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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** 46000

Residents Affected - Few Based on interview and record review, the facility failed to develop and implement a comprensive
person-centered care plan (document that provides the resident's condition, diagnosis and the nursing
team's goals) for one of three residents (Resident 1), when Resident 1 had a new onset of right leg redness
and swelling and required medical treatment.

This failure had the potential for Resident 1's care needs to go unmet.
Findings:

During a review of Resident 1's medical record titled face sheet (a document that gives a resident's
information at a quick glance) indicated, Resident 1 was with admitted to the facility on [DATE] with
diagnoses of end stage Huntington ' s disease (a progressive breakdown of nerve cells in the brain) severe
depression, dementia, and muscle wasting.

During a record review of Resident 1 ' s Nursing Progress Notes (NPN- accurate descriptions of nursing
assessments and changes in patient conditions)) dated 4/3/24, the NPN indicated, upon assessment
redness and swelling was noted on right leg, and warm to the touch, cause unknown.

During an interview with the director of nursing (DON) and concurrent review of Resident 1's medical record
on 4/16/24 at 1:00 p.m., the DON acknowledged Resident 1 had a new onset of redness and swelling to right
leg. DON stated, There should be a care plan. DON confirmed the facility did not develop or implement a
care plan that included the instructions needed to provide effective and person-centered care for Resident
1's redness and swelling to right leg.

During a review of the facility ' s policy and procedure (P&P) titled, Care Planning dated June 2012, the P&P
indicated, POLICY - It is the policy of the facility to provide the needed care and services of residents to
maximum level . In order to attain and to meet this standard set forth by the facility a plan of care for each
admitted individual resident will be formulated. Plan of care will be based on comprehensive assessment of
resident within 7 days upon admission, quarterly, annually and often as needed.
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date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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