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Based on observation, clinical record review, facility policy review, facility staff interviews and 
physician/provider interviews, the facility failed to follow physician orders for 2 of 7 resident records reviewed 
(Resident's #1 and #5), failed to complete appropriate wound condition assessments (Resident's #1 and #5), 
and documented that physician ordered dressing/wound care treatments were completed as prescribed over 
a 4 day period, when the prescribed wound care treatments were not completed or attempted, for 1 of 3 
residents reviewed with wounds (Resident #5). The facility reported a census of 44 residents.Findings 
include:1.The 7/21/25 admission Minimum Data Set (MDS) Assessment tool revealed Resident #5 admitted 
to the facility 7/17/25 with diagnoses that included peripheral vascular disease, renal failure, abdominal aortic 
aneurysm without rupture, postprocedural shock unspecified, initial encounter, dependent on staff to 
reposition, transfer, toilet, dress and bathe, unable to stand or ambulate, and substantial staff assistance 
required to sit from lying and to lie from a seated position. Initial weight 291 pounds, height 72 inches. The 
hospital physician orders that directed the resident's 7/17/25 admission to the facility included:Interdry to skin 
folds daily.Mepilex Ag (a specialized dressing with antibiotic properties) to right dorsal foot wound, assess 
twice daily, change every 3 days.Single layer tubi-grip (compression garment) to bilateral lower extremities 
from bare foot to just below the knee, applied daily, size E, change PRN (as needed).Cleanse right heel and 
sacral areas, apply silicone foam (soft dressing that provides cushion) over bony prominences daily.Cleanse 
abdominal wound with Wound Cleanser. Apply 1/2 packing strip to inferior aspect of abdominal incision B.I.
D. (twice daily). Cover with gauze and secure with tape. Cleanse with Normal Saline between dressing 
changes. Serum potassium checks daily or every other day.Ferrous Sulfate (Iron) 325 milligrams (mg) 
administered oral BID.Potassium Chloride 20 mili-equivalents (mEq) administered oral B.I.D. (twice daily).
Toresemide (a very strong diuretic) 60 mg administered oral B.I.D.Repatha (a medication used to treat high 
cholesterol in selected patients with cardiac disease) Sureclick 140 mg per milliliter (ml), administer 1 ml by 
subcutaneous injection every 14 days.Renal diet.Daily weight.Physician orders recorded after the resident's 
admission directed staff:7/21/25 Thoroughly cleanse skin with Perineal Cleanser, spray and dry. Apply 
Cavilon Advance (a barrier cream that protects skin from moisture) to the medial buttocks and allow to dry for 
30 seconds. Hold folds open to ensure Cavilon dries appropriately. Apply on Monday, Wednesday and 
Friday, cover with Mepilex, secure dressing and apply additional border dressing if needed.7/25/25 Ferrous 
Sulfate 325 mg administered oral B.I.D.7/25/25 Discontinue Potassium Chloride ER 20 mEq daily. Start 
Potassium Chloride 20 mEq in 15 ml liquid oral twice daily.The facility's Medical Director physician, Staff S, 
assessed the resident on 7/22/25 and prescribed orders that included, in part::Increase Torsemide to 80 mg 
administered oral B.I.D.Discontinue Tubi-Grip applications.Elevate legs as much as possible.The described 
orders from the 7/22/25 assessment by Staff S had not been implemented as of 7/30/25 when the resident 
was assessed by the facility's Advanced Practice Registered Nurse Practitioner (ARNP). On 7/30/25 Staff F 
directed staff to implement new orders that included:Increase Torsemide to 80 mg administered oral B.I.D.
Discontinue Tubi-Grip applications.Apply Ace Wraps to both legs, on in the morning, off at Hour of Sleep 
(HS).The Medical Director physician Staff S assessed the resident on 8/5/25, and directed staff to increase 
Torsemide to 80 mg administered oral B.I.D. Orders transcribed at the facility upon the resident's 7/17/25 
admission, endorsed by the facility's Medical Director physician, Staff S, included, in part: General diet.Renal 
diet not ordered.Serum potassium assessments daily or every other day not ordered.Ferrous Sulfate 325 mg 
administered oral B.I.D. not ordered. The July, 2025 and August, 2025 Medication Administration Records 
(MAR's) and Treatment Administration Records (TAR's) revealed:Potassium Chloride Extended Release 
(ER) 20 mEq administered oral daily from 7/18/25 through 7/25/25. (Order was for administered twice 
daily)Ferous Sulfate 325 mg not administered from 7/17/25 through morning of 7/25/25.Repatha Sureclick 
140 mg administered subcutaneously 1 time monthly on the 28th, administered 7/28/25. (Order was for every 
14 days)Torsemide 60 mg administered oral B.I.D. from 7/18/25 through 8/5/25 morning dose. Torsemide 80 
mg administered oral B.I.D. initiated on the 8/5/25 afternoon dose, and resident received as ordered through 
the morning dose on 8/8/25. (Order 7/30/25 increased the dosage to 80 mg administered twice 
daily)Tubi-grip application documented as completed 7/18/25 through 8/5/25, when the order was 
discontinued by Staff B, Licensed Practical Nurse (LPN). (Order was discontinued by the NP on 7/30/25)All 
wound care treatments/dressing changes were documented as completed as ordered with exception of 
morning of 8/5/25 (resident had a physician appointment at that time). Wound care was documented as 
completed as ordered on the following dates by the following staff:8/5/25 at 8 p.m. by Staff J, LPN8/6/25 at 8 
a.m. by Staff D, LPN8/6/25 at 8 p.m. by Staff K, LPN8/7/25 at 8 a.m. by Staff B, LPN8/7/25 at 8 p.m. by Staff 
K, LPN8/8/25 at 8 a.m. by Staff C, RN Weights recorded in the clinical record revealed:7/17/25 290 pounds 
(#) weighed in wheelchair7/18/25 290# weight method not identified7/19/25 291# standing scale used7/20/25 
291# weight method not identified7/21/25 291.3# standing scale used7/23/25 291# weighed in 
wheelchair7/25/25 291# weighed In wheelchair7/26/25 291.2# weighed in wheelchair7/27/25 291.2# weight 
method not identified7/29/25 220.6# weighed by mechanical lift8/2/25 220# weight in wheelchair8/3/25 220# 
weight method not identified8/4/25 220# weight method not identified8/6/25 220# weight method not 
identified8/8/25 220# weight method not identifiedThe resident's bowel movement (b.m.) records revealed no 
recorded b.m. on 8/1/25, 8/2/25, 8/3/25, 8/4/25 and 8/5/25. On 8/6/25 at 1:01 p.m. incontinent of bowel 
without amount recorded. No b.m. recorded on 8/6/25 at 7:37 p.m. and on 8/7/25 at 1:32 p.m. Problems 
addressed on the resident's Nursing Care Plan included, but were not limited to:1. Resident (name redacted) 
has a diagnosis of an aneurysm abdominal aortic. Recent surgery due to aneurysm. Initiated: 07/17/2025 
Goal that Resident (name redacted) will have no signs or symptoms of rupture (ie: dizziness, fainting, rapid 
heart rate, increased weakness etc.) through the next review date Date Initiated: 07/17/2025 Target Date: 
10/16/2025a. Administer medications as ordered. Monitor for side effects and effectiveness. Date Initiated: 
07/17/2025 b. Follow up diagnostics as ordered Date Initiated: 07/17/2025 c. Labs as ordered Date Initiated: 
07/17/2025 d. Observe for dizziness, fainting, tachycardia, increased weakness and inform physician. Date 
Initiated: 07/17/2025 e. Vitals as ordered. Report declines promptly to physician Date Initiated: 07/17/2025 2. 
Resident (name redacted) has a potential risk for altered nutritional status as evidenced by Abdominal aortic 
aneurysm, atrial fibrillation, PVD (peripheral vascular disease), heart disease, hypertension (high blood 
pressure), CKD, gastrointestinal reflux Date Initiated: 07/21/2025 Goal that Resident (name redacted) will 
have no significant weight change through the next review date. Date Initiated: 07/21/2025 Target Date: 
10/16/2025a. DIET: General/regular, thin liquids. Record intake at meals. Date Initiated: 07/21/2025 b. 
Monitor at meals for signs of aspiration, choking, runny nose / eyes and report to physician as indicated Date 
Initiated: 07/21/2025 c. Monitor/ document/ report as necessary to physician any signs or symptoms of 
dysphagia: Pocketing food in cheeks, choking, coughing, drooling, holding food in mouth, several attempts at 
swallowing, refusing to eat, appears concerned during meals Date Initiated: 07/21/2025 d. 
Monitor/document/ report as necessary to physician and signs or symptoms of malnutrition: Emaciations 
(cachexia), muscle wasting, significant weight loss. Date Initiated: 07/21/2025 e. Registered Dietician to 
consult quarterly and as indicated. Date Initiated: 07/21/2025 f. Weigh per facility protocol. Date Initiated: 
07/21/2025 3. Resident (name redacted) has (potential for) impaired skin integrity and is at risk for edema 
(swelling that results from fluid accumulation), skin/tissue color changes, swelling, pain and pressure ulcers 
related to diagnoses of AAA. Current: MASD (moisture associated skin damage) to groin Sore to heal 
Gluteal folds multiple areas scattered Right foot open area Date Initiated: 07/22/2025 Goal that Resident 
(name redacted) will have no complications related to impaired skin integrity through the next review date 
Date Initiated: 07/22/2025 Target Date: 10/16/2025a. Administer pain medications as per orders prior to 
treatment/turning etc. to ensure comfort. Date Initiated: 07/22/2025 b. Administer treatments as ordered and 
monitor for effectiveness. Treatments as per orders/facility protocol. Date Initiated: 07/22/2025 c. Encourage 
good nutrition/ hydration in order to promote healthier skin. Date Initiated: 07/22/2025 d. Encourage Resident 
(name redacted) to shift weight, if able, every 2 hours to assist with skin integrity. Assist as needed. Date 
Initiated: 07/22/2025 e. Avoid scratching and keep hands and body parts from excessive moisture. Keep 
fingernails short. Date Initiated: 07/22/2025 f. Monitor/ document location, size and treatment of skin injury. 
Report any abnormalities, failure to heal, signs or symptoms of infection, maceration, etc to physician as 
indicated. Date Initiated: 07/22/2025 g. Observe for side effects of ANTICOAGULANTS medications: 
Hematuria, hemorrhage, elevated lab results, bruising, nosebleeds, bleeding gums, blood in 
urine/feces/vomit. SPECIAL ATTN: Major or fatal bleeding, abrupt onset of hypotension, pain or tenderness 
and swelling of upper/lower extremity, unexplained shortness of breath, chest pain. Date Initiated: 
07/22/2025 h. Utilize pressure reduction equipment/procedures as indicated for preventative: PRESSURE 
REDUCTION CUSHION TO CHAIR/RECLINER Date Initiated: 07/22/2025 i. Utilize pressure reduction 
equipment/procedures as indicated for preventative: PRESSURE REDUCTION MATTRESS TO BED Date 
Initiated: 07/22/2025 j. Weekly skin/treatment documentation in accordance to wound nurse assessment and 
plan of care recommended. Date Initiated: 07/22/2025 4. Resident (name redacted) is on diuretic therapy 
related to a dx of CKD (chronic kidney disease). Date Initiated: 07/22/2025 Resident (name redacted) will be 
free of any discomfort or adverse side effects of diuretic therapy through the next review date. Date Initiated: 
07/22/2025 Target Date: 10/16/2025a. Administer DIURETIC medications as ordered by physician. Monitor 
for side effects and effectiveness every shift. Many medications may interact with anti-hypertensives to 
potentiate their effect (Levodopa, Nitrates). Monitor for interactions/adverse consequences. Date Initiated: 
07/22/2025 b. Many other medications may interact with antihypertensives to potentiate their effect 
(Levodopa, Nitrates). Monitor for Interactions/Adverse Consequences. Date Initiated: 07/22/2025 c. Monitor 
dose. May require modification in order to achieve desired effects while minimizing adverse consequences, 
especially when multiple anti-hypertensive are being used simultaneously. Date Initiated: 07/22/2025 d. 
Monitor/ document/ report as necessary any adverse reactions to DIURETIC therapy: Dizziness, postural 
hypotension, fatigue and an increased risk of falls. Date Initiated: 07/22/2025 e. Obtain and report any 
pertinent lab results as ordered to physician. Date Initiated: 07/22/2025 Weekly Skin Assessment forms 
completed on 7/18/25 and 8/2/25 did not assess or describe the resident's wounds in sufficient detail that 
included wound measurements, wound bed tissue and condition, wound drainage and amount, 
characteristics of wound edges and surrounding tissue, signs of or lack of infection and presence of pain. 
Assessment of those wound conditions as described represent the minimal standards of nursing care 
practice for wound care and assessment. Accurate descriptions of the resident's wounds was not located in 
the resident's clinical record. The resident's clinical record did not contain documentation that the physician 
was notified of the resident's 70 pound weight loss on 7/29/25, or documentation that supported the weight 
loss was accurate and correct. The clinical record also lacked documentation that the resident refused to 
participate in physical therapy services as ordered and directed by the physician, or the resident's absence 
of b.m. and lack of response to the intervention administered.Laboratory reports obtained 7/25/25 at the 
physician's office included a Blood Urea Nitrogen level, BUN, an indication of renal function, with results of 
41 mg/dl (milligrams per deciliter) with normal range 10 to 20 mg/dl, and an Iron Panel, composed of Iron, 
Transferrin, TIBC (Total Iron Binding Capacity) and Iron saturation levels with the following results:Iron 31 
ug/dl (micrograms per deciliter with normal range 59 to 158 ug/dl)Transferrin 179 mg/dl (normal range 200 to 
360 mg/dl)TIBC 207 ug/dl (normal range 235 to 457 ug/dl)Iron Saturation 15 percent (normal range 20 to 50 
percent) Laboratory reports obtained 8/8/25 at the physician's office included a BUN level of 59 mg/dl.A 
Physician Progress Note dated 8/8/25 described the resident assessed by the surgeon at their office and 
revealed several concerns that included all dressings were dated 8/4/25 and not changed twice daily as 
ordered, weight loss and concern the facility had not provided the dietary supplement Nepro shakes (a 
product specific to the nutritional needs of those with renal failure), the resident had not regained strength to 
his baseline which would have permitted his transfer from bed and chair without a mechanical lift. The 
resident stated he had not had a bowel movement in several days which was also a concern of the 
physician's and the resident felt staff didn't change his dressings often enough. The surgeon admitted the 
resident to the hospital on 8/8/25 due to: Failure to thrive after surgery: Patient's recovery appears stagnant 
at his rehab facility with poor improvement in strength. He has not passed a bowel movement in several 
days. His wounds have not been well cared for and he continues to lose weight. admitted to the hospital for 
Adult Failure to Thrive, poor wound healing and weight loss, hospital admission weight on 8/8/25 was 217 
pounds. The resident required hospitalization until 9/3/25. The facility's Wound Care policy, dated as last 
revised October, 2010, and their Medication and Treatment policy, dated as last revised July, 2016 did not 
provide specific direction for adherence to physician orders when wound care was provided by nursing staff. 
Staff interviews:9/10/25 at 11:50 a.m. Staff M, Director of Nursing (DON) on 7/30/25, stated the nurse on 
duty should have implemented the orders as written/directed by the NP on their 7/30/25 assessment of the 
resident. The facility usually didn't receive the NP's progress note right away, the NP writes any orders on a 
document that is given to the nurse to implement for a written record before the facility received the 
associated progress note.9/10/25 at 12:33 p.m. Staff C, RN, stated she completed wound care and dressing 
changes as ordered, and always recorded the date and her initials on the dressing that she applied to the 
resident. Staff C stated the resident's foot wounds had healed with the care provided, and the open area at 
the distal aspect of the resident's abdominal incision was usually wet, and packed with white strips.9/10/25 at 
5:28 p.m. Staff B, LPN, stated she dated dressings when she applied them, followed physician orders for 
dressing changes and had observed dressings on residents that included Resident #1 that were dated a few 
days before and not changed daily or as often as was ordered by the physician.9/10/25 at 12:58 p.m. Staff L, 
Certified Nursing Assistant (CNA) stated the resident was transferred with a mechanical lift and he didn't 
want to get out of bed. When he was up he would be in a wheelchair and the dressings on his legs would 
often be off or in the process of coming off. She alerted the nurse when she observed that.9/17/25 at 8:40 a.
m. Staff A, LPN, stated she administered Dulcolax to the resident on 8/5/25, and directed staff to monitor the 
resident for a b.m. Per her recollection, the resident initially didn't have results from the suppository, then had 
a small b.m. or minimal results. Staff A stated she was certain she reported to the following shift they needed 
to continue to monitor the resident for a b.m., and if not successful they would need to contact the doctor for 
orders. 9/11/25 at 9:13 a.m., the office nurse for Staff F, facility NP, stated when she assessed the resident 
on 7/30/25 she wrote her orders on a note that is regularly used by facility staff there to communicate her 
orders, and that note was left with the nurse on duty that day before the NP left the facility. 9/10/25 at 11:05 a.
m., Staff E, the facility's corporate consultant nurse was at a desk with a stack of paper medical record 
documents that was approximately 16 inches high, stated she had just finished 1 stack and had to go 
through the documents there to look for the note/orders written by the NP for her 7/30/25 visit related to the 
resident. Staff E stated the previous 2 Administrators had not directed staff to scan the documents and they 
were behind. Staff E stated nursing staff should implement the orders as directed by the provider when they 
were at the facility for resident assessments. Staff E stated the facility had identified the need to improve 
their wound care by facility staff approximately 3 weeks ago and had implemented staff education at that 
time to address the need. As of survey exit, the facility was unable to locate the 7/30/25 note from the NP 
associated to the resident's orders.9/17/25 at 11:41 a.m., the current DON stated she expected staff to follow 
physician orders when wound care was provided, and if staff observed that the physician order was not 
followed, such as a dressing that was dated before the last documented wound care/dressing change staff 
should report that information to her, and staff had not reported that information to her as of that date.9/10/25 
at 11:31 a.m. Staff I, Occupational Therapist and Therapy Manager stated the resident did not want to be at 
the facility, and he thought he would do better in his own environment/housing. When the resident arrived he 
couldn't sit up in bed without substantial assistance by staff, and that initially improved with their support and 
therapeutic program. He had a lot of swelling in his legs with sores on his feet, he couldn't stand or ambulate 
and required transfer with a mechanical lift. The resident didn't like to be transferred with the lift and refused 
to get out of bed. They tried to encourage the resident to participate with therapy in order to gain strength 
and improvement, the resident refused to participate and his strength declined. Staff I stated the resident's 
surgeon was not notified of the resident's refusal to participate with therapy.9/17/25 at 11:55 a.m. the facility 
Dietary Manager stated they did not currently have any residents with Renal diet orders, but if a physician 
ordered that the facility could provide that diet, they were able to get the prescribed Renal diet menus from 
their contracted food service provider.9/11/25 at 10:06 a.m., Staff G, NP at the resident's surgeon's office 
stated when the resident came for their 8/8/25 appointment all of their dressings were dated 8/4/25 and had 
not been changed as ordered. During the 8/8/25 assessment the resident had not had a bowel movement for 
several days and had lost over 60 pounds since his discharge from the hospital; that information had not 
been communicated with their office and should have been. 2. The 8/13/25 MDS Assessment tool revealed 
Resident #1 had diagnoses that included malignant neoplasm (cancer), generalized weakness and infection 
following a procedure, other surgical cite. The MDS revealed the resident required staff supervision/minimal 
assistance for toileting, partial staff assistance for dressing, bathing and independently ambulatory. A wound 
care order on 9/3/25 directed staff to wash back wound with Hibiclens solution (an antiseptic cleanser that 
contains 4 percent chlorhexadine gluconate). Dress with Vaseline gauze and then secondary absorbent 
dressing, daily in the morning for wound care. The resident's Nursing Care Plan included the 
following:Resident (name redacted) has (potential for) impaired skin integrity and is at risk for edema, 
skin/tissue color changes, swelling, pain and pressure ulcers related to dx of wound infection. Current: 
Wound to upper back with wet to dry dressings Wound right lateral back x2 (4cm x 4cm and 2cm x 1cm) 
Date Initiated: 08/21/2025 The resident will have no complications related to impaired skin integrity through 
the next review date Date Initiated: 08/21/2025 Target Date: 11/10/2025a. Administer pain medications as 
per orders prior to treatment/turning etc. to ensure Resident (name redacted) comfort. Date Initiated: 
08/21/2025 b. Administer treatments as ordered and monitor for effectiveness. Treatments as per 
orders/facility protocol. Date Initiated: 08/21/2025 c. Braden assessment quarterly and PRN Date Initiated: 
08/21/2025 d. Encourage good nutrition/ hydration in order to promote healthier skin. Date Initiated: 
08/21/2025 e. Encourage to avoid scratching and keep hands and body parts from excessive moisture. Keep 
fingernails short. Date Initiated: 08/21/2025 f. Monitor/ document location, size and treatment of skin injury. 
Report any abnormalities, failure to heal, signs or symptoms of infection, maceration, etc to physician as 
indicated. Date Initiated: 08/21/2025 g. Observe for side effects of ANTICOAGULANTS medications: 
Hematuria, hemorrhage, elevated lab results, bruising, nosebleeds, bleeding gums, blood in 
urine/feces/vomit. SPECIAL ATTN: Major or fatal bleeding, abrupt onset of hypotension, pain or tenderness 
and swelling of upper/lower extremity, unexplained shortness of breath, chest pain. Date Initiated: 
08/21/2025 h. Utilize pressure reduction equipment/procedures as indicated for preventative: PRESSURE 
REDUCTION MATTRESS TO BED Date Initiated: 08/21/2025 i. Weekly skin/treatment documentation in 
accordance to wound nurse assessment and plan of care recommended. Date Initiated: 08/21/2025 
Observation on 9/11/25 at 10:50 a.m., the wound care treatment with dressing change was signed off as 
completed for that day on the September, 2025 Treatment Administration Record (TAR) by Staff D, LPN. On 
9/11/25 at 11:03 a.m., the resident was seated in the common area and stated staff had not changed his 
dressing yet. The resident stood up, lifted his shirt that revealed a compression type of garment worn on the 
upper chest and back area. There were 2 irregular shaped areas approximately 1 to 2 inches wide by 2 to 3 
inches long of what looked like wound drainage on the back of the resident's shirt located at the 
central/mid-back area near the spine. Observation on 9/11/25 at 11:37 a.m. revealed Staff D, LPN, located in 
the resident's room, prepared for the resident's wound care with supplies that included Vashe Wound Wash 
Solution (a wound cleanser that uses hypochlorous acid to cleanse the wound). Staff D stated it looked like 
there were new wound care orders since the last time she worked. Staff D cleansed the resident's wound 
with Vashe Wound Wash Solution and did not use the Hibiclens as ordered and directed. Observation during 
the wound care provided revealed an approximate 12-14 ounce sized bottle of Hibiclens was located in a 
plastic basin on top of the dresser in the resident's room.
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