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Residents Affected - Few

Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, clinical record review, interviews, facility documentation, and policy, the facility failed to
ensure wound care treatments were provided according to professional standards of practice and
provider orders for one resident (#4) out of three sampled residents. The universe was 165. This
deficient practice placed residents at risk for infection. Findings include:Resident #4 was admitted on
[DATE], with diagnoses including third-degree burns of the left forearm and buttock, muscle
weakness, and dysphagia.A Skin Check Assessment form dated July 9, 2026, revealed that skin
issues were evaluated and locations were identified as follows:Left gluteus: Pressure ulcer
measuring 3.4 cm (centimeters) length x 3.5 cm width x 0.1 cm depth. Dressings included
antimicrobial and dry dressings with a treatment frequency of daily.Left inner forearm: Identified as
other skin issue present on admission; however, there was no evidence of measurements or
treatment provided.Right outer forearm: Identified skin issue (burn) measuring 28 cm length x 7.5 cm
width x 0.1 cm depth. Treatment consisted of A&D ointment and Xeroform applied daily.A care plan
dated July 10, 2026, revealed the following focus areas:Risk for infection related to wound care.
Interventions included monitoring and documenting vital signs as ordered in the clinical
chart.Presence of, or potential for, pressure ulcer development related to impaired cognition and burns
of the left forearm, left wrist, and buttock. Interventions included administering treatments as ordered
and monitoring for effectiveness.A skin check progress note dated July 10, 2026, indicated that the
initial skin assessment was completed. Resident #4 had a pressure ulcer on the left gluteus
measuring 3.4 cm length x 3.5 cm width x 0.1 cm depth, treated with antimicrobial and dry dressings.
The assessment also identified a burn on the right outer forearm measuring 28 cm length x 7.5 cm
width x 0.1 cm depth, with ordered treatment of A&D ointment and Xeroform.While the note
documented a burn wound from the left forearm to the palm of the left hand with pink moist tissue and
serous drainage, it failed to include wound measurements or specified treatments for the left
arm/hand burn.A review of the current active physician orders revealed the following orders:Left
buttock: Clean with wound cleanser, apply silver sulfadiazine, and cover with a dry dressing every
day shift; start date July 11, 2026.Left forearm: Clean with wound cleanser, apply A&D ointment and
Xeroform, and cover with a dry dressing every day shift; start date July 11, 2026.Further review of
physician orders showed no evidence of treatment orders for the right outer forearm burn identified on
the July 09, 2026, skin assessment.A review of the Treatment Administration Record (TAR) for July
2026 showed no evidence that the left buttock and left forearm received wound treatments as ordered
on July 11, 2026 and July 14, 2026Progress notes dated July 11, 2026 and July 14, 2026, contained no
evidence that wound treatments were provided for the left buttock or left forearm as ordered.Clinical
record review confirmed Resident #4 was present in the facility and had no outside appointments on
July 11 or July 14, 2026.A Medicare 5 day Minimum Data Set (MDS) assessment dated [DATE],
(continued on next page)
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showed a Brief Interview for Mental Status (BIMS) score of 14, indicating intact cognition. The
assessment noted the resident had third-degree skin burns, with interventions including nonsurgical
dressings, ointments, and medications.During an interview conducted on on July 17, 2026, at 11:08
a.m., a Licensed Practical Nurse (LPN, Staff #156) stated the facility's process for wound care
requires a skin assessment upon admission, followed by provider notification and obtaining treatment
orders. Upon reviewing the clinical record, the LPN confirmed the resident had active orders from
July 11, 2026, for the left buttock (silver sulfadiazine) and left forearm (A&D/Xeroform). The LPN
further acknowledged that the TAR for July 2026 showed no evidence that these treatments were
provided on July 14, 2026, and stated that the failure to provide treatment increases the resident's
risk for infection.During an interview conducted on July 17, 2026, at 11:53 a.m., a second Licensed
Practical Nurse (LPN, Staff #78) stated the wound care process involved reviewing orders, gathering
supplies, following infection control protocols, and documenting in the MAR/TAR post-treatment. The
LPN reviewed Resident #4's clinical record and confirmed active orders existed for the left buttock
and left forearm. The LPN stated there was no evidence the treatments were performed on July 14,
2026, could not explain the omission, and noted the risk of infection resulting from the failure to
follow orders.During an interview conducted on July 17, 2026, at 2:08 p.m., the Director of Nursing
(DON, Staff #228) stated that the facility process is to monitor, assess, and treat according to
physician orders. The DON confirmed the resident's diagnoses and the active orders for the left
buttock and forearm. After reviewing the July 2026 TAR, the DON stated that the treatments were not
performed or documented on July 14, 2026. The DON further noted that the failure to perform
treatments as ordered results in a risk of infection and that missing documentation constitutes a
documentation error.A facility policy titled, Administration of Medications and Fluids, Intravenous,
reviewed on August, 2025, revealed that medications must be administered in accordance with the
written orders of the attending physician. The policy further revealed that all current drugs and
dosage schedules must be recorded on the resident electronic medication administration record
(eMAR).
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