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455444 08/29/2025

Mesa Vista Inn Health Center 5756 N Knoll Dr
San Antonio, TX 78240

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review the facility failed to develop and implement a comprehensive 
person-centered care plan, consistent with the resident rights, that includes measurable objectives and 
timeframes to meet a resident's medical, nursing, and mental and psychosocial needs that are identified in 
the comprehensive assessment for one of 12 residents (Resident #6), in that: Resident #6's care plan did not 
include a focus area or interventions for Resident #6's ordered hospice care diagnosis. This failure placed 
residents at risk of not receiving appropriate end of life care, a decreased quality of life, mismanagement of 
medications, and hospitalization. The findings included: Record review of Resident #6's admission Record 
dated 08/29/2025, reflected a [AGE] year-old female resident admitted to the facility on [DATE]. Record 
review of Resident #6's Medical Diagnosis report dated 08/29/2025 reflected diagnoses including senile 
degeneration of the brain (the brain's cells are damaged, leading to problems with memory, judgment, 
personality, and the ability to perform daily tasks) and cerebral atherosclerosis (when fatty plaques build up 
on the inside of the arteries in the brain, making them narrower and harder). Record review of Resident #6's 
MDS dated [DATE] documented a BIMS score of three out of 15, which suggested a severe cognitive 
impairment (lots of difficulty with memory, judgment, personality, and making decisions that affected care 
and daily life). Further review showed Resident #6 received hospice services while a resident in the facility. 
Record review of Resident #6's Order Summary report dated 08/29/2025, showed an active order for Admit 
to Hospice with Dx: Cerebral atherosclerosis, dated 01/04/2024. Record review of Resident #6's 
Comprehensive Care Plan, printed on 08/29/2025 reflected a focus area dated 01/24/24 and revised on 
02/07/2024 for Resident requires hospice as evidenced by terminal illness. Hospice DX: Senile Degeneration 
of the Brain. During an interview on 08/29/2025 at 1:12 PM, when asked about the care plan process for 
hospice diagnoses the DON stated, typically what is on the order is what we put on the care plan. When 
asked if there was any reason why the diagnoses on the hospice order and the hospice care plan would not 
match, the DON stated, they should match. When asked what the expectation for care planning medical 
diagnoses was, the DON stated, they [the care planned diagnosis] should match the [medical] diagnoses 
and the order. When asked what some the risks of not care planning appropriate hospice diagnoses were, 
the DON stated increased or decreased quality of care. During an observation and interview on 08/29/2025 
at 1:12 PM, the DON reviewed Resident #6's electronic orders and care plan and stated the hospice order 
DX did not match the care planned diagnosis, and they should always match. The DON stated that she was 
responsible for ensuring the ordered hospice diagnoses matched the care planned diagnosis. The DON 
stated that she would ensure that Resident #6's hospice care plan diagnosis matched the order. Record 
review of the facility's policy titled Comprehensive Care Planning with no date, reflected the following: The 
comprehensive care plan will describe the following -The services that are to be furnished to attain or 
maintain the resident's highest practicable physical, mental, and psychosocial well-being.
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