse 
care. Interventions included, to monitor behavior episodes and attempt to determine underlying cause. 
Consider location, time of day, persons involved, and situations. Document behavior and potential causes.A 
general progress note, dated 10/3/25, indicated the area to Resident B's right flank had worsened. There 
was noted redness, warmth, and odor. There was a small amount of serosanguinous drainage (a type of 
wound drainage that was light pink, thin and watery) noted. The wound was 75% necrotic tissue (dead tissue 
cells) and 25% adherent slough (dead tissue accumulated on the wound bed, appearing as yellow, tan, white 
material). New orders were received from Nurse Practitioner for an antibiotic and a specialty mattress.2. The 
clinical record for Resident E was completed on 10/14/25 at 2:20 p.m. Diagnoses included chronic 
obstructive pulmonary disease, contusions to right and left small toes, type II diabetes mellitus, and dementia.
A current physician's order, dated 5/20/25, indicated to complete a weekly skin assessment every day shift 
on Thursdays for weekly skin assessments.The residents clinical record lacked an ordered skin assessment 
for 8/26/24, 9/2/25, and 9/9/25.A current health care plan, dated 12/31/24, indicated the resident had a 
potential for pressure ulcer development related to decreased mobility and incontinence. Interventions 
included complete head-to-toe skin assessment weekly and as needed.During an interview on 10/15/25 at 
3:27 p.m., the Director of Nursing (DON) indicated the skin assessments should be completed and 
documented weekly on the day and shift indicated in the order. If a resident refuses to allow the assessment, 
they should be approached at a later time. If they continue to refuse, the refusal should be documented in 
the clinical record.A current facility policy, revised 6/2020, titled, Wound Management, provided by the 
Corporate Nurse Consultant on 10/15/25 at 4:30 p.m., included the following: .Procedure I. Assessment A. A 
Licensed Nurse will perform a skin assessment upon admission, readmission, weekly, and as needed for 
each resident. II. Wound Management.G. The Attending Physician and Interdisciplinary Team (IDT) will be 
notified of:.vi. Residents refusing treatment.This citation relates to Intake 2636572.3.1-37(a)
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