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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** 46641
or potential for actual harm
Based on observation, interview and record review, the facility failed to ensure residents receive treatment
Residents Affected - Few and care in accordance with professional standards of practice and the comprehensive person-centered care
plan for 1 of 2 residents reviewed for quality of care.

The facility failed to ensure the nurses initialed and dated wound dressings when wound care was performed
on Resident #1

This failure could result in residents with wounds not having their treatments performed as ordered, wounds
becoming infected, and decreased wound healing.

Findings include.

Record review of face sheet dated 6/11/24 indicated Resident #1 was an [AGE] year-old male, admitted to
the facility on [DATE] with diagnoses including Hemiplegia (weakness caused by brain or spinal cord
problems) and Hemiparesis (weakness on one side) following Cerebral Infarction (blood in the brain)
affecting left non-dominant side, Cerebellar Stroke Syndrome, unsteadiness on feet, muscle weakness,
reduced mobility, depression, Hyperlipidemia (high levels of fat) and disorder of the Autonomic Nervous
system.

Record review of the Quarterly MDS assessment dated [DATE] indicated Resident #1 had a BIMS of 1 which
indicates severe cognitive impairment.

Record review of the physician orders dated 6/10/24 indicated Resident #1, left thigh had an order to
cleanse, pat dry, apply Xeroform (non-adherent, occlusive wound dressing) and super absorbent dressing
every Tuesday, Thursday, and Saturday until healed.

Record review of the TAR dated 6/1/24 through 6/11/24 indicated Resident #1's wound care treatment was
being performed on Resident #1's left thigh by the facility.

During an observation on 6/11/24 at 2:15pm, Resident #1 was sitting in his wheelchair in the dining room
listening to music being played. Resident #1 was wearing shorts and the dressing to his thigh was visible.
The dressing was clean and did not look old. The dressing did not have a date or initials.

(continued on next page)
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F 0684 Interview on 6/11/24 at 2:45pm RN B stated she performed wound care on Resident #1 on 6/11/24 at 8:00
AM. RN stated she does wound care Tuesday, Thursday, and Saturday. Surveyor and RN looked at

Level of Harm - Minimal harm or Resident #1's dressing, and the dressing was not dated or initialed. RN stated she did not have a marker at

potential for actual harm the time of treatment and forgot to go back and date/initial.

Residents Affected - Few During an interview on 6/12/24 at 1:20pm, LVN A stated it is important to date and initial wound care

bandages because, if different nurses were working the hall, or the nurse was not going to be there the next
day, the dressing should be initialed and dated to show wound care has been performed.

Interview on 6/12/24 at 2:45pm DON stated her expectations for wound care were do wound care as
ordered, follow infection control, let DON know if there is a change or question about the wound and/or
wound care, document in the TAR, do a skin report, initial and date on the dressing, and follow policy.

Review of facility's (No date) Wound Care policy Steps in the Procedure, Step #13 reflected 'Dress wound,
mark wound dressing with initials and date'.
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