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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

Level of Harm - Minimal harm
or potential for actual harm 50926

Residents Affected - Few Based on observation, interview, and record review it was determined the facility failed to ensure care plans
were revised to accurately reflect the needs of residents for 1 of 4 sampled residents (#37) reviewed for
nutrition and positioning. This placed residents at risk for receiving unneeded assistance. Findings include:

Resident 37 was admitted to the facility in 5/2024 with diagnoses including stroke and a stage 4 pressure
injury (a full thickness tissue loss with exposed bone, tendon or muscle).

Resident 37's nutrition care plan, dated 5/3/24, and Restorative care plan, dated 6/3/24, indicated Resident
37 was at risk for nutritional deficits such as weight loss and decline in ROM to her/his hand. Interventions
included:

-1:1 total assistance for all meals and snacks.

- Adaptive equipment was to be used including adaptive silverware, scoop plate, and an adaptive cup or
coffee cup.

- Staff were to put a splint in place in the resident's hand during the day for four hours, and at night, and were
to to thoroughly wash and dry the resident's skin before splint application and removal.

During observations of Resident 37 from 12/2/24 through 12/5/24, no splint was observed in the resident's
hand.

On 12/3/24 at 8:40 AM Resident 37 was observed in the dining room during the breakfast meal. Resident 37
was drinking from a regular cup without assistance, and without difficulty. No assistive devices were
observed. No hand splint was observed.

On 12/3/24 at 12:53 PM Staff 21 (LPN) stated Resident 37 consumed 50-75% of her/his meal and only
required staff supervision and encouragement.

On 12/4/24 at 3:03 PM Staff 17 (LPN) stated there was a change from 1:1 assistance with meals to providing
meal supervision for Resident 37. Staff 17 was unaware of the care plan for use of a hand splint.
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F 0657 On 12/5/24 at 12:44 PM Staff 4 (RNCM) stated the hand splint was discontinued because it caused pain to
the resident. Staff 4 stated Resident 37 no longer needed 1:1 assistance with meals or adaptive equipment.

Level of Harm - Minimal harm or Staff 4 confirmed resident's care plan was not updated related to use of a splint and nutritional assistance.

potential for actual harm

Residents Affected - Few
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 50926
potential for actual harm
Based on observation, interview, and record review it was determined the facility failed to ensure enhanced
Residents Affected - Few barrier precautions (EBP) were followed for 1 of 1 resident (#37) reviewed for EBP. This placed residents at
risk for exposure to infections. Findings include:

The facility's undated Isolation - Categories of Transmission-Based Precautions policy indicated EBP were to
be used for residents with catheters and complex wounds. The precautions included use of gloves and
gowns while providing high contact care such as transfers, wound care, peri-care, and dressing assistance.

Resident 37 was admitted to the facility in 5/2024 with diagnoses including stroke and stage 4 pressure injury
(a complex wound).

Resident 37's 5/3/24 care plan indicated she/he was at risk for infection due to a stage 4 pressure injury.
Interventions included EBP.

On 12/3/24 at 11:56 AM an observation of Resident 37's care revealed Staff 9 (CNA) and Staff 8 (NA)
provided transfer assistance and personal hygiene without donning gowns.

On 12/3/24 at 12:05 PM Staff 8 (NA) was unable to explain what EBP was required when providing care for
Resident 37 and confirmed she did not wear a gown when providing care to the resident.

On 12/3/24 at 12:11 PM Staff 9 (CNA) verbalized understanding of EBP and confirmed she did not wear a
gown when providing care to the resident.

On 12/3/24 at 1:49 PM another observation of Resident 37's care revealed Staff 9 (CNA) and Staff 19 (NA)
provided transfer assistance to Resident 37 without donning gowns.

On 12/3/24 at 2:00 PM Staff 19 (NA) was unable to explain what EBP was required when providing care for
Resident 37 and confirmed she did not wear a gown when providing care to the resident.

On 12/5/24 at 12:44 PM Staff 4 (RNCM) was provided with these findings. Staff 4 confirmed staff were to
wear gloves and gowns during transfers and personal hygiene care for Resident 37.
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