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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to implement its policies and procedures titled Abuse 
Prevention/Prohibition and Abuse Reporting and Investigation for two of two sampled residents (Residents 
45 and 46) by failing to protect, prevent, report, and investigate an alleged physical abuse incident that 
occurred between Residents 45 and 46 on 07/13/2025. Specifically, the facility failed to: 1. Identify the 
physical altercation between Residents 45 and 46 as a form of abuse, which was reported by Licensed 
Vocational Nurses (LVNs) 2 and 7 to the Administrator on 07/13/2025, and which resulted in a mark on 
Resident 45's upper left forehead. 2. Protect Resident 45 and prevent further physical abuse when licensed 
nurses did not develop a care plan after LVNs 2 and 7 were made aware of the allegation of physical abuse 
by Resident 46 toward Resident 45. 3. Report Resident 45's allegation of physical abuse by Resident 46 to 
the Department of Public Health (State Survey Agency), local law enforcement, the Ombudsman (state 
agency that advocates for residents), and Adult Protective Services (agency that protects adults and the 
elderly) on 07/13/2025. 4. Investigate and document the investigation to determine whether abuse had 
occurred and to protect Resident 45 from further physical abuse by Resident 46. These deficient practices 
placed Residents 45 and 46, as well as other residents in the facility, at risk for further abuse, feelings of 
intimidation, and neglect. Findings: During an interview on 12/15/2025 from 11 AM to 1 PM with the Staff 
Coordinator (SC) 1, SC 1 stated on 7/13/2025 SC 1 started her shift at 5 AM. SC 1 stated she was in Station 
1 when she heard a noise coming from the Resident 45 and 46's room. SC 1 stated she responded to the 
noise and saw Resident 45 and 46 looked like they just had an argument, SC 1 stated the incident was 
reported to LN 7 and LN 7 went to the resident's room. SC1 stated Resident 45 alleged that Resident 46 hit 
Resident 45 to the head that had left a mark. SC 1 showed surveyor the photo she held in her phone, stated 
she kept the photo just to assist staff with their investigation. During a concurrent review of the photo, the 
photo was taken from the anterior left angle of Resident 45's face and showed a peach-colored mark, size of 
approximately one inch in diameter, located on upper left portion of the resident's forehead. SC 1 further 
stated that later the ADM came to the facility and informed SC 1, LN 2, and LN 7 that he would take care of 
the alleged incident between Residents 45 and 46 and told them not to report the incident to anyone. 1. 
During a review of Resident 45's admission Record (AR) indicated that the facility admitted Resident 45 on 
4/24/2025 with diagnoses including, bipolar disorder (sometimes called manic-depressive disorder; mood 
swings that range from the lows of depression to elevated periods of emotional highs), cognitive 
communication deficits (difficulty communicating because of injury to the brain that controls the ability to think.
) During a review of Resident 45's History and Physical (H&P) dated 4/25/2025, the H&P indicated that 
Resident 45 did not have the capacity to understand and make decisions. During a review of Resident 45's 
Minimum Data Set (MDS- a resident assessment tool) dated 7/17/2025, the MDS indicated Resident 45 was 
severely cognitively impaired (rarely/never made decisions). The MDS indicated that Resident 45 had verbal 
behavior symptoms directed toward others. During a review of Resident 45's Change in Condition Evaluation 
(COC) dated 7/13/2025, the COC indicated Resident 45 had behavioral symptoms with no further 
documentation describing Resident 45's behaviors, and indicated a change in skin color or condition. The 
COC indicated a blank where the provider notification should be notified. The COC also indicated a blank 
where Resident 45's responsible party should be notified. During a review of Resident 45's Progress Notes 
dated 7/1/2025 to 7/18/2025, the Note did not indicate any documentation of any unknown injury for Resident 
45. During a review of Resident 45's Care Plans, there was no documented evidence indicating a care plan 
was developed related to the alleged incident on 7/13/25. During a review of Resident 46's admission 
Record (AR), the AR indicated that the facility originally admitted Resident 46 on 11/13/2015 and readmitted 
on [DATE] with diagnoses including dementia (a progressive state of decline in mental abilities), and anxiety 
disorder (a group of mental health conditions that cause fear, dread and other symptoms.) During a review of 
Resident 46's MDS dated [DATE], the MDS indicated Resident 45 was severely cognitively impaired 
(rarely/never made decisions). The MDS also indicated that Resident 46 required partial/moderate 
assistance (Helper does less than half the effort) on rolling left-and-right, sit to lying, and lying-to-sitting on 
side of bed. During a review of Resident 46's Progress Notes dated from 7/1/2025 to 7/31/2025, there was 
no documented evidence related to any altercation with Resident 45. During a review of Resident 46's Care 
Plans, there was no documented evidence indicating a care plan was developed related to the alleged 
incident on 7/13/25 between Resident 45 and Resident 46. During a review of Resident 46's Change in 
Condition Evaluation (known as COC) dated 7/1/2025 to 10/31/2025, the COC did not indicate any 
documentation of any resident-to-resident altercation between Resident 46 and Resident 45. During an 
interview on 12/15/2025 at 12:59 PM with Licensed Nurse (LN) 2, LN 2 stated that on 7/13/2025 between 5 
AM and 6 AM LN 2 recalled there was an incident in Resident 45's room. LN 2 stated that together with LN 7, 
they heard a commotion coming from Resident 45's room. LN 2 stated LN 2 and LN 7 went to Resident 45's 
room saw that Resident 45 and Resident 46 looked upset. Resident 46 stated to LN 2 that Resident 45 hit 
her first. LN 2 stated LN 2 and LN 7 separated the Residents 45 and 46 immediately and brought Resident 
46 to another room. LN 2 stated that the administrator (ADM) came in early the morning of 7/13/25, and LN 2 
reported this incident involving Resident 45 and Resident 46 to the ADM, in which the ADM stated he would 
take care of everything. LN 2 stated this incident occurred close to morning shift change on 7/13/2025. LN 2 
stated since ADM said he would take care of it, so LN 2 left once the shift was over and did not call police to 
report the incident according to the facility P&P. LN 2 stated Resident 45 or Resident 46's responsible parties 
or physicians were not notified of the resident to resident altercation. LN 2 stated that the ADM did not 
interview LN 2 further about the incident involving Resident 45 and Resident 46. LN 2 also stated he did not 
check back following the incident and he did not know that there was no care plans but there should have 
been developed for Resident 45 and 46 about altercation on 7/13/2025. During an interview on 12/15/2025 at 
1:30 PM with the ADM, the ADM stated he could not find documented evidence of reporting the incident of 
Resident 45 and 46 on 7/13/2025. The ADM stated he could not remember anything about the incident. The 
ADM stated he could not explain why this incident was not documented in the resident's clinical record on 
7/13/2025. The ADM stated that any abuse allegation including injury of unknown source is reportable to all 
appropriate agencies and should have had facility investigation. During a phone interview on 12/16/2025 at 
8:55 AM with LN 7, LN 7 stated he worked on 7/12/2025 during the night shift as a charge nurse. LN 7 stated 
on 7/13/2025 early morning between 5 to 5:30 AM, LN 7 responded to a noise coming from Resident 45's 
room. LN 7 stated he saw Resident 45 upset sitting at edge of his bed, while Resident 46 sitting 
approximately five to ten feet from Resident 45 looking agitated. LN 7 stated LN 2 and LN 7 separated the 
residents immediately. LN 7 stated Resident 45 could not tell LN 7 what happened but he noticed a red mark 
on Resident 45's between left frontal and temporal area (upper left portion of the forehead). LN 7 stated he 
could not recall why he did not document the incident in the Resident 45's records, LN 7 could not remember 
if he called Resident 45 and 46's responsible parties. LN 7 could not explain why he did not complete the 
form COC form dated 7/13/2025 in Resident 45's records. LN 7 stated the ADM came in that morning and 
told LN 7 and LN 2 that they could go home because the ADM is the abuse coordinator and that he would 
take care of it. LN 7 stated he was not interviewed by the ADM following the incident. LN 7 also stated that 
he did not further develop a care plan for Resident 45 and 46 but there should have been one with 
interventions to protect the residents. During a review of the facility's P&P, titled Abuse 
Prevention/Prohibition undated, the P&P indicated the facility does not condone any form of resident abuse, 
neglect, misappropriation of resident property, exploitation and/or mistreatment. The Administrator as Abuse 
Prevention Coordinator (APC) is responsible for the coordination and implementation of the facility's abuse 
prevention policies and training. The P&P further indicated that as part of Staff Training the facility would 
implement the following as part of the abuse P&P: 1. Prohibiting and preventing all forms of abuse, neglect, 
misappropriation of resident property, and exploitation. 2. Identifying what constitutes abuse, neglect, 
exploitation and misappropriation of resident's property. 3. Recognizing signs of abuse, neglect, exploitation 
and misappropriation of resident property, such as physical or psychosocial indicators. 4. Reporting abuse, 
neglect, exploitation and misappropriations of resident property, including injuries of unknown sources, and 
to whom and when staff and others must report their knowledge related to any alleged violation without fear 
of reprisal; During a review of the facility's P&P, titled Abuse Reporting and Investigation dated 5/2025, the 
P&P indicated the following: 1. The Facility will report ALL allegations of abuse, unless indicated below, as 
required by law and regulations to the appropriate agencies within 2 (two) hours. The facility promptly and 
thoroughly investigates reports of resident abuse, mistreatment, neglect, exploitation, misappropriation of 
resident property, or injuries of an unknown source when appropriate. 2. When the Abuse Prevention 
Coordinator (APC) receives a report of an incident or suspected incident of resident abuse, mistreatment, 
neglect, exploitation or injuries of an unknown source, the APC will initiate an investigation immediately. 3. 
The APC conducting the investigation will interview individuals who may have information relevant to the 
allegation. Individuals who may have information relevant to the incident are the resident, witnesses to said 
incident, other residents under the care of the staff member involved, roommates, family, visitors, etc. �
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to report an alleged resident to resident altercation within 24 
hours for two of two sampled residents (Resident 45 and Resident 46) to the California Department of Public 
Health (CDPH) in accordance with the facility's Policy and Procedure (P&P) titled, Abuse Reporting and 
Investigation. This deficient practice resulted in the facility underreporting allegations of abuse and Resident 
45 sustaining a red mark in between the left frontal and temporal area (upper left portion of the forehead). 
Findings: 1.During a review of Resident 45's admission Record (AR), the AR indicated that Resident 45 was 
admitted to the facility on [DATE] with diagnoses including, bipolar disorder (sometimes called 
manic-depressive disorder; mood swings that range from the lows of depression to elevated periods of 
emotional highs), cognitive communication deficits (difficulty communicating because of injury to the brain 
that controls the ability to think.) During a review of Resident 45's History and Physical (H&P) dated 
4/25/2025, the H&P indicated that Resident 45 did not have the capacity to understand and make decisions. 
During a review of Resident 45's History and Physical (H&P) dated 4/25/2025, the H&P indicated that 
Resident 45 did not have the capacity to understand and make decisions. During a review of Resident 45's 
Minimum Data Set (MDS- a resident assessment tool) dated 7/17/2025, the MDS indicated Resident 45 was 
severely cognitively impaired (rarely/never made decisions). The MDS indicated that Resident 45 had verbal 
behavior symptoms directed toward others. During a review of Resident 45's Change in Condition Evaluation 
(COC) dated 7/13/2025, the COC indicated Resident 45 had behavioral symptoms with no further 
documentation describing Resident 45's behaviors, and indicated a change in skin color or condition. The 
COC indicated a blank where the provider notification should be notified. The COC also indicated a blank 
where Resident 45's responsible party should be notified. During a review of Resident 45's Progress Notes 
dated from 7/1/2025 to 7/18/2025, there was no documented evidence related to any unknown injury. 2. 
During a review of Resident 46's admission Record (AR), the AR indicated that the facility originally admitted 
Resident 46 on 11/13/2015 and readmitted on [DATE] with diagnoses including dementia (a progressive 
state of decline in mental abilities), and anxiety disorder (a group of mental health conditions that cause fear, 
dread and other symptoms.) During a review of Resident 46's MDS dated [DATE], the MDS indicated 
Resident 46 was severely cognitively impaired (rarely/never made decisions). The MDS also indicated that 
Resident 46 required partial/moderate assistance (Helper does less than half the effort) on rolling 
left-and-right, sit to lying, and lying-to-sitting on side of bed. During a review of Resident 46's Progress Notes 
dated from 7/1/2025 to 7/31/2025, there was no documented evidence related to any incident involving 
Resident 46 and Resident 45. During a review of Resident 46's Change in Condition Evaluation from 
7/1/2025 to 7/31/2025, there was no documented evidence related to any resident-to-resident altercation 
between Residents 45 and 46. During an interview on 12/15/2025 at 11:39 AM with the Staff Coordinator 
(SC) 1, SC 1 stated on 7/13/2025 SC 1 started her shift at 5 AM. SC 1 stated she was in Station 1 when she 
heard a noise coming from the Resident 45 and 46's room. SC 1 stated she responded to the noise and saw 
Resident 45 and 46 looked like they just had an argument, SC 1 stated the incident was reported to LN 7 and 
LN 7 went to the resident's room. SC1 stated Resident 45 alleged that Resident 46 hit Resident 45 to the 
head that had left a mark. SC 1 showed surveyor the photo she held in her phone, stated she kept the photo 
just to assist staff with their investigation. During a concurrent review of the photo, the photo was taken from 
the anterior left angle of Resident 45's face and showed a peach-colored mark, size of approximately one 
inch in diameter, located on upper left portion of the resident's forehead. SC 1 further stated that later the 
ADM came to the facility and informed SC 1, LN 2, and LN 7 that he would take care of the alleged incident 
between Residents 45 and 46 and told them not to report the incident to anyone. During an interview on 
12/15/2025 at 12:59 PM with Licensed Nurse (LN) 2, LN 2 stated that on 7/13/2025 between 5 AM to 6 AM, 
LN 2 recalled there was an incident which occurred in Resident 45's room. LN 2 stated that together with LN 
7, they heard a commotion coming from Resident 45's room. LN 2 stated, LN 2 and LN 7 responded to the 
noise and saw that Resident 45 and Resident 46 looked upset. Resident 46 informed LN 2 that Resident 45 
hit her first. LN 2 stated Resident 45 and Resident 46 were separated immediately, and Resident 46 was 
temporarily moved to another room. LN 2 stated that the administrator (ADM) came in early that morning and 
LN 2 reported this incident to the ADM, who said that he will take care of everything. LN 2 stated this incident 
occurred close to the morning shift change on 7/13/2025. LN 2 stated since ADM said he would take care of 
it, so LN 2 left after her shift was over and did not call police to report the incident according to the facility 
P&P. LN 2 stated Resident 45 or Resident 46's responsible parties or physicians were not notified of the 
resident to resident altercation. LN 2 stated that the ADM did not interview LN 2 further about the incident. 
During an interview on 12/15/2025 at 1:30 PM with the ADM, the ADM stated he could not find documented 
evidence of reporting the alleged resident to resident altercation between Resident 45 and 46 on 7/13/2025. 
The ADM stated he could not remember anything about the incident. The ADM stated he could not explain 
why this incident was not documented in the resident's clinical record on 7/13/2025. The ADM stated that 
any abuse allegation including injury of unknown source was reportable to all appropriate agencies and 
should have had facility investigation. During a telephone interview on 12/16/2025 at 8:55 AM with LN 7, LN 
7 stated he worked on 7/12/2025 during the night shift as a charge nurse. LN 7 stated on 7/13/2025 at 
around 5 AM to 5:30 AM, LN 7 responded to a noise coming from Resident 45's room. LN 7 stated when he 
arrived in Resident 45's room, he saw Resident 45 upset and seated at the edge of his bed, while Resident 
46 was seated approximately five to ten feet from Resident 45, and appeared agitated. LN 7 stated LN 2 and 
LN 7 separated Resident 45 and Resident 46 immediately. LN 7 stated Resident 45 could not state what 
occurred to LN 7, but LN 7 stated Resident 45 had a red mark in between the upper left portion of the 
forehead. LN 7 stated he had not documented the incident in Resident 45's medical record and could not 
recall if Resident 45 and Resident 46's responsible parties were notified. LN 7 stated a COC was not 
completed for both residents on 7/13/25 after the incident, and that when the ADM came in the morning of 
7/13/25, the ADM stated since he was the abuse coordinator, he would ‘take care of it. LN 7 stated a follow 
up interview was not conducted by the ADM after the incident between Resident 45 and Resident 43 on 
7/13/25. During a review of the facility's P&P, titled Abuse Reporting and Investigation dated 5/2025, 
indicated The Facility will report ALL allegations of abuse, unless indicated below, as required by law and 
regulations to the appropriate agencies within 2 (two) hours. The Facility promptly and thoroughly 
investigates reports of resident abuse, mistreatment, neglect, exploitation, misappropriation of resident 
property, or injuries of an unknown source when appropriate.� The P&P indicated when the Abuse 
Prevention Coordinator (APC) receives a report of an incident or suspected incident of resident abuse, 
mistreatment, neglect, exploitation or injuries of an unknown source, the APC will initiate an investigation 
immediately.��The P&P indicated The APC will immediately, or as soon as practicable, notify by telephone 
the Ombudsman, or law enforcement, and the APC will send a written SOC 341 report to the Ombudsman or 
Law Enforcement and CDPH Licensing and Certification within 24 hours of the initial report.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews, and record reviews, the facility failed to ensure that Resident 34 received 
appropriate pain management for open wounds on the right and left temporal areas by failing to: 1. Monitor 
and document Resident 34's pain before, during, and after wound treatments on 5/5/2025, 5/26/2025, 
7/24/2025, 8/23/2025, and from 12/1/2025 to 12/13/2025, in accordance with physician orders and the 
resident's care plan. 2. Reevaluate Resident 34's pain management and notify Physician 1 (Attending 
Physician) of the resident's refusal of wound care treatments due to pain and sensitivity in the right and left 
temporal wounds, as required by the facility's policy and procedure (P&P) titled Pain - Clinical Protocol and 
care plan for refusal of treatments. 3 Monitor and document the probable causes of each pain episode, 
including pain characteristics and relieving factors, every shift and as needed. The facility also failed to 
monitor, record, and report any signs and symptoms of non-verbal pain indicators, as outlined in the 
resident's pain care plan. These failures resulted in Resident 34 exhibiting both verbal and non-verbal signs 
of pain during activities of daily living (ADL) care and wound treatments. Consequently, Resident 34 
experienced unnecessary pain, which negatively impacted his quality of life and overall well-being. Findings: 
During a review of Resident 34's admission Record (AR), the facility admitted Resident 34 on 12/2/2023 and 
readmitted on [DATE] with diagnoses that included open wound of right cheek and temporomandibular (area 
connecting jawbone to skull in front of the ears) area and squamous cell carcinoma of skin (skin cancer) of 
other parts of face. During a review of Resident 34's care plan (CP), dated 2/20/2025, the CP indicated 
Resident 34 experienced acute (short term) pain and chronic (long term) pain. The CP's interventions 
included to establish a pain management treatment plan, evaluate the effectiveness of non-pharmacological 
and pharmacological treatments, evaluate for pain, and evaluate for non-verbal indicators of pain. During a 
review of Resident 34's Order Recap Report, with an order date of 3/1/2025 and discontinued date 
11/22/2025, the order indicated to administer Acetaminophen Oral Tablet 325 milligrams (mg, unit of weight), 
two tablets by mouth every six hours as needed for moderate to severe pain (4-10) on the numerical number 
scale (0/10 indicated no pain to 10/10 indicated the worse pain ever felt). During a review of Resident 34's 
Order Recap Report, with an order date 5/9/2025 and discontinued date 8/3/2025, the order indicated to 
monitor Resident 34's pain levels before, during and after treatment as needed and every evening shift. 
During a review of Resident 34's Order Recap Report, with an order date 5/3/2025 and discontinued date 
6/3/2025, the order indicated Resident 34's right temporal wound care included to clean the right temporal 
open wound with normal saline solution, pat dry, apply betadine 10% solution and leave open to air every 
evening shift for 30 days and as needed for 30 days. During a review of Resident 34's Order Recap Report, 
with an order date 5/3/2025 and discontinued date 6/3/2025, the order indicated Resident 34's left temporal 
wound care included to apply Vitamin A and D ointment to the left temporal scab and leave open to air for 30 
days and as needed for 30 days. During a review of Physician 3 (Dermatology)'s Visit Note, dated 5/16/2025, 
Physician 3 indicated Resident 34 had skin lesions (any area of skin that looks different from the surrounding 
skin), located on the left lateral forehead and the right lateral forehead. Physician 3 indicated these growths 
were asymmetric, bleeding, draining, growing, not healing, oozing, scaley, spreading, and tender and 
moderate in severity. Physician 3 indicated that Resident 34's skin lesions were interfering with grooming 
and catching on his clothing, and these skin lesions were red, swelling, and itchy. During a review of 
Resident 3's Dermatopathology Report, reported on 5/21/2025, the report indicated Resident 34 had a left 
and right lateral forehead shaved biopsy that indicated squamous cell carcinoma with adnexal extensions. 
The report indicated these lesions extended to both peripheral margins and to deep margin. During a review 
of Resident 34's Medication Administration Record (MAR) and Treatment Administration Record (TAR) for 
the month of May 2025, on the dates 5/5/2025 and 5/26/2025, was reviewed. The TAR, on 5/5/2025 to 
monitor pain level before, during, and after treatment, was left blank. The MAR, on 5/26/2025 for pain 
monitoring every shift, was blank. There was no documented evidence Resident 34 was premedicated or 
offered pain medications prior to the left and right open temporal wound treatment. During a review of 
Resident 34's CP, revised 6/26/2025, the CP indicated Resident 34 was at risk for pain related to right 
temporal wound. The CP's interventions included to monitor and document probable causes of each pain 
episode, to monitor/record the pain characteristics such as quality, severity, location, duration, aggravating 
factors, and relieving factors every shift and as needed, and to monitor/record/report any signs and 
symptoms of non-verbal pain such as changes in breathing, vocalizations (such as grunting, moaning), 
mood/behavior changes (such as increase irritability or restlessness), eye changes (such as wide/open or 
narrow/shut eyes or tearing), face expressions (such as grimacing or a worried look), and body changes 
(such as increase tension or rigidity). During a review of Resident 34's TAR for the month of July 2025, the 
TAR indicated to monitor pain level before, during, and after treatment every shift, for 7/24/2025 was blank. 
The TAR, on 7/24/2025, to provide right and left temporal open wound care, was also left blank. During a 
review of Resident 34's Order Recap Report, with an order date 8/3/2025 and discontinued date 9/3/2025, 
the order indicated Resident 34's right temporal wound care included to clean the right temporal open wound 
with normal saline solution, pat dry, apply xeroform dressing and cover with abdominal pain wrap, with roll 
bandage and secure with elastic comfort every evening shift for 30 days. During a review of Resident 34's 
Order Recap Report, with an order date 8/3/2025 and discontinued date 9/3/2025, the order indicated 
Resident 34's left temporal wound care included to clean the left temporal open wound with normal saline 
solution, pat dry, apply xeroform dressing and cover with abdominal pain wrap, with roll bandage and secure 
with elastic comfort every evening shift for 30 days. During a review of Resident 34's Order Recap Report, 
order date 8/3/2025 and discontinued date 10/6/2025, the order indicated to monitor Resident 34's pain 
before, during, and after treatment every evening shift. During a review of Resident 34's TAR for the month 
of August 2025, the TAR indicated to monitor for pain level before, during, and after treatment every shift, for 
8/23/2025 was blank. The TAR, on 8/23/2025, to provide right and left temporal open wound care, was also 
left blank During a review of Resident 34's Order Recap Report, with an order date 9/3/2025 and 
discontinued date 10/4/2025, the order indicated Resident 34's right temporal wound care included to clean 
the right temporal open wound with normal saline solution, pat dry, apply xeroform dressing and cover with 
abdominal wrap pad dressing, with roll bandage and secure with elastic comfort every evening shift for 30 
days. During a review of Resident 34's Order Recap Report, with an order date 9/3/2025 and discontinued 
date 10/4/2025, the order indicated Resident 34's left temporal wound care included to clean the left 
temporal open wound with normal saline solution, pat dry, apply xeroform dressing and cover with abdominal 
pain wrap, with roll bandage and secure with elastic comfort every evening shift for 30 days. During a review 
of Resident 34's Order Recap Report, with an order date 9/3/2025 and discontinued date 10/4/2025, the 
order indicated Resident 34's right temporal wound care included to clean the right temporal open wound 
with normal saline solution, pat dry, apply xeroform dressing and cover with abdominal pain wrap, with roll 
bandage and secure with elastic comfort every evening shift for 30 days. During a review of Resident 34's 
CP, dated 9/15/2025, the care plan indicated Resident 34 for refusal of treatment to his forehead lesions. 
The CP's interventions included to offer Resident 34 pain medication before care to reduce resistance to 
treatment and to suggest a less intrusive and alternative wound dressing. During a review of Resident 34's 
Order Recap Report, order date 10/6/2025 and a discontinued date 11/22/2025, the order indicated to 
monitor Resident 34's pain before, during, and after treatment everyday shift. During a review of Resident 
34's Order Summary Report, a physician order, with the start date of 11/22/2025 indicated to give 
Hydrocodone-Acetaminophen (combination pain reliever to relieve moderate to severe pain) Oral Tablet 
5-325 mg with instructions to give 1 tablet by mouth every 4 hours as needed for moderate pain (4 to 7 out of 
10). During a review of Resident 34's Order Summary Report, a physician order with the start date of 
11/22/2025 indicated an order to give acetaminophen oral Tablet 325 mg, two (2) tablets by mouth every 6 
hours as needed (PRN) for moderate to severe pain (4 to 6 out of 10) based on the numerical pain scale. 
During a review of Resident 34's MAR and TAR for December 2025, there was no documented evidence of 
Resident 34's pain assessment before, during, and after treatment from 12/1/2025 to 12/9/2025, after the 
order was discontinued on 11/22/2025. There was no documented evidence Resident 34 was offered pain 
medications or premedicated for pain prior to the left and right open temporal wound treatment. During a 
review of Resident 34's Minimum Data Set (MDS, resident assessment tool), dated 12/5/2025, the MDS 
indicated Resident 34's cognitive (a resident's thought process) was severely impaired. The MDS indicated 
Resident 34 required maximal assistance (helper does more than half the effort) for ADLs such as bathing, 
dressing, and toileting. The MDS indicated Resident 34 was not receiving a pain management regimen and 
denied pain. The MDS indicated the staff assessment for pain was blank and Resident 34's indicators for 
pain such as non-verbal sounds (such as groaning, gasping, or crying), vocal complaints (such as ouch or 
stop), facial expressions (such as grimacing, wincing, or clenched teeth or jaw), or protective body 
movements (such as guarding, bracing, or tensing a body part). The MDS indicated Resident 34 had open 
lesions. During an observation on 12/10/2025 at 10:09 AM in Resident 34's room, Resident 34 was observed 
lying on his back in bed with his face exposed. The right side of Resident 34's face had dried scabbing 
extending from the hairline on the right side of the forehead across the right temple, over the right eyelid, and 
toward the area before the right ear. Dried blood streaks were also noted across the bridge of the nose and 
down the right side of the face to the chin. During another observation on 12/10/2025 at 11:35 AM with 
Treatment Nurse (TXN) 2 in Resident 34's room, Resident 34 was observed lying in bed with a blanket over 
his face. TXN 2 explained the right temporal wound care treatment to Resident 34 and stated wound care 
was important to prevent infection. Resident 34 refused the temporal wound treatment and stated No, I am 
okay. Thank you. TXN 2 offered Resident 34 pain medication prior to treatment, and Resident 34 agreed to 
receiving pain medication prior to treatment and agreed to receiving right wound care treatment after 
lunchtime. During another observation on 12/10/2025 at 1: 25 PM with TXN 2, in Resident 34's room. 
Resident 34 was observed lying in bed with a blanket over his face. TXN 2 offered to provide Resident 34's 
right temporal wound care and explained to Resident 34 the importance of performing his wound care was to 
prevent infection. Resident 34 refused the temporal wound treatment at this time. During an interview on 
12/11/2025 at 12:10 PM with Physician 2 (Wound Care Specialist), Physician 2 stated, Resident 34's right 
forehead and temporal area looked of necrotic tissue (dead body tissue) and very friable (easily crumbled). 
Physician 2 stated, Resident 34 refused temporal wound treatment and measurements of the right side of his 
face on this day when he was at the resident's bedside, 12/11/2025. Physician 2 stated, Resident 34 did not 
explain why he refused care. Physician 2 stated, Resident 34 said no and swatted my hand away. During an 
interview on 12/11/2025 at 12:47 PM with Licensed Nurse (LN) 6, LN 6 stated, she was Resident 34's 
Charge nurse and last assisted TXN 3 with Resident 34's temporal wound care in August and September 
2025. LN 6 stated, Resident 34 would complain and scream during these wound treatments. LN 6 stated she 
would hold Resident 34's hand to prevent him from removing the wound care dressing right away. LN 6 
stated, Resident 34 would almost always remove the wound care dressing to the temporal area right away. 
LN 6 stated, Resident 34 did not like having his right forehead, temporal area, and upper cheek touched 
because it hurts him. LN 6 stated, she thought [Resident 34] received pain medication prior to wound 
treatment. During the same interview on 12/11/2025 at 12:50 PM with LN 6, LN 6 stated she did not know 
that Resident 34 had pain medication order for Hydrocodone-Acetaminophen available for pain 
management. LN 6 stated, she did not know when the order was placed and noticed the medication was 
placed as of today [12/11/2025]. LN 6 stated, the TXN was responsible for assessing Resident 34's pain 
levels prior to treatment, performing the wound care treatments, and reassessing Resident 34's pain levels 
during and after treatment. LN 6 stated that the TXN would tell the LN that Resident 34 was requesting pain 
medication, and it was the LN's responsibility to provide medication to Resident 34. LN 6 stated, Resident 34 
was not pre-medicated prior to Physician 2 (Wound Care Specialist) performing wound care treatment. LN 6 
stated, if she had pre-medicated Resident 34, then Resident 34 probably would not have refused Physician 
2's wound care treatment. During a concurrent interview and record review on 12/11/2025 at 1:15 PM with 
LN 6, Resident 34's CoC evaluations were reviewed. LN 6 stated, there was no documented evidence 
Physician 1 was notified of Resident 34's refusal of temporal wound treatments. LN 6 stated, if Resident 34 
refused wound treatments three (3) times, a CoC should be initiated. During an interview on 12/12/2025 at 
10:31 AM with Certified Nurse Assistant (CNA) 3, CNA 3 stated, Resident 34 was very sensitive to the right 
side of his head and face being touched. CNA 3 stated, on shower days, Resident 34 did not want the water 
to touch his hair and face. CNA 3 stated, Resident 34 would only allow me to clean the left side of his face. 
CNA 3 stated, when she would clean the left side of Resident 34's face, Resident 34's body was relaxed and 
resident would let me clean the left side of his face from his forehead to his chin. CNA 3 stated, when she 
tried to clean the right side of Resident 34's face, Resident 34's body and face would be more alert and more 
guarded. CNA 3 stated, she would explain to Resident 34 she was cleaning the right side of his face, and 
Resident 34 would be more alert, defensive, and on guard, the closer she cleaned to his upper right cheek 
area. CNA 3 stated, when she was too close to his upper right cheek area, Resident 34 would scream and 
say ouch!. CNA 3 stated she reported Resident 34's pain to the charge nurse. During an interview on 
12/12/2025 at 1:45 PM with Physician 1 (Attending Physician), Physician 1 stated that Resident 34 would 
refuse [wound care] treatment, and it was difficult to care for [Resident 34]. Physician 1 stated, he does not 
know when he was first notified of Resident 34's refusal for wound care treatment, but stated, I clearly know 
about [Resident 34's] refusal of care. During an interview on 12/12/2025 at 2:35 PM with LN 4, LN 4 stated 
Resident 34 would get upset and more agitated when someone tries to touch his face. LN 4 stated, Resident 
would push your hand away and would say no, no, no and leave me alone when staff gets close to [Resident 
34's] face.LN 4 stated that Resident 34 does not ask for any pain management, but he will say something 
when someone touches his face. During an observation on 12/15/2025 at 11:10 AM in Resident 34's room 
with TXN 2 present, Resident 34 was observed lying on his left side with a blanket covering his face. TXN 2 
stood on the right side of the bed, slightly outside Resident 34's line of sight, and asked if she could perform 
his wound care treatment while pointing to the wound on the right side of his face. TXN 2 explained to 
Resident 34 the importance of wound care, offered Resident 34 pain medication, and offered to come back 
and check again around 1:30 PM. TXN 2 asked Resident 34 why he kept refusing his treatments, and 
Resident 34 leaned his neck back slightly, turned the right side of his face away from TXN 2's hand, and 
stated, No thank you. Go away. During a concurrent interview and record review on 12/15/2025 at 11:20 AM 
with TXN 2, Resident 34's TAR was reviewed. TXN 2 stated, Resident 34's pain assessments before, during, 
and after treatment were missing from the TAR from 12/1/2025 to 12/13/2025. TXN 2 stated, it was important 
to assess Resident 34's pain before and after treatment to evaluate and re-evaluate if Resident 34's current 
pain management was effective or needed to be re-evaluated. During a concurrent interview and record 
review on 12/15/2025 at 11:55 AM with LN 6, Resident 34's MAR and TAR for December 2025 was 
reviewed. LN 6 stated that there was no documented evidence of pain management from December 1 to 
December 9, 2025. LN 6 stated, there was no documented evidence Resident 34 was premedicated prior to 
temporal wound treatments. LN 6 stated, it was important to assess Resident 34's pain levels before, during, 
and after treatment. LN 6 stated, it was important to assess Resident 34's pain prior to treatment and 
premedicating is important prior to treatment because treatments hurt. LN 6 stated, it was important to 
reassess Resident 34's pain after treatment to determine if the pain management was effective. During a 
concurrent interview and record review on 12/15/2025 at 4:41 PM with the Director of Nursing (DON), 
Resident 34's MAR and TAR for December 2025 was reviewed. The DON stated, there was no documented 
evidence Resident 34's pain was assessed before, during, and after temporal wound care treatments. The 
DON stated there was no documented evidence Resident 34 was premedicated prior to starting wound 
treatments. The DON stated, pain assessment included assessing the pain level, type of pain, location of 
pain, frequency of pain, description of pain, what aggravates the pain, and what relieves the pain. The DON 
stated that it was important to reassess pain after Resident 34's wound treatments to evaluate whether the 
current pain management was effective. During the same concurrent interview and record review on 
12/15/2025 at 4:50 PM with the DON, Resident 34's CoC documentations were reviewed. The DON stated 
that there was no documented evidence of Resident 34's refusal for treatments. The DON stated that a CoC 
needed to be created if the resident refused treatment three times because the physician needed to be 
notified of the resident's refusal. The DON stated she could not recall if the facility's IDT had discussed 
Resident 34's pain issues and wound treatment refusals during the facility's IDT meetings. During a review of 
the facility's P&P titled Pain - Clinical Protocol, dated March 2018, the P&P indicated that the physician and 
staff will identify individuals who have pain or who are at risk for having pain which included a review of any 
treatments that the resident currently is receiving for pain including complementary and non-pharmacological 
interventions. The P&P further indicated that the nursing staff will assess each resident when there is onset 
of new pain or worsening of existing pain. The P&P indicated that staff and physician will identify the 
characteristics of pain such as location, intensity, frequency, pattern, and severity. The P&P indicated the 
nursing staff will identify any situation or interventions where an increase in the resident's pain may be 
anticipated such as wound care. The P&P further indicated the physician will help identify causes of pain and 
help identify the extent of the underlying cause of pain. During a review of the same policy, Pain - Clinical 
Protocol, dated March 2018, the P&P indicated, the physician and staff will establish goals of pain treatment, 
and will reassess the resident's pain and related consequences at regular intervals. The P&P indicated that if 
the resident's pain is complex and not responding to standard interventions, the attending physician may 
consider additional consultative support. During a review of the facility's P&P titled Requesting, Reusing, 
and/or Discontinuing Care or Treatment, dated 5/2017, the P&P indicated that if a resident requests, 
discontinues, or refuses care or treatment, the unit manager, charge nurse or director of nursing services will 
meet with the resident to: determine why the resident is requesting, refusing, or discontinuing care or 
treatment. The P&P indicated that the healthcare practitioner must be notified of refusal of treatment.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure continuous communication and collaboration for 
Resident 34's overall medical management between Physician 1 (Attending Physician), Physician 2 (Wound 
Care Specialist, physician who specializes in Wound Care and management), Physician 3 (Dermatologist, 
physician who specializes in skin care and management), and Physician 4 (Oncologist, physician who 
specializes in cancer and cancer management). This failure resulted in the breakdown of communication and 
collaboration between Resident 34's physicians which led to the lack of direction for Resident 34's overall 
medical care and management. Cross Reference F697 Findings: During a review of Resident 34's admission 
Record (AR), the facility admitted Resident 34 on 12/2/2023 and readmitted Resident 34 on 11/22/2025 with 
diagnoses that include squamous cell carcinoma (skin cancer) of skin of other parts of face, open wound of 
right cheek and temporomandibular (area connecting jawbone to skull in front of the ears) and dementia (a 
progressive state of decline in mental abilities). The AR indicated Resident 34's responsible part was the 
Bioethics Committee (committee within the facility composed of the interdisciplinary team (IDT) including the 
Medical Director, Attending Physician, Nursing Services, Social Services, and other ancillary staff). During a 
review of Resident 34's Wound Assessment Report written by Treatment Nurse (TXN) 3, dated 12/2/2023, 
TXN 3 indicated Resident 34 had a right temple hematoma (a collection of blood outside of a blood vessel 
caused by a broken blood vessel) sized 3 centimeters (cm) by 3 cm that was raised and dark colored. During 
a review of Resident 34's Minimum Data Set (MDS, a resident's assessment tool), dated 12/7/2023, the MDS 
indicated Resident 34's cognition (a residents thought process) was moderately impaired. The MDS 
indicated Resident 34 required moderate assistance (helper does less than half the effort) for activities of 
daily living (ADLs, activities such as bathing, dressing, and toileting a person performs daily) and required 
moderate assistance when transferring from a sitting to standing position and repositioning self in bed. The 
MDS indicated Resident 34 was not receiving a pain management regimen and denied pain. The MDS 
indicated the staff assessment for pain was blank and Resident 34's indicators for pain such as non-verbal 
sounds (such as groaning, gasping, or crying), vocal complaints (such as ouch or stop), facial expressions 
(such as grimacing, wincing, or clenched teeth or jaw), or protective body movements (such as guarding, 
bracing, or tensing a body part). The MDS did not indicate Resident 34 had any open lesions (an area of 
abnormal or damaged tissue caused by injury, infection, or disease). During a review of Physician 2's 
(Wound Care Specialist, physician who specializes in Wound Care and management) Surgical Notes, dated 
4/9/2024, 4/16/2024, 4/23/2024, 4/30/2024, 5/7/2024, 5/14/2024, and 5/21/2024 Resident 34 had a left and 
right temporal wound. Physician 2 indicated Resident 34's left temporal wound was sized 3 cm by 3 cm with 
scant amount of serosanguineous (fluid mixed with blood and serum) drainage, unstable peri-wound (skin 
around the wound) and erythematous (inflamed and red) wound edge. Physician 2 indicated Resident 34's 
right temporal wound had increased in size from 7 cm by 7 cm to 8 cm by 8 cm with mild to scant amounts of 
serosanguineous drainage, unstable peri-wound, and friable (easily crumbled) wound edge on 5/21/2024. 
Physician 2 indicated that the recommended dressing was Betadine (antiseptic) solution cleanse and dry 
dressing. Physician 2 did not indicate in her 5/21/2024 Surgical Note the reason she stopped Resident 34's 
wound care consultation after 5/21/2024. During a review of Physician 3 (Dermatology)'s Visit Note, dated 
5/16/2025, Physician 3 indicated Resident 34 had skin lesions (any area of skin that looks different from the 
surrounding skin), located on the left lateral forehead and the right lateral forehead. Physician 3 indicated 
these growths were asymmetric, bleeding, draining, growing, not healing, oozing, scaley, spreading, and 
tender and moderate in severity. Physician 3 indicated that Resident 34's skin lesions were interfering with 
grooming and catching on his clothing, and these skin lesions were red, swelling, and itchy. Physician 3 
indicated Resident 34's plan of care was to refer Resident 34 to Physician 5 (Specialized Dermatologist who 
surgically removes skin cancer). During a review of Resident 3's Dermatopathology Report, reported on 
5/21/2025, the report indicated Resident 34 had a left and right lateral forehead shaved biopsy that indicated 
squamous cell carcinoma with adnexal extensions. The report indicated these lesions extended to both 
peripheral margins and to deep margin. During a review of Resident 34's Nursing Progress Notes (PN), 
dated 6/17/2024 timed at 12:32 PM, the PN indicated Physician 3 recommended Resident 34 to be referred 
to Physician 4 (Oncologist physician who specializes in cancer care and management). During a review of 
Physician 4's New Visit note, dated 6/27/2024, Physician 4 indicated Resident 34 had high risk squamous 
cell carcinoma with multiple lesions on the left and right forehead and hands and arms which were large at 6 
cm and 8 millimeters (mm, unit of measure) deep. Physician 4's plan of care indicated Resident 34 needed 
systemic treatment and would like to proceed with Cemiplimab (Immunotherapy treatment used to help 
increase the body's defense against cancer cells) 300 milligrams (mg, unit of weight) intravenous (medication 
delivered directly into the vein via a small catheter) every 3 weeks until Resident 34's intolerance or up to 24 
months. During a review of Physician 4's Follow-up notes, dated 7/17/2024, 9/18/2024, 3/26/2025, 
4/16/2025, 5/14/2025, 6/4/2025, 6/25/2025, 7/30/2025, and 12/3/2025, Physician 4 indicated Resident 34's 
CT (imaging) scan on 7/11/2024 indicated a right temporal scalp mass with the size 9.5 cm by 1cm and the 
right greater than left maxillary sinus (hollow space in the bones around the nose) polypoid (growth) lesions. 
Physician 4 indicated Resident 34's right forehead lesion was worsening, tumor was growing. During a 
review of Resident 34's Order Recap Report, order dated 10/4/2024 and discontinued in 2/25/2025, the order 
indicated Resident 34 had a Wound Consult and Follow up visit by Physician 2. During a review of Resident 
34's MDS, dated [DATE], the MDS indicated Resident 34's cognition as severely impaired. The MDS 
indicated Resident 34 required maximal assistance (helper does most of the effort) with ADL cares and 
required supervision when transferring from lying to sitting position or from bed to chair. The MDS indicated 
Resident 34 was not receiving a schedule pain medication regimen, Resident 34 denied pain, and the staff 
assessment for Resident 34's indicators of pain was blank. The MDS did not indicate Resident 34 had any 
open lesions. During a review of Physician 4's Follow up note, dated 11/19/2025, Physician 4 indicated 
Resident 34 had a Stage 3 high risk squamous cell carcinoma of the skin. Physician 4 indicated Resident 34 
had multiple lesions on the left and right forehead and the arms and legs. Physician 4 indicated to transfer 
Resident 34 to the emergency department for altered mental status, locally advances skin cancer mixed with 
infection, hypotension (low blood pressure), and tachycardia (increased heart rate). Physician 4 indicated her 
recommendations to the emergency department including a blood culture, wound culture, wound care 
consult, infectious disease consult, and broad-spectrum IV antibiotics. During a review of Resident Acute 
Care Hospital (GACH) 1 records, Physician 6's (Plastic Surgery, physician specializes in the reconstruction 
of defects affecting appearance or function) Consultation Note, dated 11/20/2025 was reviewed. Physician 6 
indicated Resident 34 had signification ulcerative (open sore)/erosive (an aggressive breakdown and 
destruction of deeper tissue) squamous cell carcinoma to the face with a cancerous wound to the scalp and 
right eye. Physician 6 recommended to keep the wound clean and dry, and may be covered with xeroform 
dressing if the wound is draining, otherwise leave open to air. During an observation on 12/10/2025 at 10:09 
AM in Resident 34's room, Resident 34 was observed lying on his back in bed with his face exposed. The 
right side of Resident 34's face had dried scabbing extending from the hairline on the right side of the 
forehead across the right temple, over the right eyelid, and towards the area before the right ear. Dried blood 
streaks were also noted across the bridge of the nose, down the right side of the face to the chin, and on 
Resident 34's top linen sheets. During an interview on 12/10/2025 at 3:30 PM with Licensed Nurse (LN) 4, 
LN 4 stated Resident 34 was admitted in 2023 with a small hematoma (a collection of blood outside of the 
blood vessel caused by a broken blood vessel) on the right side of his face/ LN 4 stated, Resident 34 was 
under the care of a Dermatologist in early 2024 but then Physician 4 (Oncologist) took over Resident 34's 
care in mid-2024. LN 4 stated, Physician 2 managed Resident 34's wound care on the right side of his face. 
During an interview on 12/11/2025 at 12: 03 PM with Physician 2 (Wound Care Specialist), Physician 2 
stated she managed Resident 34 wound care at the beginning of 2024, and it was small in size but it was 
scabbed. Physician 2 stated, once she knew Resident 34 had a biopsy (medical procedure to remove a 
piece of tissue and be tested in a laboratory) and was under the care of a Dermatologist, I pulled myself off 
the case to prevent conflicting orders between herself and the Dermatologist. Physician 2 stated that 
Resident 34 has not been under her care since 2024. Physician 2 stated, that today (12/11/2025) was her 
first time providing care for Resident 34 since 2024, and stated, I saw him because I think he stopped his 
chemotherapy. During the same interview on 12/11/2025 at 12:10 PM with Physician 2, Physician 2 stated, 
Resident 34 refused treatment and measuring today (12/11/2025). Physician 2 stated, Resident 34's right 
temple and forehead wound does not look infected, just necrotic and friable (easily crumbled). Physician 2 
stated, she would like to cauterize (seal) the friable edges to stop the bleeding. During the same interview on 
12/11/2025 at 12:15 PM with Physician 2, Physician 2 stated that she would like to get a better idea from the 
Oncologist of what Resident 34's goal of care was. Physician 2 stated, in her experience, the cancer growth 
was like an iceberg. If it looks bad on the outside, it looks worst on the inside. Physician 2 stated, one of the 
complications of this type of cancer was Resident 34's [cancerous] growth will eventually cover the whole 
face. Physician 2 stated another complication was the possibility of the cancerous growth inside the body 
may grow large enough to push against the brain. During a concurrent interview and record review on 
12/11/2025 at 12:30 PM with Physician 2, Resident 34's Order Recap Report from 2023 to 2025 was 
reviewed. Physician 2 stated, Resident 34's wound care treatments to cleanse the right and left temporal 
open wound with normal saline solution, pat dry, apply xeroform dressing and cover with abdominal pad and 
secure the bandage with an elastic bandage were not her physician orders. Physician 2 stated, it was in her 
experience and understanding Resident 34's right forehead/temple wound cannot heal with topical treatment. 
During an interview on 12/12/2025 at 2:00 PM with Physician 1, Physician 1 stated he was the Medical 
Director and Resident 34's Attending Physician. Physician 1 stated, Resident 34 was under the care of an 
Oncologist and not a Dermatologist because Resident 34 does not have a wound. He has cancer. Physician 
1 stated, Resident 34 was under the care of an Oncologist, who monitored Resident 34's radiation therapy, 
chemotherapy, and wound care therapy. Physician 1 stated, Resident 34 does not have an open wound. He 
just has facial cancer. During the same interview on 12/12/2025 at 2:15 PM with Physician 1, Physician 1 
stated Resident 34 was being seen by the Wound Care Specialist who does wound coverage under contract 
with the facility. Physician 1 stated, Resident 34 had a wound consult back in February 2025 but there was 
not much for the consult to do but clean and dress Resident 34's right forehead/temple wound. Physician 1 
stated, Resident 34 was seen by the wound care team, and he (Physician 1) ordered the standard wound 
care for Resident 34 to keep the area clean and dry and covered as Resident 34 would allow. During an 
interview on 12/12/2025 at 2:20 PM with LN 4, LN 4 stated Resident 34 was referred to the Dermatologist in 
2024 when his right forehead/temple area became an open wound, and LN 4 stated it was a wound because 
there was an opening between the skin and some drainage. LN 4 stated, she was not aware Physician 2 had 
pulled herself off [Resident 34's] case until yesterday [12/11/2025]. LN 4 stated that Physician 2 had told LN 
4 that Physician 2 thought Resident 34 was under management of a Dermatologist since 2024. LN 4 stated, 
she had assumed Resident 34's skin and wound care management was under Physician 2 since 2024. 
During an interview on 12/12/2025 at 3 PM with LN 4, LN 4 stated, Resident 34 was under the facility's 
Bioethics Committee because he does not have any family members and was not capable of making 
decisions. LN 4 stated, the Bioethics Committee consisted of the DON, Social Services Director (SSD), the 
Attending Physician, and the Medical Director. LN 4 stated, the Bioethics Committee coordinated and 
managed all of Resident 34's medical care while in the facility. LN 4 stated, she would consider Resident 
34's overall medical management as the lack of communication and collaboration between the Physician 1, 
Physician 2, and Physician 4. During an interview on 12/15/2025 at 11:38 AM with LN 6, LN 6 stated, she 
was not aware Physician 2 was not overseeing Resident 34's right forehead/temple wound. LN 6 stated, I 
thought [Physician 2] was overseeing Resident 34 because she would see the TXN round with Physician 2 
around the facility and Resident 34 had a wound. During a concurrent interview and record review on 
12/15/2025 at 12:15 PM with LN 6, Physician 2's Surgical Notes dated from 4/9/2024 to 5/21/2024 and 
Resident 34's Order Recap Report from 2023 to 2025 were reviewed. LN 6 stated, Resident 34 had a wound 
care consult ordered on 10/4/2024 and 2/28/2025. LN 6 stated, Physician 2's documented were from 
4/9/2024 to 5/21/2024. LN 6 stated, Resident 34 did not have a Wound Care Consult from 5/21/2024 to 
12/11/2025, because Physician 2 was here 4 days ago [12/11/2025] for Resident 34's newest Wound Care 
Consult order. LN 6 stated, a wound was defined as an opening in the skin with drainage. During a 
concurrent interview and record review on 12/15/2025 at 12:30 PM with LN 6, Physician 4's Follow-up notes 
dated 7/17/2024, 9/18/2024, 3/26/2025, 4/16/2025, 5/14/2025, 6/4/2025, 6/25/2025, 7/30/2025, and 
12/3/2025 were reviewed. LN 6 stated, Physician 4 managed Resident 34's chemotherapy and oncology 
management, but Physician 4 did not indicate Resident 34's wound care management or pain management. 
During an interview on 12/15/2025 at 4:15 PM with the Director of Nursing (DON), the DON stated, Resident 
34 had skin cancer and was under the care of the Oncologist. The DON stated, Physician 1 indicated 
Resident 34 does not have a wound, and stated do not expect it to be treated like a wound because 
Resident 34 has facial cancer. The DON stated, Physician 2 stated that Resident 34's right forehead/temple 
area was a wound because there was a break in the skin and draining. The DON stated that the facility's 
nursing staff had assumed Physician 2 was providing Resident 34 with wound care management because of 
the state of Resident 34's right forehead/temple wound. During a review of the facility's P&P titled Physician 
Services, dated 4/2013, the P&P indicated that the resident's attending physician participates in the 
resident's assessment and care planning, monitoring changes in the resident's medical status, providing 
consultation or treatment when called by the facility, and overseeing a relevant plan of care for the resident.
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