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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** Based on
observation, interviews and record review, the facility failed to develop a comprehensive person-centered
Residents Affected - Few care plan for 1 of 5 residents (Resident #1) reviewed for comprehensive care plans.Resident #1's care plan

did not address the resident's wound care needs provided by the facility with goals and interventions.This
deficient practice could result in a loss of quality of life due to residents receiving improper care.Findings
included:Review of Resident#1's face sheet, dated 7/8/2025, revealed the resident was a [AGE] year-old
admitted on [DATE] with diagnoses of dehiscence of surgical wound (opening of wound), injury of right knee
tendon, and anemia. Review of Resident #1's hospital record, dated 6/13/2025, revealed Resident#1 was
admitted for evaluation of an open wound from knee surgery performed on 5/18/20250bservation of
Resident #1 on 7/8/2025 at 9:10am, revealed Resident#1 had a surgical wound on right knee, covered with
dressing and the wound was being suctioned using a wound vacuum (a machine used to suction wound
fluid).Review of Resident #1's physician order [surgical center name], dated 6/24/2025, revealed there was
an order for Negative Pressure Wound Therapy (NPWT) three times per week, with care instructions
provided in the order.Review of Resident#1's comprehensive care plan, dated 7/8/2025, reflected no care
plan for the wound was developed.Interview with the treatment nurse on 7/8/2025 at 3:45pm revealed that
the treatment nurse was responsible to develop a wound care plan for residents with wounds. She confirmed
that there was no care plan developed for Resident #1's knee wound. She stated that the risk of not having
care plans updated was the resident could receive improper care or lack of care quality. Interview with the
DON on 7/8/2025 at 4:00pm revealed that the interdisciplinary team met weekly to develop and/or update
residents' care plans. She stated that wound care should be included in the care plan. She stated that she
was not aware Resident #1's care plan did not include wound care. Review of facility's Care plans,
Comprehensive Person-centered policy, dated 12/2016, revealed that the interdisciplinary team must review
and update the care plan when. there has been a significant change in the resident's condition. The policy
also stated that assessments of residents are ongoing and care plans are revised as information about. the
resident's condition change. The comprehensive care plan will. describe services that are to be furnished to
attain or maintain the resident's highest practicable physical, mental, and psychosocial well-being.
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