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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 **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review the facility failed to provide wound care as ordered for one of three sampled

harm residents (1). Asaresult, Resident 1 was at risk of delayed wound healing. Findings: Per the facility's Admission Record, Resident 1
was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Per the facility's Treatment Administration

Residents Affected - Few Record, Resident 1 had an order for [REDACTED]. On 4/17/19 at 5:20 P.M., atelephone interview was conducted with LN 2. LN
2 stated, she did not remember the resident, but she usually documented on the Treatment Administration Record if she

provided wound care to aresident. On 5/1/19 at 9:30 A.M., an interview was conducted with LN 1. LN 1 stated, she

administered medication to the residents and the wound nurse provided all of the wound care. LN 1 further stated, if the

wound nurse did not come to work, it would not have been possible for her to complete al of the wound care in addition to

administering medications. LN 1 further stated she had never provided wound care to Resident 1 On 5/1/19 at 11:10 A.M., an

interview was conducted with the DON (Director of Nursing). The DON stated, if the wound nurse did not come to work, they

would try to find areplacement, but if they could not find one, then the medication nurse would have been responsible to

provide the wound care. On 5/1/19 at 12:45 P.M., aconcurrent interview and record review of the nursing schedule was

conducted with the DON. The DON stated, there was not an assigned wound nurse on 10/14/18 or 10/20/18, so the medication

nurses were responsible to provide the wound care. LN 1 was not available for afollow up interview. Per the facility's

Wound Management Guidelines, revised June 2018, It is the philosophy of this facility to ensure that resident skin status

is assessed and appropriate interventions are implemented . Comprehensive Approach: . Treatment as ordered
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