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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to develop and implement comprehensive 
person-centered care plan that includes measurable objectives and time frames to meet a resident medical 
and nursing needs to be furnished to attain or maintain the residents highest practicable physical, mental, 
and psychosocial well-being for two residents (Residents #1, and #2) of 4 residents reviewed for care plans.
The facility failed to have a comprehensive person-centered care plan for Resident # 1 and #2 to address 
resident's wound vac.These failures could affect residents and put them at risk for not receiving care and 
services to meet their needs.Findings included: Resident #1Record review of Resident #1's admission record 
dated 10/27/2025 revealed a [AGE] year old male with an admission date of 09/22/25.Review of Resident 
#1's history and physical dated 09/23/2025 revealed resident had a left 5th toe amputation and the presence 
of a wound vac to distal lower leg.Review of Resident #1 's admission MDS (Minimum Data Set) assessment 
dated [DATE] revealed a BIMS score of 15 indicating intact cognitive function. Section M- skin conditions 
-revealed surgical wound care and application of dressing to feet.Review of Resident #1's Physician orders 
dated 09/24/2025 revealed WOUND CARE TO LEFT FOOT: NPWT@125mmHG CONTS. NOT TO BE 
REMOVED/CHANGED UNTIL SEEN BY SURGEON ON 9/25.Review of Resident #1 's Care Plan initiated 
on 09/23/2025 revealed the care plan did not address resident's use of wound vac.Resident #2Record 
review of Resident #2's face sheet revealed a [AGE] year-old male with an admission date of 10/01/25.
Record review of Resident #2's history and physical dated 10/01/25 revealed medical history of high blood 
pressure, chronic kidney disease (condition where the kidneys gradually lose their ability to filter waste 
products from the blood), coronary artery disease (heart condition where the arteries that supply blood to the 
heart become narrowed or blocked), and diabetic foot ulcer (open sore or wound that develops on the foot of 
a person with diabetes). Record review of Resident #2's 5 day MDS dated [DATE] revealed a BIMS score of 
15, indicating resident was cognitively intact. Section M- Skin Conditions revealed surgical wound care, and 
application of dressings to feet.Record review of Resident #2's physician orders dated 10/01/2025 revealed 
WOUND CARE TO RIGHT FOOT:IRRIGATE WITH NSS, PAT DRY, APPLY SKIN PREP TO PERIWOUND, 
APPLY TRANSPARENT FILM TO PERIWOUND, FILL SPACE WITH BLACK GRANUFOAM, 
SECUREWITH TRANSPARENT FILM, ATTACH STINGRAY, RESUME NPWT @125mmHG CONTS. 
3XWK every day shift every Mon, Wed, Fri.Record review of Resident #2's care plan with initiation date of 
10/01/25 revealed the care plan did not address resident's use of wound vacIn an interview on 10/27/25 at 
1:40pm with RN A revealed if a resident was using wound vac, that treatment would have to be included in 
the care plan, as the care plan was a blueprint of residents care and the wound vac was something that 
needed to be taken care of. She stated that a risk of not being care planned would be the chance of it being 
missed by someone new to caring for the resident.In a telephone interview on 10/28/25 at 10:54am with RN 
B revealed that the admitting nurse was responsible for completing a baseline care plan. She stated that she 
then was responsible for completing the comprehensive care plan. She stated that wound care or wound vac 
would be included in the baseline care plan and if it became a new treatment during the residents stay, then 
it would be the floor nurses responsibility to update the care plan. She stated that it was important for the 
care plan to be accurate because it was part of their treatment, and reason for stay at the facility. She stated 
that there was no risk for the residents wound vac not being care planned because treatment was still being 
done because it showed up on the MAR. She stated that it was the responsibility of nursing staff including 
herself to ensure that care plans were up to date. She stated that she could not recall last Inservice done 
regarding care plans.In an interview on 10/28/25 at 11:20am with the DON revealed, that the purpose of a 
care plan was so staff could know the needs of the resident and was a form of individualized care. She 
stated that wound vac was supposed to be included in the care plan because it was something pertaining to 
residents care. She stated that initially the admitting nurse was responsible for completing the baseline care 
plan and then the MDS nurse would go through each and revise, she would add it because it would not have 
to be added to baseline care plan but it would have to be added in the comprehensive care plan done by 
MDS nurse. She stated that it was important for wound vac to be included so that every nurse could know 
that it was a required care and it was a form of personalized care. She stated that it was the DONs 
responsibility along with ADON to monitor that care plans were correct . She stated that her and the ADON 
conduct chart audits upon admission daily to monitor care plans were correct along with IDT meetings 
weekly to bring up any concerns concerning care plans. In an interview on 10/28/2025 at 12:50pm with 
Administrator revealed that the purpose of the care plan was for it to be used as a baseline of the resident 
and their needs. He stated that wound vac needed to be included in the care plan. He stated that the 
importance of including in the care plan was for insurance purpose and to ensure treatment was being done. 
The risk of it not being care planned was miscommunication between staff regarding care and it could 
potentially be a health hazard for the resident. He stated that it was a team effort including MDS nurse, floor 
nurses, DON, ADONs and Social Worker to ensure that care plans were accurate by communicating with 
each other and updating one another. He stated that the corporate nurse consultant was responsible for 
monitoring the care plans were correct and will send emails weekly detailing any missing information/ 
documentation to DON and ADONS. He stated that he did not recall an Inservice over care plans.Record 
review of facility's care plan policy, titled Care Plan revised on 11/2024 read in part . A baseline care plan is 
developed for each resident upon admission, but no later than 48 hours of admission to the facility. This care 
plan includes minimum healthcare information necessarily to properly care for the resident.The care plan 
consists of the following: a. Problems as identified by reviewing the medical record and discussion with the 
resident and/ or significant others.
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