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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, interviews, and facility documentation and policy the facility failed to ensure that 
medical records accurately documented skin impairments identified for resident #024. The deficient practice 
could result in medical records that do not accurately and completely reflect the care and services provided. 
The sample size was 3, and the facility census was 75. Findings Include:Resident # 024 was admitted to the 
facility on [DATE], with diagnoses that included chronic obstructive pulmonary disease with acute 
exacerbation, hypertensive heart disease with heart failure, paroxysmal atrial fibrillation, and generalized 
muscle weakness. The resident was discharged from the facility on December 18, 2024. A provider's order 
dated November 22, 2024, directed staff to cleanse the right second toe with wound cleanser, apply 
betadine, and cover with a Band-Aid daily.A provider's order dated November 23, 2024, directed staff to 
cleanse the open area of the left knee with wound cleanser, apply a medical-grade honey dressing, cover 
with a petrolatum gauze dressing and gauze, and wrap with a rolled gauze dressing, secured with tape and a 
stockinette.A review of the admission Minimum Data Set (MDS), dated [DATE], revealed a Brief Interview for 
Mental Status (BIMS) score of 13, indicating the resident was cognitively intact. Further review of the MDS 
indicated that Resident #74 had two venous/arterial ulcers and skin tears present. The MDS identified skin 
condition treatments included pressure-reducing devices for chair and bed, nutrition and hydration 
interventions, application of nonsurgical dressings, ointments or medications, and application of dressings to 
the feet with or without topical medications. The MDS also identified that the resident and representative 
were active participants in the assessment process and that the overall goal was discharge to the community.
A provider's order dated December 16, 2024, directed staff to cleanse the right first toe with wound cleanser, 
pat dry, apply betadine, and leave open to air daily . A review of the Skin and Wound Evaluation dated 
December 16, 2024, revealed that the front of the left knee had a skin tear with complete tissue loss, and 
treatment orders were in place for the application of a medical-grade honey dressing.A review of the Skin 
and Wound Evaluation dated December 16, 2024, revealed the following: the arterial ulcer on the first digit of 
the left dorsum was treated with sodium hypochlorite, debrided with an autolytic, and covered with calcium 
alginate and foam dressings; and the arterial ulcer to the right first digit (hallux) was circular in shape and 
had an area with 70% slough and 30% non-granular tissue, that was circular in shape. A review of the Skin 
and Wound Evaluation dated December 16, 2024, described the arterial ulcer on the right dorsum as 
scabbed, circular in shape, with no surrounding redness. Further review revealed that the ulcer was cleansed 
with sodium hypochlorite and dressed with an antimicrobial dressing.A review of the Transition of Care and 
Discharge summary, dated [DATE], revealed that the discharge summary instructions received by the 
resident's representative and present in the electronic record were inconsistent with the resident's clinical 
record, due to omissions related to the resident's skin impairments.A provider's order dated December 17, 
2024, directed staff to cleanse the left lateral hallux wound with wound cleanser.A review of the Home Health 
Care Referral Form dated December 17, 2024, revealed special instructions to include wound care.A review 
of the Health Services Concern and Comment form, dated February 28, 2025, indicated that the resident's 
representative expressed concern regarding the resident's wound care and the discharge wound care 
process. According to the document, the facility's investigation determined that incorrect documentation 
related to the resident's wound care was submitted on the discharge assessment. Further review of the 
document revealed that the facility provided education to licensed nursing staff regarding wound care 
documentation, discharge documentation, and communication.An interview was conducted on October 28, 
2025, at 9:08 a.m., with the resident's representative. The representative expressed concern regarding 
insufficient communication from the facility to the consulting provider about the resident's wounds. The 
representative reported receiving written discharge instructions but indicated dissatisfaction that the 
discharge paperwork did not accurately reflect active skin impairments. The representative stated feeling 
equipped to manage the wounds but emphasized a desire that facility staff had communicated the condition 
of the wounds more accurately.An interview was conducted on October 28, 2025, at 9:42 a.m., with Certified 
Nursing Assistant (CNA) Staff #21. Staff #21 stated that any changes in a resident's skin integrity are 
immediately reported to the nurse. Additionally, Staff #21 explained that on resident shower days, it is their 
responsibility to document any abnormalities on the shower sheet and submit the completed form to the 
nurse. Staff #21 emphasized that accurate documentation and communication are essential to advocate for 
residents and ensure that floor staff receive effective nursing reports.An interview was conducted on October 
28, 2025, at 9:55 a.m , with the dually titled Wound Care Nurse and Director of Nursing (DON). Staff # 01 
revealed the resident foot wounds were classified as arterial ulcers in etiology. Regarding the right arterial 
ulcer, the nurse revealed on November 27, 2024 the area was scabbed over, but the wound area continued 
to receive therapy, as it is facility policy to continue. Staff #01 revealed providing weekly round reports to the 
medical director/ the resident's attending physician. Staff #01 stated reports directly to the attending provider, 
not the consultant provider unless instructed to do so by the attending/medical director. Staff #01 revealed 
that at discharge, the facility arranged for mobile wound clinic service to follow up with the resident.An 
interview was conducted on October 28, 2025, at 2:15 p.m. with Registered Nurse (RN/Staff #44). Staff #44 
stated that proper documentation in the resident record is important to ensure that, if any issues arise in the 
future, accurate information is available regarding what actually occurred. Staff #44 further stated that 
inaccurate documentation can impact a resident's ability to receive appropriate treatment, such as in wound 
care. Staff #44 added that if the correct wound treatment is not properly documented, it may negatively affect 
the healing process.A follow-up interview was conducted on October 28, 2025, at approximately 2:55 p.m., 
with Staff #01. Staff #01 stated that preparing the discharge summary is a coordinated effort among nursing, 
social services, and dietary. Staff #01 explained that the facility ensures discharge information sent to the 
receiving provider is accurate, complete, and up to date by sending the most recent orders and relevant 
documentation. Staff #01 further stated that there is an expectation to verify that the discharge summary 
reflects the resident's most current clinical status, and the nurse completing the summary uses the most 
current records.Staff #01 mentioned that more than one nurse can work on the discharge assessment. Staff 
#01 explained that the facility's electronic record system highlights completed areas in green. Staff #01 
provided an example in which a night shift nurse may begin the assessment and a day shift nurse completes 
it, so sections highlighted in green may not be rechecked, based on the assumption that the information 
entered is accurate and complete.Staff #01 revealed that following the discovery of omissions in the 
resident's discharge summary during a conference with the resident's representative, the facility identified the 
staff responsible for the incorrect documentation and provided re-education. Staff #01 stated that the 
re-education included ensuring the accuracy of skin condition documentation and reviewing the specific 
sections of the assessment being signed off on to prevent future errors.Review of the Discharge Summary 
and Plan policy, Revised December 2016, revealed that the discharge summary will include a recapitulation 
of the resident's stay at this facility and a final summary of the resident's status at the time of discharge in 
accordance with established regulations governing release of resident information as permitted by the 
resident. The policy further states that a copy of the discharge summary will be provided to the resident and 
receiving facility, and a copy will be filed in the resident's medical records. Review of the Transfer or 
Discharge Documentation policy, Revised December 2016, revealed that when a resident is transferred or 
discharged from the facility , the following information will be documented in the medical record: A summary 
of the resident's overall medical, physical, and mental condition.
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