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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 develop a comprehensive plan of care for one of three
harm residents (1) reviewed for care plans, when a surgical wound re-opened and required monitoring. This failure had the
potential for Resident 1's foot wound to deteriorate when goal's and interventions were not identified or implemented.
Residents Affected - Few Findings: Resident 1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. On 5/5/20, Resident 1's clinical
record was reviewed; According to Resident 1's Change of Condition report, dated 4/28/20, Resident 1's surgical site on theright
foot, re-opened and created a wound. The right foot wound measured 0.5 centimeters (cm) by 0.5 cm and was draining a

small amount of clear fluid. According to Resident 1's physician's orders [REDACTED]. Resident 1's clinical record

contained no documented evidence that a care plan had been devel oped for the opened foot wound. An interview and record
review was conducted with Licensed Nurse (LN 2) on 5/5/20 at 1:19 P.M. LN 2 stated care plans were important to identify

and treat specific careissues. LN 2 stated Resident 1's clinical record did not indicated a care plan was devel oped when

the surgical foot wound opened, and a plan of care should have been developed to provide consistency in care. An interview
with the Director of Nursing (DON) was conducted on 5/5/20 at 1:32 P.M. The DON stated she expected a care plan to be
developed or updated with any change of condition. The DON stated care plans were important for consistency of care.
According to the facility's policy titled, Goal and Objectives, Care Plans, dated April 2009, .1. Care plan goals and

objectives are defined as the desired outcome for a specific resident problem . 5. Goals and Objectives are reviewed and/or revised: a
When there has been a significant change in the resident's condition; .

F 0658 Ensure services provided by the nursing facility meet professional standards of quality.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on interview and record review, the facility failed to provide professional nursing standards of practices for one of three
harm or potential for actual | residents (1) reviewed for documentation, when a surgical foot wound had opened and weekly skin assessments were not
harm completed consistently. This failure had the potential for Resident 1's foot wound to deteriorate and for other skin issuesto go

unrecognized. Findings: Resident 1 was admitted to the facility on [DATE] with diagnoses, which included right foot

Residents Affected - Few wound, per the facility's Admission record. On 5/5/20, Resident 1's clinical record was reviewed; According to Resident 1's Change
of Condition report, dated 4/28/20, Resident 1 Resident 1's surgical site on the right foot, re-opened and created awound. The right

foot wound measured 0.5 centimeters (cm) by 0.5 cm and was draining a small amount of clear fluid.

According to Resident 1's physician's orders [REDACTED)]. Resident 1's last Weekly Skin Integrity Review was last completed

on 4/20/20. There was no documented evidence that a weekly skin assessment had been completed from 4/21/20 through 5/5/20.

Aninterview and record review with Licensed Nurse (LN 2) was conducted on 5/5/20 at 1:19 P.M. LN 2 stated weekly skin

assessments were important for Resident 1, since her foot wound was slow in healing. LN 2 reviewed Resident 1's clinical

record and stated a weekly skin assessment had not been completed since 4/20/20. LN 2 stated a weekly wound assessment

should have been completed after her wound re-opened on 4/28/20, and it had not been. LN 2 stated Resident 1's wound could

have worsened since it was re-injured, and aweekly skin assessment wound have captured the wounds improvement or decline.

Aninterview with the Director of Nursing (DON) was conducted on 5/5/20 at 1:32 P.M. The DON stated weekly skin assessments

showed overall skin conditions such asimprovements or deteriorations. The DON stated LN's should have documented a weekly

skin assessment for Resident 1, especially since the toe was re-injured. The DON could not provide a policy on Weekly Skin

Assessments.
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