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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** 48152

Residents Affected - Few Based on observation, interview and record review, the facility failed to develop a care plan (a document that
outlines the facility ' s plan to provide personalized care to a resident that includes measurable objectives
and timeframes to meet a resident's medical, nursing, and mental and psychosocial needs) to provide
interventions swollen (enlargement caused by a buildup of fluid in the tissues) left hand for one of one
sampled resident (Resident 1) in accordance with the facility policy.

This failure resulted in the lack specific care interventions for Resident 1 ' s left hand swelling, with the
potential to worsen Resident 1 ' s left hand condition and function.

Findings:

A review of Resident 1's Admission Record, indicated Resident was readmitted to the facility on [DATE]
with diagnoses that included dementia (a condition characterized by progressive or persistent loss of
intellectual functioning), repeated falls, muscle wasting (deterioration of muscle tissue) and atrophy
(decrease in size), and acute kidney failure (the sudden and rapid loss of kidney ' s ability to filter waste and
balance fluid in blood).

A review of Resident 1's Minimum Data Set (MDS - a standardized resident assessment care screening
tool), dated 3/8/2024, indicated Resident 1 had a moderately impaired cognitive ( ability to think, remember,
and reason) skills for daly decision making. Resident 1 required maximal assistance (staff does more than
the effort to complete the task) with standing, transfers from bed to chair/chair to bed, bathing, dressing,
toileting and personal hygiene and moderate assistance (staff does less than half the effort to complete the
task) with eating and oral hygiene.

A review of Resident 1's X-Ray (an imaging study that takes pictures of bones and soft tissues) Results,
dated 5/21/2024, indicated an Xray of Resident 1 ' s left hand was completed on 5/21/2024 due to Resident
1 having pain and swelling in the left hand.
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F 0656 During a concurrent record review of Resident 1's medical chart and interview on 5/30/2024 at 12:45 PM
with the Director of Nursing (DON). The DON stated a care plan was not and should have been developed to
Level of Harm - Minimal harm or address Resident 1' s left hand swelling. The DON stated there a care plan was important because it is a
potential for actual harm guide for staff to render care for Resident 1's left hand pain and swelling. The DON also stated without a
care plan for Resident 1' s left hand swelling, there was a risk for worsening of the swelling, increased pain
Residents Affected - Few and Resident 1' s ability to do things and function will be negatively affected.

During a concurrent observation and interview on 5/30/2024 at 1:19 PM with DON and Resident 1, Resident
1's left hand was observed with swelling. Resident 1 stated she was having pain in her left hand. The DON
stated there was swelling in Resident 1's left hand and that Resident 1 will be given pain medicine.

A review of the facility ' s Policy & Procedure (P&P) titled, Change of Condition, revised 8/2017, indicated a
care plan will be developed for any change of condition.

A review of the facility ' s P&P titled, Comprehensive Care Plan, revised 12/2016, indicated comprehensive
care plans must include services that are provided to attain or maintain the resident ' s highest practicable
physical, mental and psychosocial well-being. The P&P also indicated the care plans will be modified as
changes in the resident ' s care and treatment occur and are to include interventions to prevent avoidable
decline in function.
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