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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to follow their policies and procedures to ensure wound 
treatment orders were obtained upon resident's admission, and failed to ensure medications and wound 
treatments were administered for one (R1) out of three residents reviewed for improper nursing care.
Findings Include:R1's clinical records show an admission date to the facility on [DATE] with included 
diagnoses but not limited to Type 2 Diabetes Mellitus with other skin complications, Peripheral Vascular 
Disease, and Acquired Absence of Left Foot. R1 was discharged from the facility on 12/2/25.R1's admission 
assessment signed by V26 (Licensed Practical Nurse/LPN) dated 11/25/25 revealed R1 was admitted with 
wound infection. Skin integrity documented in part: left thigh stitches, groin stitches, and left foot amputee. 
R1's WOUND ASSESSMENT DETAILS REPORT completed on 11/26/25 performed by V2 (Director of 
Nursing) documented in part: full thickness [skin has been damaged through all layers] surgical left foot 
wound, full thickness left ankle vascular wound, and partial thickness left abdomen vascular wound. R1's 
Order Summary Report/Physician Order Sheet (POS) revealed wound treatment orders were not entered 
until 11/28/25. R1's Treatment Administration Records (TAR) revealed ordered wound treatments were not 
signed off as done on 11/28/25 and 11/29/25.R1's Medication Administration Record (MAR) revealed R1 had 
ordered medications of: TraZODone HCl Tablet 50 MG Give 1 tablet by mouth one time a day related to 
DEPRESSION start date 11/26/25 at 8:00 PM but was not signed as administered, Atorvastatin Calcium 
Tablet 40 MG Give 1 tablet by mouth at bedtime related to PERIPHERAL VASCULAR DISEASE start date 
11/26/25 at 8:00 PM was not signed as administered, Advair Diskus Aerosol 1 inhalation inhale orally every 
12 hours was not signed as administered on 11/26/25 at 9:00 PM, and Amoxicillin-Pot Clavulanate Tablet 
875-125 MG every 12 hours for bacterial infection was not signed as administered on 11/26/25 at 8:00 PM.
On 12/7/25 at 12:31 PM, V2 (Director of Nursing) stated that nurses are to sign the MAR after administering 
the medications to the resident to show that they were given with no issues. V2 also said that the TAR is also 
signed after treatment is done with the resident. V2 stated that R1's TAR had holes which means they were 
not signed off. V2 said, Legally if they did not document it, it means it's not done. V2 stated that V24 (Wound 
Care Nurse/LPN) was on vacation the day R1 was admitted , and the floor nurses were supposed to be 
doing the treatments. V2 stated that she was also not in the facility, so the floor nurses were supposed to do 
them.On 12/7/25 at 3:36 PM, a follow up interview was conducted with V2 (Director of Nursing) and V2 
stated that R1 came in the facility on 11/25/25. V2 said she instructed the admitting nurse to enter the 
treatment orders but when V2 came in on 11/28/25, they were not entered in R1's electronic health records 
so V2 entered them that day. V2 said she did not do R1's wound treatments that day because the night shift 
nurse was supposed to do them.On 12/7/25 at 1:55 PM, a phone interview was conducted with V10 
(Registered Nurse). V10 said he worked night shift on 11/28/25 and 11/29/25 and did not do R1's wound 
treatments because he thinks they were not assigned to him. V10 said that the night shift nurses are 
responsible to do the wound treatments for the residents on Saturday and Sunday and if V2 gives instruction 
that they need to be done.On 12/8/25 at 8:37 AM, a phone interview was conducted with V23 (Licensed 
Practical Nurse) and stated that R1 came in the facility on 11/25/25 at 1:45 PM and she was the nurse who 
was assigned to R1. V23 said that R1's wound treatments were not entered in the orders because she did 
not do the assessment for her [R1]. V23 said that R1 came in so late and V23 only did the note and verified 
the medication from the office of V25 (R1's Physician). V23 said V25's office was closed so she had to call 
the on-call doctor to verify medication. V23 stated that R1 came in around 1:45 PM and their cut off is 2:00 
PM. Surveyor asked what V23 means by cut off. V2 stated cut off means that any patient admitted on the 7-3 
shift after 2:00 PM she just writes the note, put the resident in the system, and verify the medications. V23 
stated she did not do R1's body assessment and she endorsed it to the evening shift nurse. V23 said she did 
not enter any orders in the system. On 12/8/25 at 1:41 PM, a phone interview was conducted with V26 
(Licensed Practical Nurse) and V26 stated that she did the full body assessment for R1 upon admission. V26 
said that she completed the admission assessment and entered the medication orders in the electronic 
health records, but did not enter wound treatment orders. V26 stated that the medications orders were 
verified with V25 (R1's Physician) and V26 notified V2 (Director of Nursing) and V24 (Wound Care 
Nurse/LPN) about R1's wounds. V26 stated R1 had left leg amputation that was freshly done in the hospital 
and came in the facility for wound care. V26 stated that when she notified V2 and V24, they both assessed 
R1's wounds right away the day of admission [DATE]).On 12/8/25 at 9:14 AM, a phone interview was 
conducted with V24 (Wound Care Coordinator/LPN) and V24 stated that she's been working in the facility 
since March 2025 as the full-time wound care nurse. V24 said that when a resident is admitted in the facility, 
the process is that as soon as the resident comes in the facility, the admitting nurse is supposed to do a full 
body assessment. They are to call the primary care physician and verify admission orders that include but 
not limited to medication orders and skin treatments as necessary. These need to be done as soon as the 
resident comes in the facility so that the appropriate treatments and care are provided to the resident, and to 
address anything that the resident needs. V24 said that the admission packet includes full assessment of the 
resident, and the admitting nurse is expected to complete the entire process. V24 said that if the resident is 
assessed with wounds, the admitting nurse will verify treatment orders, call the PCP [Primary Care 
Physician] and enter orders in the system. V24 said if treatment orders are not ordered, the treatments are 
not going to be done. V24 said, The treatments are documented or signed off in the TAR that it's done. If the 
TAR has holes, it means the treatments were not done. The nursing rule is if it's not documented, it's not 
done. I was on vacation from 11/22/25 to 12/1/25. If I'm on vacation, [V2] will take over or she can delegate 
the task. V24 said that she was not in the facility when R1 admitted on [DATE].The facility's Skin Condition 
Assessment & Monitoring- Pressure and Non-Pressure policy and procedure dated 6/8/18 documents in 
part: A skin condition assessment and pressure ulcer risk assessment (Braden) will be completed at the time 
of admission/readmission. Physician ordered treatments shall be initialed by the staff on the electronic 
Treatment Administration Record after each administration. Other nursing measures not involving 
medications shall be documented in the weekly wound assessment or nurses note. A licensed nurse shall 
observe condition of wound incision daily, or with dressing changes as ordered. Observations such as 
drainage, dehiscence, redness, swelling, or pain will be documented in the nurse's notes. If observations are 
acute, physician and responsible party will be notified by charge nurse. Notification will be documented in the 
resident's clinical record.The facility's Dressing Change policy and procedures dated 1/9/18 documents in 
part: Sign the Treatment Administration Record.The facility's Medication Administration General Guidelines 
(no date) documents in part: Medications are administered only by licensed nursing, medical, pharmacy or 
other personnel authorized by state laws and regulations to administer medications. Medications are 
administered in accordance with written orders of the prescriber. The individual who administers the 
medication dose records the administration on the resident's MAR directly after the medication is given. At 
the end of each medication pass, the person administering the medications reviews the MAR to ensure 
necessary doses were administered and documented. In no case should the individual who administered the 
medications report off duty without first recording the administration of any medications. Current medications, 
except topicals used for treatments, are listed on the medication administration record (MAR).
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