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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42615
or potential for actual harm
Based on observation, interview, and record review the facility failed to follow its policy and procedure to
Residents Affected - Few ensure a comprehensive care plan was developed for one of four sample residents (Resident 1) when
Resident 1 was not provided a plan of care to meet Resident 1' s nutritional needs.

This failure had the potential to place a clinically compromised resident (Resident 1 ' s) overall health and
safety at risk.

Findings:

During a review of Resident 1 ' s Admission Record (general demographics), the document indicated
Resident 1 was admitted to the facility on [DATE], with diagnoses that included, dementia (loss of memory),
cerebrovascular disease (conditions that affect blood flow to your brain), and muscle weakness generalized
(loss of strength in your muscles).

A review of Resident 1' s clinical record, POLST indicated, Long-term artificial nutrition, including feeding
tubes.

During an interview on March 26, 2025, at 1:05 PM with the Licensed Vocational Nurse (LVN 1), LVN 1
stated, We usually follow resident care plan in providing care.

During an interview on March 26, 2025, at 1:10 PM with the Assistant Director of Nursing (ADON), ADON
stated, Residents care plans are developed on admissions and nursing staff follow the care plans.

During a concurrent interview and record review on March 26, 2025, at 1:20 PM, with the ADON, Resident 1
' s records were reviewed. Resident ' s records did not include a nutritional care plan. ADON stated, A
nutritional care plan should have been developed and included the resident ' s records.

During a concurrent interview and record review on March 26, 2025, at 3:40 PM with the ADON, the facility '
s undated policy and policy and procedure (P&P) titled, Policy. Consistent with the facility ' s policy of
providing appropriate care and services to residents admitted to the facility, the facility shall ensure
development of a comprehensive care plan for each resident to meet his/her medical, nursing, and mental
and psychosocial needs as identified in the comprehensive assessment . ADON stated, There should have
been a care plan in place to provide care for the resident (Resident 1).
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