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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, review of clinical record, and review of facility policy and procedure, the facility failed to ensure
that a pressure ulcer was assessed and treated timely and according to physician orders for one resident
(#10). The deficient practice could lead to deterioration of a resident's medical condition.-Findings
include:Resident #10 was admitted to the facility December 25, 2025, with diagnoses of dementia, other
acute osteomyelitis of right ankle and foot, sepsis, pressure-induced deep tissue damage of right heel,
non-pressure chronic ulcer of skin of other sites, type 2 diabetes mellitus with foot ulcer, Alzheimer's
disease, and acquired absence of left great toe.A physician order dated December 25, 2025, included to
complete a skin check weekly.A Weekly Skin check and Wound assessment dated [DATE], revealed the
resident had the following skin impairments:nephrostomy tube on the right iliac crestskin impairment on the
back of the right handsignificant diabetic foot ulcer on the right heel that was incised and debrided in acute
carediabetic foot ulcer on the left heelleft great toe former amputation site, and remaining hallux that was
an infected wound with osteomyelitis, and wound vac in place.diabetic ulcer on left toe(s)pressure injury on
sacrum, with no evidence of further details or measurementsAn Audit Report of the Weekly Skin check and
Wound assessment dated [DATE], revealed that a Licensed Practical Nurse (LPN / Staff #30) initially had
entered pressure injury on coccyx on December 25, 2025, that was later edited on December 26, 2025, by
a registered nurse / Assistant Director of Nursing (RN / ADON / Staff #45) to reveal pressure injury on
sacrum.A care plan focus initiated December 25, 2025, revealed Resident #10 had a skin impairment of
pressure ulcer to coccyx. Interventions included to administer treatments as ordered and monitor for
effectiveness, to have a pressure-relieving mattress, a weekly skin assessment completed by licensed staff,
and to monitor / document / report to physician changes in skin status as needed.A Braden Scale
assessment dated [DATE], revealed Resident #10 was low risk for development of pressure ulcers.A
handwritten paper Treatment Plan and Evaluation of Care document, dated December 26, 2025, and
signed by Staff #45, revealed to cleanse with wound cleanser, apply Santyl (prescription enzymatic
medication), cover with oil emulsion (adaptic), apply skin prep to periwound and cover with sacral dressing,
and if patient refuses full treatment, please apply zinc oxide and cover dressing, to be completed daily.
Despite the resident having just admitted to the facility on e day prior, the document also revealed patient
has refused daily changes, seems confused, please continue to offer daily wound care. Review of the
electronic medical record on January 27, 2026, revealed no evidence that the document was part of the
resident's medical record.A paper document titled Formal Wound Assessment, with handwritten log entries,
revealed that on December 26, 2025, the resident did not refuse the assessment, and there was no
evidence that the resident refused any wound care treatment, and that the treatment objectives included
enzymatic debridement and sacral foam cushion protection. The assessment did not include any evidence
whether any wound care treatment was completed or not on December 26, 2025. The documentation
revealed that on
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December 27 and 28, 2025, the resident refused a wound assessment, and refused treatment objectives.
The documentation revealed that on December 29, 2025, that the wound was not measured, and that the
treatment objectives included enzymatic debridement and sacral foam cushion protection, however also
included that the resident refused santyl; educated. The document included no evidence of what wound
care treatment was provided, if any. Review of the electronic medical record on January 27, 2026, revealed
no evidence that the document was part of the resident's medical record.Physician orders dated December
26, 2025, included:- Wound care (Wound Vac): check every 4 hours for proper placement, functioning, and
wound vac is upright.- Wound care (Wound Vac): if malfunctions please remove and place hydrogel-soaked
gauze and cover area with ABD pad secured with tape, every shift, and notify charge nurse/Director of
Nursing (DON)/ Assistant Director of Nursing (ADON).-There was no evidence of physician orders for
wound care treatment for the pressure ulcer on the resident's coccyx / sacrum.A Pressure Ulcer
Documentation assessment dated [DATE], however created on January 5, 2026 and signed January 6,
2026 by Staff #45, revealed Resident #10 had 1 unstageable pressure ulcer on the sacrum. Measurements
were: 4.3 cm x 5.2 cm and depth unable to determine (UTD). The documentation details included Resident
#10 was seen for initial assessment of pressure injury to sacral region. Additionally, the resident had
diabetic foot ulcers (DFUs) to bilateral lower extremities, and that the sacral pressure wound was obscured
thickness with moderate exudate which was serosanguinous in color and non-odorous, and wound bed was
90% slough and 10% granulation tissue, and peri-wound had peeling edges but was otherwise appropriate
color for race. The resident experienced 2/10 pain during wound care, and declined daily Santyl
(prescription enzymatic medication) at this time, and will continue education.Despite the documentation
that the resident declined daily Santyl treatment, there was no evidence in the clinical record of a physician
order for Santyl for the sacrum/coccyx wound.Physician orders dated December 27, 2025, included:-
Wound care to left foot: cleanse with wound cleanser, pat dry, apply collagen and honey to wound bed
followed by oil emulsion dressing. Apply skin prep and cover peri-wound with transparent dressing. Apply
green foam followed by more skin prep and transparent dressing. Turn on unit to ensure dressing is on
properly. Ensure Vac pressure at 125 mm Hg. Notify DON/ ADON of any changes.- Wound care to right
heel: cleanse with wound cleanser, pat dry, paint with iodine. Apply collagen and honey to wound bed and
cover with bordered gauze. May frame gauze if needed due to contour of wound area. Notify DON/ ADON
of any changes.-There was no evidence of physician orders for wound care treatment to the pressure ulcer
on the resident's coccyx / sacrum.A Late Entry History & Physical progress note dated December 26, 2025,
however created January 15, 2026, revealed Resident #10 had a pressure ulcer of sacral region,
unspecified stage.A Late Entry Wound progress note dated December 26, 2025, however created January
6, 2026, by Staff #45, revealed Resident #10 had a pressure injury to the sacral region which will be
charted in the Pressure Ulcer Assessment.A Late Entry Daily Skilled Evaluation dated December 27, 2025,
but created December 28, 2025, revealed Resident #10 refused wound care, but did not specify which
wound care treatment was refused, or whether all wound care treatment was refused.A Late Entry Daily
Skilled Evaluation dated December 28, 2025, but created December 31, 2025, revealed Resident #10
refused wound care, but did not specify which wound care treatment was refused, or whether all wound
care treatment was refused.A Late Entry Daily Skilled Evaluation dated December 29, 2025, but created
December 31, 2025, revealed Resident #10 refused wound care, but did not specify which wound care
treatment was refused, or whether all wound care treatment was refused.A Late Entry Physician Progress
Note dated December 29, 2025, but created January 2, 2026, revealed a list of Resident #10's medical
diagnoses, however the list did not include a diagnosis of pressure ulcer of sacrum.A Late Entry Daily
Skilled Evaluation dated
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December 30, 2025, but created December 31, 2025, revealed Resident #10 refused wound care, but did
not specify which wound care treatment was refused, or whether all wound care treatment was
refused.Despite the documentation of Resident #10 refusing wound care treatment on December 27, 28,
29, and 30, 2025, there was no evidence in the clinical record of education provided to the resident, or that
multiple attempts were made, or that the provider was notified that the resident was refusing treatment.An
admission minimum data set (MDS) assessment, dated December 31, 2025, revealed Resident #10 had a
brief interview for mental status (BIMS) assessment score of 13, indicating intact cognition. Section M -
Skin Conditions revealed the resident had no unhealed pressure ulcers/injuries, no venous and arterial
ulcers, and no other open lesions other than ulcers, rashes, and cuts. The assessment revealed the
resident did have an infection of the foot, a diabetic foot ulcer, and a surgical wound. Regarding treatments,
the assessment revealed that Resident #10 did have surgical wound care and application of dressings to
feet. However, the documentation revealed the resident did not have pressure ulcer/injury care or
applications of non-surgical dressings or ointments/medications other than to feet.A Weekly Skin check and
Wound assessment dated [DATE], but created on January 6, 2026 by Staff #45, revealed that Resident #10
had the following skin impairments:nephrostomy tube on the right iliac crestskin impairment on the back of
the right handsignificant diabetic foot ulcer on the right heel that was incised and debrided in acute
carediabetic foot ulcer on the left heelleft great toe former amputation site, and remaining hallux now
infected wound with osteomyelitis, and wound vac in place.diabetic ulcer on left toe(s)pressure injury on
sacrum, with no evidence of further details or measurements A Late Entry Wound progress note dated
January 2, 2026, but created on January 6, 2026, by Staff #45, revealed documentation for the resident's
left foot and right heel wounds. The note also included that the resident also had a pressure injury to the
sacrum which would be charted in the Pressure Ulcer Assessment.A Pressure Ulcer Documentation
assessment dated [DATE], but created on January 6, 2026, by Staff #45, revealed Resident #10 had 1
unstageable pressure ulcer on the sacrum. Measurements were: 4.3 cm x 5.2 cm and depth unable to
determine (UTD). The documentation details included Resident #10 was seen for initial assessment of
pressure injury to sacral region. Additionally, the resident had diabetic foot ulcers (DFUs) to bilateral lower
extremities, and that the sacral pressure wound was obscured thickness with moderate exudate which was
serosanguinous in color and non-odorous, and wound bed was 80% slough and 20% granulation tissue
with zinc and sacral foam dressings. Additionally, peri-wound had peeling edges but was otherwise
appropriate color for race. The documentation included that the floor nurse spoke with the resident and
placed new orders for daily Santyl treatments.The clinical record was reviewed and revealed no evidence of
a physician order for zinc for the sacral wound, and additionally no evidence of treatment orders specifying
the type and frequency of wound dressing changes for the resident's sacral wound. Despite the
documentation that new orders were placed for daily Santyl treatments, there was no evidence in the
clinical record that a physician order was placed on January 2, 2026.Review of the resident's medical
diagnoses list in the electronic medical record (EMR) revealed a diagnosis of pressure ulcer of sacral
region, unspecified stage, was created on January 6, 2026, by Staff #45. There was no evidence of a
medical diagnosis for pressure ulcer on the sacrum or coccyx created prior to January 6, 2026.A Late Entry
Daily Skilled Evaluation progress note dated January 3, 2026, however created by an LPN (Staff #71) on
January 4, 2026, revealed wound care completed today using aseptic technique and prescription
medication to wound bed and to see TAR (treatment administration record) and wound notes for details,
and that the resident tolerated wound care well. The note did not specify what site of the resident's body the
wound care was provided to or which prescription medication was applied to where.A Daily
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Skilled Evaluation note dated January 4, 2026, revealed the resident tolerated wound care well, but did not
specify what wound care treatment or to which body site.Review of the clinical record revealed no evidence
of any physician order for wound care treatment to the resident's coccyx or sacrum from when the resident
admitted on [DATE] until January 6, 2026.A physician order dated January 6, 2026, with a start date of
January 7, 2026, included for wound care to coccyx: cleanse with wound cleanser, pat dry, apply Santyl to
wound bed, followed by oil emulsion dressing, apply skin prep and cover with sacral foam dressing, and to
notify DON/ADON of any changes.Review of the Medication Administration Record and Treatment
Administration Record (MAR / TAR) for December 2025 revealed no evidence of any wound care treatment
provided to the resident's coccyx or sacrum. Review of the MAR / TAR for January 2026 revealed treatment
to the resident's coccyx started on January 7, 2026.An interview was conducted with a licensed practical
nurse (LPN / Staff #19) on January 27, 2026, at 12:25 p.m. who stated that as a floor nurse, she completes
an admission assessment on a new resident that admits to the unit. Staff #19 stated that additionally, a skin
assessment and Braden Scale assessment are completed for a resident upon admission and documented
in the electronic medical record (EMR), and that all wounds and skin impairments are documented on the
skin assessment form. Staff #19 stated that the floor nurses are not supposed to take any measurements of
the wounds, and that the wound nurse (Staff #45) is the staff responsible for taking wound measurements.A
telephonic interview was conducted with an LPN (Staff #71) on January 27, 2026, at 12:32 p.m., who stated
that for a new admission resident, nurses complete a head to toe skin assessment that is documented on
the weekly skin assessment form in the EMR. If a resident had a pressure ulcer, then Staff #71 stated a
nurse would inform the wound nurse (Staff #45) in order for her to complete further assessment. Regarding
Resident #10, Staff #71 stated that he had been the nurse for Resident #10, and that the resident had
wounds on his feet, but that he did not believe the resident had any wounds on his sacrum region.A
telephonic interview was conducted with an MDS coordinator registered nurse (RN / Staff #90) on January
27, 2026, at 2:09 p.m. who stated that she completes resident assessments that are relevant to the MDS,
and that she also reviews data from the EMR in order to complete the MDS assessments for residents.
Staff #90 stated that she reviews admission skin assessments from the resident's EMR in order to
complete the MDS assessment accurately, and if she has any further questions, she would contact the
wound nurse (Staff #45). Staff #90 stated that if the MDS assessment were not completed accurately, then
aspects of the resident's care plan or treatment may be missed. The admission MDS assessment for
Resident #10 was reviewed, and Staff #90 stated that the assessment included that the resident had
osteomyelitis, a diabetic foot ulcer, and a surgical wound, and that the resident did not have any pressure
ulcers. The care plan for Resident #10 was reviewed, and Staff #90 stated that a care plan dated December
25, 2025, included that the resident had a pressure ulcer to the coccyx. Staff #90 stated that it looked like
the admission MDS assessment had not been completed accurately, and that it looked like the pressure
ulcer on the coccyx was missed. Staff #90 reviewed the Resident #10's physician orders, and stated that
wound care treatments for the resident's coccyx / sacrum started on January 7, 2026.An interview was
conducted with the ADON / RN (Staff #45) on January 27, 2026, at approximately 2:30 p.m. who stated that
she performs wound assessments for residents on admission if she is notified via record review or by
nursing staff that a resident has a wound that requires assessment, and that she performs weekly wound
assessments, and oversees the wound program. Regarding Resident #10, Staff #45 reviewed the clinical
record and stated that he had an unstageable pressure ulcer on his sacrum on admission, and that it
measured 4.3 x 5.2 centimeters (cm). Staff #45 stated that initially, Resident #10 was ordered daily Santyl
wound treatments for his sacrum, and that the
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resident was refusing the wound care. Then, Staff #45 stated over the course of the resident's admission,
he became more compliant. Regarding, the Pressure Ulcer Documentation assessment dated [DATE],
however created January 5, 2026, Staff #45 stated that it was entered in the medical record late because
she got behind in her paperwork. Staff #45 stated that she keeps her own records of the wound
assessments that she performs, and that herself and the DON have access to them.An interview was
conducted with the Director of Nursing (DON / Staff #66) on January 27, 2026, at approximately 3:00 p.m.
who stated that his expectation for floor nurses to assess new admission residents was that multiple types
of assessments are completed, and are often dependent on the resident's diagnoses. The DON stated that
all new admission residents should have a head to toe skin assessment completed, and recorded in the
medical record. Additionally, the DON stated that if a resident had wounds, depending on the type of
wound, further assessment and measurements would be completed. The DON stated that a risk to a
resident if something was missed on initial assessment would be potentially something could be missed,
such as a treatment. Regarding Resident #10, the DON stated that he was not very familiar with the
resident, but that he was aware that the resident had wounds. The clinical record was reviewed, and the
DON stated that the resident had a pressure ulcer on the coccyx, and feet, and that the resident had a
wound vac but could not state where the wound vac was located based on his review of the medical record.
The DON also stated that depending on a resident's anatomy, the word coccyx and sacrum could be at
times used interchangeably because the regions are so close together on the body. The DON deferred
further detailed questions regarding Resident #10's wounds to the ADON / wound nurse (Staff #45).A
follow-up interview was conducted with the ADON (Staff #45) on January 27, 2026, at approximately 3:15
p.m. who then provided paper handwritten documentation, including the Treatment Plan and Evaluation of
Care document, dated December 26, 2025, and signed by Staff #45, to which she stated was her treatment
plan that she recommended for Resident #10. Staff #45 also provided the paper document titled Formal
Wound Assessment, which she stated showed that the wound treatment was offered and provided. Staff
#45 stated that there was not a physician signature on her treatment plan, and she believed she had told
the physician about her treatment recommendation.Another interview was conducted with the DON (Staff
#66) on January 27, 2026, at approximately 3:20 p.m. who provided a paper copy of the facility's Standing
Wound Orders and Instructions, and stated that the standing wound orders covered both dressing change
and debridement, so no other physician order was needed for Resident #10's wound care treatment.Review
of the facility's Standing Orders and Instructions for All Patients, signed by a provider, and dated February
27, 2025, included that these wound care treatment plan instructions must be followed by nursing staff to
ensure optimal wound healing. Minor modifications or clarifications to treatment plan orders may be made,
such as specifying dressing brands, or adjusting dressing change days to align with the facility's dressing
supply, staff scheduling, or patient preference. However, unless specified otherwise, the type of dressings
used may not be changed in the treatment plan order without provider authorization.Standard Wound
Preparation and Cleaning: Unless indicated or instructed otherwise, standard care protocol for ALL wounds
includes the following: When possible, schedule dressing changes around shower days. Unless specified
otherwise, dressings may be removed, and wounds cleaned in the shower. Nurse may apply lidocaine
spray/cream before cleaning/debriding wound for patient comfort. Clean wounds, peri-wounds, and
peripheral skin with Hibiclens or similar antiseptic soap, then irrigate with an antimicrobial wound cleanser
(e.g., Vashe, Dakins 0.0125%, commercial wound wash, etc.). Paint peri-wound immediately around the
wound with iodine or other antiseptic before dressing placement. Use skin prep solution (e.g., benzoin,
Mastisol, skin prep, etc.) when applying bordered adhesive dressings. All bordered dressings may
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be window-paned with Tegaderm-type adhesive to enhance adhesion. Moisturize surrounding skin after
every dressing change using fragrance-free cream for normal/dry skin or A&D ointment, Eucerin cream, or
similar for very dry/cracked skin. Use Calmoseptine or other barrier cream for peri-wound rash caused by
moisture or exudate.Wound Debridement: All wounds may be lightly to moderately scrubbed (debrided)
with moist gauze and/or cotton applicator to remove exudate and revitalize wound bed. However, sharp
debridement can only be done by provider or certified wound care specialist. The document revealed no
evidence of a standing order for Santyl (enzymatic debridement).Review of the manufacturer's website for
Santyl ointment revealed the drug is a prescription medication used to remove damaged tissue from
chronic skin ulcers and severely burned areas. Do not use if you have shown hypersensitivity to
collagenase. Occasional slight redness may occur if Santyl ointment is placed outside the wound area.
Precautions should be taken to avoid detergents or cleansing solutions that are acidic or basic in nature, as
raising or lowering of the ointment's pH can lower the effectiveness. Caregivers to debilitated patients
should closely monitor the application site to ensure that the area is not becoming infected.
(https://santyl.com/)Review of online database Quick Confirm License Verification revealed that Staff #45
was a registered nurse, and did not have prescriptive authority. (https://www.nursys.com/)Review of the
facility policy titled Skin/Wound Management: Pressure Ulcers/Skin Breakdown - Clinical Protocol, dated
January 1, 2024, revealed the nurse shall describe and document/report the following: full assessment of
pressure sore including location, stage, length, width and depth, presence of exudates or necrotic tissue;
pain assessment; resident's mobility status; Current treatments, including support surfaces; and all active
diagnoses. The physician will order pertinent wound treatments, including pressure reduction surfaces,
wound cleansing and debridement approaches, dressings (occlusive, absorptive, etc.), and application of
topical agents. The physician will help identify medical interventions related to wound management; for
example, treating a soft tissue infection surrounding an ulcer, removing necrotic tissue, addressing
comorbid medical conditions, managing pain related to the wound or to wound treatment, etc. During
resident visits, the physician will evaluate and document the progress of wound healing-especially for those
with complicated, extensive, or poorly-healing wounds. The physician will guide the care plan as
appropriate, especially when wounds are not healing as anticipated or new wounds develop despite
existing interventions. Current approaches should be reviewed for whether they remain pertinent to the
resident/patient's medical conditions, are affected by factors influencing wound development or healing,
and the impact of specific treatment choices made by the resident/patient or a substitute decision-maker.
Review of the facility policy titled Skin/Wound Management: Wound Care, dated January 1, 2024, revealed
to verify that there is a physician's order for the procedure, and to review the resident's care plan to assess
for any special needs of the resident. For example, the resident may have as needed (PRN) orders for pain
medication to be administered prior to would care. Assemble the equipment and supplies as needed. Date
and initial all bottles and jars upon opening. Wipe nozzles, foil packets, bottle tops, etc., with alcohol pledget
before opening, as necessary. (Note: This may be performed at the treatment cart.) The following
information should be recorded in the resident's medical record:1. The type of wound care given.2. The date
and time the wound care was given.3. The position in which the resident was placed.4. The name and title
of the individual performing the wound care.5. Any change in the resident's condition.6. All assessment
data (i.e., wound bed color, size, drainage, etc.) obtained when inspecting thewound. Review of the facility
policy titled Orders / Receiving / Transcribing: Medication and Treatment Orders, dated January 1, 2024,
revealed medications shall be administered only upon the written order of a person duly licensed and
authorized to prescribe such medications in
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this state. Drug and biological orders must be recorded on the physician's order sheet in the resident's
chart. Such orders are reviewed by the consultant pharmacist on a monthly basis. All drug and biological
orders shall be written, dated, and signed by the person lawfully authorized to give such an order. The
signing of orders shall be by signature or a personal computer key. Signature stamps may not be used.
Verbal orders must be recorded immediately in the resident's chart by the person receiving the order and
must include prescriber's last name, credentials, the date and the time of the order. Verbal orders must be
signed by the prescriber at his or her next visit. Orders for medications must include:a. name and strength
of the drug;b. number of doses, start and stop date, and/or specific duration of therapy;c. dosage and
frequency of administration;d. route of administration;e. clinical condition or symptoms for which the
medication is prescribed; andf. any interim follow-up requirements (pending culture and sensitivity reports,
repeat labs, therapeutic medication monitoring, etc.).
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, review of clinical record, and review of facility policy and procedure, the facility failed to ensure
that the medical record was complete, accurate, and readily accessible for one resident (#10). The deficient
practice could lead to care team members not being aware of a resident's status.-Findings include:Resident
#10 was admitted to the facility December 25, 2025, with diagnoses of dementia, other acute osteomyelitis
of right ankle and foot, sepsis, pressure-induced deep tissue damage of right heel, non-pressure chronic
ulcer of skin of other sites, type 2 diabetes mellitus with foot ulcer, Alzheimer's disease, and acquired
absence of left great toe.A physician order dated December 25, 2025, included to complete a skin check
weekly.A Weekly Skin check and Wound assessment dated [DATE], revealed the resident had the following
skin impairments:nephrostomy tube on the right iliac crestskin impairment on the back of the right
handsignificant diabetic foot ulcer on the right heel that was incised and debrided in acute carediabetic foot
ulcer on the left heelleft great toe former amputation site, and remaining hallux that was an infected wound
with osteomyelitis, and wound vac in place.diabetic ulcer on left toe(s)pressure injury on sacrum, with no
evidence of further details or measurementsA care plan focus initiated December 25, 2025, revealed
Resident #10 had a skin impairment of pressure ulcer to coccyx. Interventions included to administer
treatments as ordered and monitor for effectiveness, to have a pressure-relieving mattress, a weekly skin
assessment completed by licensed staff, and to monitor / document / report to physician changes in skin
status as needed.A handwritten paper Treatment Plan and Evaluation of Care document, dated December
26, 2025, and signed by Staff #45, revealed to cleanse with wound cleanser, apply Santyl (prescription
enzymatic medication), cover with oil emulsion (adaptic), apply skin prep to periwound and cover with
sacral dressing, and if patient refuses full treatment, please apply zinc oxide and cover dressing, to be
completed daily. Despite the resident having just admitted to the facility on e day prior, the document also
revealed patient has refused daily changes, seems confused, please continue to offer daily wound care.
Review of the electronic medical record on January 27, 2026, revealed no evidence that the document was
part of the resident's medical record.A paper document titled Formal Wound Assessment, with handwritten
log entries, revealed that on December 26, 2025, the resident did not refuse the assessment, and there
was no evidence that the resident refused any wound care treatment, and that the treatment objectives
included enzymatic debridement and sacral foam cushion protection. The assessment did not include any
evidence whether any wound care treatment was completed or not on December 26, 2025. The
documentation revealed that on December 27 and 28, 2025, the resident refused a wound assessment,
and refused treatment objectives. The documentation revealed that on December 29, 2025, that the wound
was not measured, and that the treatment objectives included enzymatic debridement and sacral foam
cushion protection, however also included that the resident refused santyl; educated. The document
included no evidence of what wound care treatment was provided, if any. Review of the electronic medical
record on January 27, 2026, revealed no evidence that the document was part of the resident's medical
record.Physician orders dated December 26, 2025, included:- Wound care (Wound Vac): check every 4
hours for proper placement, functioning, and wound vac is upright. There was no evidence specifying to
what site.- Wound care (Wound Vac): if malfunctions please remove and place hydrogel-soaked gauze and
cover area with ABD pad secured with tape, every shift, and notify charge nurse/Director of Nursing (DON)/
Assistant Director of Nursing (ADON). There was no evidence specifying to what site.-There was no
evidence of physician orders for wound care treatment for the pressure ulcer on the resident's coccyx /
sacrum.A Pressure Ulcer
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Documentation assessment dated [DATE], however created on January 5, 2026 and signed January 6,
2026 by a registered nurse / Assistant Director of Nursing (RN / ADON / Staff #45), revealed Resident #10
had 1 unstageable pressure ulcer on the sacrum. Measurements were: 4.3 cm x 5.2 cm and depth unable
to determine (UTD). The documentation details included Resident #10 was seen for initial assessment of
pressure injury to sacral region. Additionally, the resident had diabetic foot ulcers (DFUs) to bilateral lower
extremities, and that the sacral pressure wound was obscured thickness with moderate exudate which was
serosanguinous in color and non-odorous, and wound bed was 90% slough and 10% granulation tissue,
and peri-wound had peeling edges but was otherwise appropriate color for race. The resident experienced
2/10 pain during wound care, and declined daily Santyl (prescription enzymatic medication) at this time,
and will continue education.Despite the documentation that the resident declined daily Santyl treatment,
there was no evidence in the clinical record of a physician order for Santyl for the sacrum/coccyx
wound.Physician orders dated December 27, 2025, included:- Wound care to left foot: cleanse with wound
cleanser, pat dry, apply collagen and honey to wound bed followed by oil emulsion dressing. Apply skin
prep and cover peri-wound with transparent dressing. Apply green foam followed by more skin prep and
transparent dressing. Turn on unit to ensure dressing is on properly. Ensure Vac pressure at 125 mm Hg.
Notify DON/ ADON of any changes.- Wound care to right heel: cleanse with wound cleanser, pat dry, paint
with iodine. Apply collagen and honey to wound bed and cover with bordered gauze. May frame gauze if
needed due to contour of wound area. Notify DON/ ADON of any changes.-There was no evidence of
physician orders for wound care treatment to the pressure ulcer on the resident's coccyx / sacrum.A Late
Entry History & Physical progress note dated December 26, 2025, however created January 15, 2026,
revealed Resident #10 had a pressure ulcer of sacral region, unspecified stage.A Late Entry Wound
progress note dated December 26, 2025, however created January 6, 2026, by Staff #45, revealed
Resident #10 had a pressure injury to the sacral region which will be charted in the Pressure Ulcer
Assessment.A Late Entry Daily Skilled Evaluation dated December 27, 2025, but created December 28,
2025, revealed Resident #10 refused wound care, but did not specify which wound care treatment was
refused, or whether all wound care treatment was refused.A Late Entry Daily Skilled Evaluation dated
December 28, 2025, but created December 31, 2025, revealed Resident #10 refused wound care, but did
not specify which wound care treatment was refused, or whether all wound care treatment was refused.A
Late Entry Daily Skilled Evaluation dated December 29, 2025, but created December 31, 2025, revealed
Resident #10 refused wound care, but did not specify which wound care treatment was refused, or whether
all wound care treatment was refused.A Late Entry Physician Progress Note dated December 29, 2025, but
created January 2, 2026, revealed a list of Resident #10's medical diagnoses, however the list did not
include a diagnosis of pressure ulcer of sacrum.A Late Entry Daily Skilled Evaluation dated December 30,
2025, but created December 31, 2025, revealed Resident #10 refused wound care, but did not specify
which wound care treatment was refused, or whether all wound care treatment was refused.Despite the
documentation of Resident #10 refusing wound care treatment on December 27, 28, 29, and 30, 2025,
there was no evidence in the clinical record of education provided to the resident, or that multiple attempts
were made, or that the provider was notified that the resident was refusing treatment.An admission
minimum data set (MDS) assessment, dated December 31, 2025, revealed Resident #10 had a brief
interview for mental status (BIMS) assessment score of 13, indicating intact cognition. Section M - Skin
Conditions revealed the resident had no unhealed pressure ulcers/injuries, no venous and arterial ulcers,
and no other open lesions other than ulcers, rashes, and cuts. The assessment revealed the resident did
have an infection of the foot, a diabetic foot ulcer, and a surgical wound. Regarding treatments, the
assessment revealed
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that Resident #10 did have surgical wound care and application of dressings to feet. However, the
documentation revealed the resident did not have pressure ulcer/injury care or applications of non-surgical
dressings or ointments/medications other than to feet.A Weekly Skin check and Wound assessment dated
[DATE], but created on January 6, 2026 by Staff #45, revealed that Resident #10 had the following skin
impairments:nephrostomy tube on the right iliac crestskin impairment on the back of the right
handsignificant diabetic foot ulcer on the right heel that was incised and debrided in acute carediabetic foot
ulcer on the left heelleft great toe former amputation site, and remaining hallux now infected wound with
osteomyelitis, and wound vac in place.diabetic ulcer on left toe(s)pressure injury on sacrum, with no
evidence of further details or measurementsA Late Entry Wound progress note dated January 2, 2026, but
created on January 6, 2026, by Staff #45, revealed documentation for the resident's left foot and right heel
wounds. The note also included that the resident also had a pressure injury to the sacrum which would be
charted in the Pressure Ulcer Assessment.A Pressure Ulcer Documentation assessment dated [DATE], but
created on January 6, 2026, by Staff #45, revealed Resident #10 had 1 unstageable pressure ulcer on the
sacrum. Measurements were: 4.3 cm x 5.2 cm and depth unable to determine (UTD). The documentation
details included Resident #10 was seen for initial assessment of pressure injury to sacral region.
Additionally, the resident had diabetic foot ulcers (DFUs) to bilateral lower extremities, and that the sacral
pressure wound was obscured thickness with moderate exudate which was serosanguinous in color and
non-odorous, and wound bed was 80% slough and 20% granulation tissue with zinc and sacral foam
dressings. Additionally, peri-wound had peeling edges but was otherwise appropriate color for race. The
documentation included that the floor nurse spoke with the resident and placed new orders for daily Santyl
treatments.The clinical record was reviewed and revealed no evidence of a physician order for zinc for the
sacral wound, and additionally no evidence of treatment orders specifying the type and frequency of wound
dressing changes for the resident's sacral wound. Despite the documentation that new orders were placed
for daily Santyl treatments, there was no evidence in the clinical record that a physician order was placed
on January 2, 2026.Review of the resident's medical diagnoses list in the electronic medical record (EMR)
revealed a diagnosis of pressure ulcer of sacral region, unspecified stage, was created on January 6, 2026,
by Staff #45. There was no evidence of a medical diagnosis for pressure ulcer on the sacrum or coccyx
created prior to January 6, 2026.A Late Entry Daily Skilled Evaluation progress note dated January 3,
2026, however created by an LPN (Staff #71) on January 4, 2026, revealed wound care completed today
using aseptic technique and prescription medication to wound bed and to see TAR (treatment
administration record) and wound notes for details, and that the resident tolerated wound care well. The
note did not specify what site of the resident's body the wound care was provided to or which prescription
medication was applied to where.A Daily Skilled Evaluation note dated January 4, 2026, revealed the
resident tolerated wound care well, but did not specify what wound care treatment or to which body
site.Review of the clinical record revealed no evidence of any physician order for wound care treatment to
the resident's coccyx or sacrum from when the resident admitted on [DATE] until January 6, 2026.A
physician order dated January 6, 2026, with a start date of January 7, 2026, included for wound care to
coccyx: cleanse with wound cleanser, pat dry, apply Santyl to wound bed, followed by oil emulsion dressing,
apply skin prep and cover with sacral foam dressing, and to notify DON/ADON of any changes.Review of
the Medication Administration Record and Treatment Administration Record (MAR / TAR) for December
2025 revealed no evidence of any wound care treatment provided to the resident's coccyx or sacrum.
Review of the MAR / TAR for January 2026 revealed treatment to the resident's coccyx started on January
7, 2026.A telephonic interview was conducted with an LPN (Staff #71) on
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January 27, 2026, at 12:32 p.m., who stated that for a new admission resident, nurses complete a head to
toe skin assessment that is documented on the weekly skin assessment form in the EMR. If a resident had
a pressure ulcer, then Staff #71 stated a nurse would inform the wound nurse (Staff #45) in order for her to
complete further assessment. Regarding Resident #10, Staff #71 stated that he had been the nurse for
Resident #10, and that the resident had wounds on his feet, but that he did not believe the resident had any
wounds on his sacrum region.A telephonic interview was conducted with an MDS coordinator registered
nurse (RN / Staff #90) on January 27, 2026, at 2:09 p.m. who stated that she completes resident
assessments that are relevant to the MDS, and that she also reviews data from the EMR in order to
complete the MDS assessments for residents. Staff #90 stated that she reviews admission skin
assessments from the resident's EMR in order to complete the MDS assessment accurately, and if she has
any further questions, she would contact the wound nurse (Staff #45). Staff #90 stated that if the MDS
assessment were not completed accurately, then aspects of the resident's care plan or treatment may be
missed. The admission MDS assessment for Resident #10 was reviewed, and Staff #90 stated that the
assessment included that the resident had osteomyelitis, a diabetic foot ulcer, and a surgical wound, and
that the resident did not have any pressure ulcers. The care plan for Resident #10 was reviewed, and Staff
#90 stated that a care plan dated December 25, 2025, included that the resident had a pressure ulcer to
the coccyx. Staff #90 stated that it looked like the admission MDS assessment had not been completed
accurately, and that it looked like the pressure ulcer on the coccyx was missed. Staff #90 reviewed the
Resident #10's physician orders, and stated that wound care treatments for the resident's coccyx / sacrum
started on January 7, 2026.An interview was conducted with the ADON / RN (Staff #45) on January 27,
2026, at approximately 2:30 p.m. who stated that she performs wound assessments for residents on
admission if she is notified via record review or by nursing staff that a resident has a wound that requires
assessment, and that she performs weekly wound assessments, and oversees the wound program.
Regarding Resident #10, Staff #45 reviewed the clinical record and stated that he had an unstageable
pressure ulcer on his sacrum on admission, and that it measured 4.3 x 5.2 centimeters (cm). Staff #45
stated that initially, Resident #10 was ordered daily Santyl wound treatments for his sacrum, and that the
resident was refusing the wound care. Then, Staff #45 stated over the course of the resident's admission,
he became more compliant. Regarding, the Pressure Ulcer Documentation assessment dated [DATE],
however created January 5, 2026, Staff #45 stated that it was entered in the medical record late because
she got behind in her paperwork. Staff #45 stated that she keeps her own records of the wound
assessments that she performs, and that herself and the DON have access to them.An interview was
conducted with the Director of Nursing (DON / Staff #66) on January 27, 2026, at approximately 3:00 p.m.
who stated that his expectation for floor nurses to assess new admission residents was that multiple types
of assessments are completed, and are often dependent on the resident's diagnoses. The DON stated that
all new admission residents should have a head to toe skin assessment completed, and recorded in the
medical record. Additionally, the DON stated that if a resident had wounds, depending on the type of
wound, further assessment and measurements would be completed. The DON stated that a risk to a
resident if something was missed on initial assessment would be potentially something could be missed,
such as a treatment. Regarding Resident #10, the DON stated that he was not very familiar with the
resident, but that he was aware that the resident had wounds. The clinical record was reviewed, and the
DON stated that the resident had a pressure ulcer on the coccyx, and feet, and that the resident had a
wound vac but could not state where the wound vac was located based on his review of the medical
record.A follow-up interview was conducted with the ADON (Staff #45) on January 27, 2026, at
approximately 3:15 p.m. who
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then provided paper handwritten documentation, including the Treatment Plan and Evaluation of Care
document, dated December 26, 2025, and signed by Staff #45, to which she stated was her treatment plan
that she recommended for Resident #10. Staff #45 also provided the paper document titled Formal Wound
Assessment, which she stated showed that the wound treatment was offered and provided. Staff #45 stated
that there was not a physician signature on her treatment plan, and she believed she had told the physician
about her treatment recommendation.Review of the facility policy titled Charting and Documentation, dated
January 1, 2024, revealed that all services provided to the resident, progress toward the care plan goals, or
any changes in the resident's medical, physical, functional or psychosocial condition, shall be documented
in the resident's medical record. The medical record should facilitate communication between the
interdisciplinary team regarding the resident's condition and response to care. Documentation in the
medical record may be electronic, manual or a combination. Documentation in the medical record will be
objective (not opinionated or speculative), complete, and accurate. Information documented in the
resident's clinical record is confidential and may only be released in accordance with state law, the Health
Insurance Portability and Accountability Act (HIPAA) and facility policy. Refer all requests for information to
the director of nursing services, nurse supervisor/charge nurse or to the business office. Documentation of
procedures and treatments will include care-specific details, including: the date and time the
procedure/treatment was provided; the name and title of the individual(s) who provided the care; the
assessment data and/or any unusual findings obtained during the procedure/treatment; how the resident
tolerated the procedure/treatment; whether the resident refused the procedure/treatment; notification of
family, physician or other staff, if indicated; and the signature and title of the individual documenting. Review
of the facility policy titled Skin/Wound Management: Pressure Ulcers/Skin Breakdown - Clinical Protocol,
dated January 1, 2024, revealed the nurse shall describe and document/report the following: full
assessment of pressure sore including location, stage, length, width and depth, presence of exudates or
necrotic tissue; pain assessment; resident's mobility status; Current treatments, including support surfaces;
and all active diagnoses. The physician will order pertinent wound treatments, including pressure reduction
surfaces, wound cleansing and debridement approaches, dressings (occlusive, absorptive, etc.), and
application of topical agents. The physician will help identify medical interventions related to wound
management; for example, treating a soft tissue infection surrounding an ulcer, removing necrotic tissue,
addressing comorbid medical conditions, managing pain related to the wound or to wound treatment, etc.
During resident visits, the physician will evaluate and document the progress of wound healing-especially
for those with complicated, extensive, or poorly-healing wounds. The physician will guide the care plan as
appropriate, especially when wounds are not healing as anticipated or new wounds develop despite
existing interventions. Current approaches should be reviewed for whether they remain pertinent to the
resident/patient's medical conditions, are affected by factors influencing wound development or healing,
and the impact of specific treatment choices made by the resident/patient or a substitute decision-maker.
Review of the facility policy titled Skin/Wound Management: Wound Care, dated January 1, 2024, revealed
to verify that there is a physician's order for the procedure, and to review the resident's care plan to assess
for any special needs of the resident. For example, the resident may have as needed (PRN) orders for pain
medication to be administered prior to would care. Assemble the equipment and supplies as needed. Date
and initial all bottles and jars upon opening. Wipe nozzles, foil packets, bottle tops, etc., with alcohol before
opening, as necessary. (Note: This may be performed at the treatment cart.) The following information
should be recorded in the resident's medical record:1. The type of wound care given.2. The date and time
the

(continued on next page)

1312035277

04/01/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

035277 01/27/2026

Haven of Lakeside 3401 North Lockwood Drive
Lakeside, AZ 85929

F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

wound care was given.3. The position in which the resident was placed.4. The name and title of the
individual performing the wound care.5. Any change in the resident's condition.6. All assessment data (i.e.,
wound bed color, size, drainage, etc.) obtained when inspecting thewound. Review of the facility policy titled
Orders / Receiving / Transcribing: Medication and Treatment Orders, dated January 1, 2024, revealed
medications shall be administered only upon the written order of a person duly licensed and authorized to
prescribe such medications in this state. Drug and biological orders must be recorded on the physician's
order sheet in the resident's chart. Such orders are reviewed by the consultant pharmacist on a monthly
basis. All drug and biological orders shall be written, dated, and signed by the person lawfully authorized to
give such an order. The signing of orders shall be by signature or a personal computer key. Signature
stamps may not be used. Verbal orders must be recorded immediately in the resident's chart by the person
receiving the order and must include prescriber's last name, credentials, the date and the time of the order.
Verbal orders must be signed by the prescriber at his or her next visit. Orders for medications must
include:a. name and strength of the drug;b. number of doses, start and stop date, and/or specific duration of
therapy;c. dosage and frequency of administration;d. route of administration;e. clinical condition or
symptoms for which the medication is prescribed; andf. any interim follow-up requirements (pending culture
and sensitivity reports, repeat labs, therapeutic medication monitoring, etc.)
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