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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
records reviewed and interviews for one of three sampled residents, (Resident #1) who was re-admitted with 
multiple pressure injuries, the Facility failed to ensure nursing staff provided care and services that met 
professional standards of practice related to timely follow-up on provider recommendations for wound care 
and accurate transcription of treatment orders.Findings include:Review of the Facility Policy titled Consults: 
Health Drive, Wound MD, and other outside Consultants, dated as last updated 08/01/25, indicated that 
residents who have consultants will have recommendations reviewed by attending MD/NP/PA/LIP.The Policy 
further indicated the staff RN/LPN will review consultation reports and recommendations with the prescriber, 
prescriber will decide on if recommendations are followed and orders obtained, nursing will document new 
orders and order supplies if necessary, and nursing will document per house protocol.Review of the Facility 
Policy titled Verbal Orders, dated as last updated 08/01/23, indicated that the individual receiving the verbal 
order will read the order back to the practitioner to ensure that the information is clearly understood and 
correctly transcribed.Resident #1 was admitted to the Facility in March 2025, diagnoses include diabetes 
mellitus with neuropathy (weakness and numbness due to nerve damage), peripheral vascular disease, and 
hemiparesis (weakness on one side of the body).Resident #1 had an acute 10-day Hospital stay and was 
re-admitted to the facility on [DATE].Review of Resident #1's Wound Evaluation and Management Summary, 
dated 05/29/25 (written by Wound Physician), indicated he/she had 4 separate pressure injuries with 4 
recommended treatments as follows;1) Unstageable due to necrosis (dead tissue) sacrum full thickness 
pressure injury with recommended treatment nursing to apply Calcium Alginate (promotes wound healing 
forming a gel and absorbs wound fluids) once daily and as needed and Santyl (removes dead tissue from 
wounds so they can heal) apply one daily and as needed (PRN).However, review of Resident #1's Treatment 
Administration Record (TAR) dated 05/28/25 through 07/02/25, indicated that nursing was providing a 
treatment to his/her sacrum according to the original physician's order from 05/13/25, indicating that nursing 
apply NSW followed by Calcium Alginate and cover with boarder gauze daily and PRN.Further review of 
Resident #1's Medical Record, including but not limited to the TAR, Medication Administration Record 
(MAR), Physician's Orders, and Care Plans, indicated that there was no documentation to support a new 
order had been obtained for Resident #1's Stage 4 sacral pressure injury upon readmission, even after the 
Wound Physician made new recommendations, and nursing continued to follow an old and incomplete 
Physician's Order, dated 05/13/25. Review of Resident #1's Physician's Orders, dated 06/03/25, indicated 
nursing to treat area with normal saline wash (NSW) followed by (F/B) Calcium Alginate and cover with 
border gauze daily and PRN to sacrum wound.Review of Resident #1's Physician's Orders, dated 07/03/25, 
indicated nursing to apply Santyl Ointment 250 units per gram (gm) to sacrum topically one time a day for 
wound care.Further review of Resident #1's Medical Record indicated that there was no documentation to 
support that the treatment that had been recommended on 05/29/25, had been accurately transcribed until 
07/03/25.2) Stage 3 (deep wound that extends through the layers of skin and subcutaneous tissue) pressure 
injury to the right heel full thickness with recommended treatment for nursing to apply Xeroform (allows 
hydration in the wound to promote healing) gauze applied once daily and as needed with gauze island 
border applied once daily and as needed.Review of Resident #1's Physician's Orders, dated 07/03/25, 
indicated nursing to treat area with a NSW, pat dry, apply Xeroform (cut to fit wound bed) and cover with 
boarded gauze once daily and as needed to his/her right heel.Review of Resident 1's Medial Record, 
including but not limited to the MAR, TAR, Physician's Orders, and Care Plans, indicated that there was no 
documentation to support the dressing that had been recommended by the Wound Physician on 05/29/25, 
had been obtained until 07/03/25.3) Stage 3 pressure injury to the right buttocks full thickness with 
recommended treatment for nursing to apply Silver Sulfadiazine (used to prevent wound infections) once 
daily and as needed, peri (surrounding edges) wound treated with house barrier cream apply once daily and 
as needed; and4) Stage 3 pressure injury to the left buttocks full thickness with recommended treatment for 
nursing to apply Silver Sulfadiazine once daily and as needed, peri wound treated with house barrier cream 
apply once daily and as needed.Review of Resident #1's Physician's Orders, dated 05/29/25, indicated 
nursing to treat area with Silver Sulfadiazine Cream 1 percent (%) to buttocks topically, on the day shift for 
wound care and mix with House Barrier Cream.Review of Resident #1's Physician's Orders, dated 06/05/25, 
indicated nursing to treat area with Silver Sulfadiazine Cream 1 percent (%) to Left buttocks topically, on the 
day shift for wound care and mix with House Barrier Cream.Review of Resident #1's Medical Record, 
including but not limited to the TAR, MAR, Physician's Orders, and Care Plans, indicated that there was no 
documentation to support that each pressure injury, left buttocks and right buttocks, had a specific treatment 
that had been recommended on 05/29/25 by the Wound Physician and had not been transcribed accurately.
Further review of the Wound Summary indicated additional recommendations to include off-load wounds, 
reposition per Facility Protocol, and Float Heels in bed.Review of Resident #1's Medical Record, including 
but not limited to the TAR, MAR, Physician's Orders, and Care Plans, that other than one Nurse Entry on 
07/13/25, that there was no documentation to support that Resident #1's heels were ever elevated. Review 
of Resident #1's Wound Evaluation Management Summary, dated 07/10/25, 07/17/25, and 07/24/25 
indicated it included a new recommendation, to apply a Pressure Off-Loading Boot to his/her right heel.
Review of Resident #1's Medical Record indicated that there was no documentation to support, and pressure 
off-loading boot was ever applied to help with the healing of Resident #1's right heel pressure injury. During a 
telephone interview on 09/08/25, Nurse #1 said that on 05/28/25, she had completed the re-admission skin 
assessment for Resident #1 and said she does not recall obtaining any new orders for his/her wounds. 
Nurse #1 said that she did remember that Resident #1 had an existing pressure injury to his/her bottom and 
had a treatment in place before he/she went to the hospital and Nurse #1 said that she thinks the Unit 
Manager is responsible for obtaining the physician's orders upon a resident's readmission and that nursing 
should have obtained 4 new Physician's Orders upon admission for his/her wounds. During an interview on 
09/02/25 at 2:29 P.M., Nurse #2 said that she remembered Resident #1 had multiple pressure injuries upon 
his/her return from the hospital, however said she does not recall ever getting recommendations from the 
Wound Physician for Resident #1.Nurse #2 said that the Wound Physician does not write orders and said he 
rounds with the Unit Manager weekly and the Unit Manager is responsible for reporting the 
recommendations to his/her physician and obtaining any treatment orders for the resident. During a 
telephone interview on 09/08/25 at 12:09 P.M., the Former Unit Manager said that it was her responsibility to 
round with the Wound Physician weekly and once the Wound Physician uploaded his progress notes (before 
he leaves the Facility), she would review any recommendations and bring them to the Providers' attention 
and obtain any new Physician's Orders.The Former Unit Manager said that there should have been separate 
and accurate physician's orders for each of Resident #1's pressure injuries and does not know what 
happened.During an interview on 09/02/25 at 4:02 P.M., the Interim Director of Nurses (DON) said that he 
was not aware that recommendations made by the Wound Physician had not been followed through with or 
that Resident #1's Physician's orders were not all transcribed accurately.The Interim DON said that it is the 
Facility's expectation that any recommendation received by a third-party provider, including a Wound 
Physician, must be reviewed timely with the resident's provider and new and accurate orders are to be 
obtained.
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