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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46001
or potential for actual harm
Based on interview and record review, the facility failed to provide care and services in accordance with
Residents Affected - Few professional standards of practice for one of three sampled residents (Resident 1) when:

1. The licensed nurse failed to notify the physician when Resident 1 experienced a change in condition.

2. The licensed nurse failed to transfer the wound care order from the hospital discharge instructions to the
Skilled Nursing Facility (SNF) orders, resulting in no wound dressing change for Resident 1 for two days.

These failures resulted in Resident 1 being sent to the hospital for further evaluation and treatment.
Findings:

1. Areview of Resident 1's clinical record indicated she was admitted from the acute hospital to the facility on
[DATE] and had the diagnosis including encounter for orthopedic aftercare following surgical amputation (the
loss or removal of a body part such as a finger, toe, hand, foot, arm or leg).

A review of Resident 1's discharge instructions from the acute hospital, dated 1/24/2025, indicated notifying
physician for change in conditions including acute change in mental status.

A review of Resident 1 ' s nursing progress notes dated 1/26/2025 at 18:56 indicated that the resident was
confused and had declined from being alert and oriented x3 on the admitted (1/24/2025) to alert and oriented
x1. The nurse documented a message in the communication binder asking the physician whether the
confusion could be related to narcotic medication administered in the hospital.

During an current interview and record with the Director of Nursing (DON) on 4/15/2025 at 3:12 p.m., the
DON reviewed the nursing progress notes and stated the nurse should have notified the physician regarding
Resident 1 's condition change (change in mental status) instead of leaving a message on the facility's
communication binder.
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F 0658 2. A review of Resident 1's hospital discharge orders dated 1/24/2025 indicated a wound care order for a
stockinet dressing and a loosely wrapped ACE wrap (Elastic Bandage with Hook Closure delivers
Level of Harm - Minimal harm or comfortable support) to be changed daily while in

potential for actual harm
the SNF. However, a review of Resident 1 's SNF physician orders and the Treatment Administration
Residents Affected - Few Record (TAR) for January 2025 indicated that no wound care order had been transcribed and carried out.

During a current interview and record review with the Wound Care Nurse (WCN) on 4/15/2025 at 2:00 p.m.,
the WCN reviewed Resident 1's January 2025 SNF orders and TAR. She confirmed that there was no
documented wound care order. She stated that she was not aware that a wound dressing change was
required and she did not change Resident 1's wound dressing on 1/25 or 1/26/2025.

During a concurrent interview and record review with the DON on 4/15/2025 at 3:15 p.m., the DON reviewed
Resident 1's hospital discharge orders and SNF orders. She confirmed that there was no wound care order
in the SNF orders. She further stated that the admission nurse should have transcribed the hospital wound
care order to the SNF orders so that the wound care nurse could carry out the treatment.

A review of the facility's policy and procedure tittled Change in a Resident ' s Condition or Status, revised
2/2021, indicated .the nurse will notify the resident's attending physician or physician on call when there has
been a(an): .significant change in the resident's physical, emotional, mental condition .

A review of the facility's policy and procedure titled Timely Implementation of Treatment Orders Policy,
indicated .to ensure that all treatment orders are implemented promptly and consistently, treatment orders
must be initiated within 24 hours unless specified otherwise .
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