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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40916

Residents Affected - Few Based on interviews and record reviews, the facility failed to establish a wound plan of care for 1 of 4
sampled residents (Resident 1) reviewed for comprehensive care plans. This failure placed residents at risk
of unmet care needs and a decreased quality of life.

Findings included .

Resident 1 was admitted to the facility on [DATE]. The Minimum Data Set assessment, dated 12/30/2024,
documented the resident was moderately cognitively impaired and had a Stage Il pressure ulcer (an open
wound on the skin caused by prolonged pressure to a specific area of the body) upon admission.

An admission note, dated 12/28/2024, documented, New admission from [local hospital] . Stage 2 pressure
injury to sacrum [lower back above the buttocks] . Resident resting in bed.

Resident 1's comprehensive care plan, dated 12/28/2024, did not have documentation of wound plan of care
for the resident's pressure ulcer.

On 01/13/2025 at 2:57 PM, Staff C, Assistant Director of Nursing Services and Registered Nurse (RN), said
Resident 1 was admitted to the facility on [DATE]. Staff C said Resident 1 had wound care orders for a
wound to the sacrum. Staff C said normally there would be a care plan associated with a skin impairment,
however, Staff C indicated they did not see plan of care related to Resident 1's pressure ulcer.

On 01/16/2025 at 3:27 PM, Staff B, Director of Nursing Services and RN, said Resident 1's wound was
documented on the admission MDS, and a wound care evaluation was completed. After reviewing Resident
1's care plan, Staff B said she did not see a wound care plan, and would have expected to see a wound care
plan on the resident's comprehensive care plan.

On 01/30/2025 at 12:49 PM, Staff B said there was a change made to the admission document. Staff B said
typically if a resident was admitted with a skin issue, a care plan was automatically generated. Staff B said
that process changed with a version update to their electronic medical record system. Staff B said that
change occurred on 12/19/2024, and the resident admitted to the facility on [DATE]. Staff B said the facility
was correcting the issue so care plans would be automatically generated again. Staff B said the facility
missed Resident 1 not having a wound care plan.
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