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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 34231

Residents Affected - Few Based on interview and record review, the facility failed to ensure a plan of care was in place for a resident's
(Resident D) refusal of care for 1 of 3 residents reviewed for for care plans.

Findings include:

The clinical record for Resident D was reviewed on 2/21/24 at 10:30 a.m. The diagnoses included, but were
not limited to, dementia and stage 3 (full thickness tissue loss) pressure ulcers to the coccyx, left buttock and
right buttock.

The progress note, dated 1/28/24 at 1:47 a.m., indicated the resident had a shearing area to the left and right
buttocks.

The wound note, dated 1/29/24 at 3:50 p.m., indicated the areas were noted to be Stage 3 pressure ulcers.

The wound physician note, dated 2/1/24, indicated the resident had a Stage 3 to the left buttock which
measured 2.3 cm (centimeters) in length, 2.4 cm in width with a depth of 0.1 cm ; Stage 3 to the coccyx
which measured 1.1 cm in length, 0.5 cm in width with a depth of 0.1 cm; and the Sage 3 to the right buttock
which measured 2.5 cm in length, 1.2 cm in width with a depth of 0.1 cm.

During an interview on 2/21/24 at 2:20 p.m., the wound nurse indicated the resident refused to turn side to
side. Every time the resident was repositioned, she would roll to her back not 30 minutes later.

During an interview on 2/21/24 at 3:06 p.m., CNA (Certified Nursing Aide) 6 indicated she typically did not
have the resident, but when she did, she was very non-compliant with turning and repositioning.

During an interview on 2/22/24 at 9:50 p.m., RN (Registered Nurse) 7 indicated the resident would not let
them do anything for positioning. Each time they turned her on her side, 5 to 10 minutes later, she had
already turned over to her back. They continue to turn her, but she always puts herself back on her back.
She had refused turning for about 2-3 months.
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F 0656 During an interview on 2/22/24 at 10:15 a.m., CNA 8 indicated the only time the resident would turn would be
when they check and changed her every 2 hours. She preferred to lay on her back. She would not let you

Level of Harm - Minimal harm or turn her side to side and removed pillows placed for off-loading. She had been refusing to turn and reposition

potential for actual harm for about 2 months.

Residents Affected - Few The clinical record lacked documentation of a plan of care for refusal to turn and reposition.

During an interview on 2/22/24 at 1:50 p.m., RN 7 indicated if a resident consistently refused to turn and
reposition, a care plan should have been in place for the refusal of care.

On 2/22/24 at 1:59 p.m., the Director of Nursing provided a current copy of the document titled
Comprehensive Care Plan dated 1/13/2018. It included, but was not limited to, Procedure .To ensure that the
resident .is included in all aspects of person-centered care planning .Procedure .The Comprehensive Care
Planning will describe the following .Any services that would otherwise be required but are not provided due
to the resident's exercise of rights including the right to refuse treatment

3.1-35(b)(2)
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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Minimal harm or 34231
potential for actual harm
Based on interview and record review, the facility failed to ensure residents' (Residents D and E) treatments
Residents Affected - Few were completed, as ordered by the physician, for 2 of 3 residents reviewed for pressure ulcers.

Findings include:
1. The clinical record for Resident D was reviewed on 2/21/24 at 10:30 a.m., The diagnoses included, but
were not limited to, stage 3 pressure ulcers (full thickness tissue loss) to the coccyx, left buttock and right

buttock.

The care plan, dated 8/17/23, indicated the resident was at risk for impaired skin integrity and to perform
treatments as ordered by the physician.

The February 2024 treatment administration record (TAR) indicated staff were to cleanse the resident's
coccyx, left buttock and right buttock wounds with normal saline, apply calcium alginate and cover with a
foam dressing daily for wound care.

The February 2024 TAR lacked documentation of treatment completion on 2/3/24, 2/6/24, 2/8/24, 2/10/24
and 2/18/24 for the left and right buttocks; and 2/3/24, 2/6/24, 2/8/24 and 2/10/24 for the coccyx.

The February 2024 TAR indicated, dated 2/11/24 to discontinue the previous treatment to the coccyx with a
new treatment, dated 2/11/24, to cleanse the coccyx pressure ulcer with normal saline, apply calcium
alginate with Santyl and cover with a foam dressing daily.

The February 2024 TAR lacked documentation of the coccyx wound treatment completion on 2/18/24.

During an interview on 2/22/24 at 1:50 p.m., RN (Registered Nurse) 7 indicated once a treatment was
completed, it should be signed off on the treatment administration record to show it was completed.

2. The clinical record for Resident E was reviewed on 2/22/24 at 11:16 a.m. The diagnosis included, but was
not limited to, Stage 3 pressure ulcer to the coccyx.

The care plan, dated 1/9/20, indicated the resident was at risk for altered skin integrity and staff were to
complete treatments as ordered by the physician.

The February 2024 TAR indicated staff were to clean the coccyx with normal saline, apply calcium alginate
and cover with a foam dressing daily.

The February 2024 TAR lacked documentation of treatment completion on 2/8/24, 2/9/24 and 2/18/24.

The current policy titled Pressure Ulcers/Skin Breakdown dated 4/2018, included, but was not limited to,
Treatment/Management .They physician will order pertinent wound treatments
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F 0686 3.1-40(a)(2)

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few
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