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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** 48633

Residents Affected - Few Based on observation, interview and record review the facility failed to develop and implement a
comprehensive person centered care plan that included services to be furnished to attain or maintain the
resident highest practicable well being for one resident (R#1) of 4 residents reviewed for skin care.

A focus item of wound care treatment for Resident #1 was not listed on the care plan for over a month (from
June to July).

This failure could place Resident #1 at risk for lack of appropriate interventions and goals for the resident to
meet their highest practicable level of care. This failure could lead to infection, progression of the growth,
missing Dermatology and other specialty appointments and observations, and the excision of the growth.

Findings were:

Observation of Resident #1's wound care treatment with LVN #1 on 7/19/2024 at 1:46 p.m. This growth is
softball sized with a rough textured surface. Wound care orders reviewed with LVN#1 and followed: clean
area with wound cleanser and 4x4, pat dry, and cover with bordered gauze once daily. Aseptic technique
was maintained during wound treatment.

Record review of Resident #1's face sheet dated 7/22/24 indicated Resident #1 was [AGE] years old and
admitted on [DATE] with diagnoses of Dementia (disorder that affects a person's ability to perform everyday
activities), Hypertension (high blood pressure), Depression, Anxiety, and Cerebral Infarction (a pathologic
process that results in an area of necrotic tissue in the brain).

Record review of Resident #1's annual MDS assessment dated [DATE] and a quarterly MDS assessment
dated [DATE] indicated Resident #1 has a BIMS of unable to complete. MDS indicated this resident is not
coherent enough to complete this form. MDS does not indicate any skin issues currently.

A record review of a Nursing Home visit by Resident #1's physician dated 6/7/2024 stated Large golf-ball
sized left neck mass. Necrotic in appearance.
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F 0656 Record review of Resident #1's care plan updated 7/19/2024 revealed this resident has a growth to the neck.
The care plan does not indicate when this growth was first noted by a physician. The care plan indicated the
Level of Harm - Minimal harm or resident is at risk for infection and complications due to the resident itching and scratching the site.

potential for actual harm

A review of the Wound Care policy updated October 15, 2016, revealed Care planning in response to risk
Residents Affected - Few prediction must be completed.

During an interview on 7/23/2024 at 9:35 a.m., LVN A verbalized Resident #1 could have been put on the
Wound Care doctor's list for review. This is not an intervention listed in the care plan because the growth
was not care planned until 7/19/2024. LVN A verbalized Resident #1 may have benefitted from being on the
Wound Care doctor's list but is unsure how this would have benefitted the resident.

During an interview on 7/23/2024 at 11:23 a.m., DON stated, Anything that has a doctor's order should be
care planned. DON also stated there was no harm done or that could have been done to Resident #1t for
lack of the growth being care planned because the wound care was being completed and the growth is
scheduled to be removed.
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