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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to transcribe one resident's treatment orders in the 
medical record when the resident was readmitted to the hospital (Resident #1) and failed to accurately 
document completed wound treatments or treatment refusals by the resident on the Treatment 
Administration Record (TAR) for three residents (Residents #1, #4 and #2). The sample was 4. The census 
was 82.Review of the facility's Documenting/Implementing Doctors Orders policy, dated revised February 
2025, showed:-Documentation: record all orders in the residents' chart. Review of the facility's 
Documentation policy, dated revised February 2025, showed:-Purpose: ensure resident clinical records are 
accurate, complete, secure, and compliant with facility requirements and professional standards;-Maintain 
clinical records complete, accurate, readily accessible, and systematically organized on each nursing 
unit;-Include essential documentation: admission assessments, diagnoses, care plans, progress notes, 
treatment, medications, vital signs, consents, and discharge summaries. Review of the facility's Pressure 
Ulcer: Prevention and Findings Reporting policy, undated, showed:-Purpose: to treat an identified pressure 
ulcer as soon as possible (ASAP) and initiate treatment;-If there is a need for a treatment, the charge nurse 
and or wound nurse, will phone the physician and implement the order as described;-The treatment will be 
placed on the TAR at the time the physician order is executed;-The wound nurse will confirm, and document 
wound and document wound care in a nurse's note;-Wound nurse will document all treatments on the TAR, 
just as the charge nurse would be expected to perform;-The charge nurse and wound nurse will review the 
resident for a change in condition and implement the appropriate skin care interventions as ordered by the 
physician or wound nurse practitioner. 1. Review of Resident #1's medical record, showed:-Alert and 
oriented times four (person, place, time and situation);-Dependent on staff for all activities of daily living 
(ADLs, grooming, dressing and bathing);-Diagnoses included bilateral lower extremity amputation, bilateral 
hand amputations and end stage renal disease (ESRD, the kidneys no longer work as they should to meet 
the body's needs). Review of the care plan, in use at the time of survey, showed:-Problem: resident is 
frequently incontinent of bowel and bladder (B & B) and is dependent with toileting hygiene. He/She requires 
minimal (min)/moderate (mod) assist with transfers. He/She had a Stage II pressure ulcer (partial thickness 
loss of dermis presenting as a shallow open ulcer with a red-pink wound bed without slough. May also 
present as an intact or open/ruptured blister) to coccyx (tailbone) at a previous admission, 6/6/25: 
onset;-Goal: utilize interventions to help limit risk of skin breakdown;-Interventions included: monitor for skin 
breakdown and report to nurse/physician/family;-Problem: resident requires min/mod assist with bed mobility 
and transfers. He/She is dependent with toileting hygiene related to bilateral hand amputations. He/She is 
frequently incontinent of B & B. He/She had a prior Stage II pressure ulcer to his/her coccyx. He/She has a 
surgical wound to his/her chest per nurse's notes, 6/6/25: onset;-Goal: utilize interventions to help limit risk of 
skin breakdown;-Interventions included:-Apply protective or barrier lotion after incontinence;-Inspect skin 
complete body head to toe every week and document results;-Inspect skin daily with and care and bathing, 
and report any changes to charge nurse;-Treatments and dressings as ordered per physician. Review of the 
progress notes, dated 5/26/25 through 5/31/25, showed:-On 5/26/25 at 9:21 P.M., noted open area to 
resident's chest area measuring 2.5 centimeters (cm) X 2 cm. No odor noted but drainage present. Hyper 
granulation (an overgrowth of granulation tissue that extends beyond the wound's surface, forming a raised, 
red, and friable mass) noted. Area cleansed with Vashe wound cleanser (used for cleansing, irrigating, 
moistening and debriding acute and chronic wounds) and pat dry, a small amount of mupirocin ointment 
(topical antibiotic) placed to a small piece of collagen and applied to wound bed. Area covered with foam 
dressing. Treatment to be done every other day (QOD) and as needed (PRN) for saturation;-On 5/28/25, 
electronically signed on 6/5/25 at 12:05 A.M., resident was referred to wound practitioner, wound blister to 
the chest that opened. Initial assessment was scheduled for this day. Resident was unable to be seen by 
wound practitioner due to outside facility appointment which conflicted with the time in which wound 
practitioner made rounds at the facility. Review of the TAR, dated 5/26/25 through 5/31/25, showed:-A 
physician order for cleanse open area to chest with Vashe wound cleanser and pat dry. Apply a small 
amount of mupirocin ointment to a 2 x 2 cut piece of Puracol collagen (wound dressing). Apply to wound bed 
and cover with foam dressing. Treatment to be done QOD and PRN for saturation. Diagnosis: unspecified 
open wound of unspecified front wall of thorax (chest) without penetration into thoracic cavity, start 
date:5/28/2025. -Documentation showed on 5/28, 5/29 and 5/30 at 9:00 P.M., an X (medication not 
administered) was documented. On 5/31/25 at 9:00 A.M. and 9:00 P.M., an H (hold) was documented. 
Review of the progress notes, dated 5/26/25 through 5/31/25, showed no documentation why the treatment 
was not administrated or why the treatment was held. Review of the resident's hospital record, Post Care 
Hand Off, dated 6/5/25, showed:-Wounds:-Site: sternal (chest), first time assessed 6/1/25;-Site: coccyx (tail 
bone), first time assessed 6/1/25;-Discharge Review of Systems (ROS): chest: wound vacuum (Negative 
Pressure Wound Therapy (NPWT, wound vacuum (vac), is a treatment that pulls fluid and bacteria out of a 
wound to help it heal better) in place-sternum; -Discharge orders:-Wound Care Instructions: Location of 
wound(s} which need treatment(s}: -Sternum: continue NPWT with dressing changes every Monday, 
Wednesday and Friday. Next vac dressing change was 6/6/2025; -Sacrum (triangular bone at the base of the 
spine /bilateral gluteal (both sides of the buttocks), bedside nursing, please apply Critic-Aid Clear ointment 
(petrolatum-based, barrier ointment) twice a day (BID) and PRN. Review of the TAR, dated 6/1/25 through 
6/30/25, showed:-A physician order for: cleanse open area to chest with Vashe wound cleanser and pat dry. 
Apply a small amount of mupirocin ointment to a 2 x 2 cut piece of Puracol collagen. Apply to wound bed and 
cover with foam dressing. Treatment to be done every QOD and PRN for saturation. Diagnoses: unspecified 
open wound of unspecified front wall of thorax without penetration into thoracic cavity, start date:5/28/2025 
end date: 08/27/2025: -Documentation showed: 60 out of 60 opportunities an H (hold) was 
documented;-There was no physician order for the NPWT or for critic-acid ointment. Review of the progress 
notes, dated 6/1/25 through 6/30/25, showed:-On 6/4/25, electronically signed 6/5/25 at 12:05 A.M., Resident 
was unable to be seen by wound practitioner for initial assessment of blister to chest that has opened, due to 
resident being admitted to the hospital at this time;-On 6/5/25, electronically signed 6/6/25 at 12:20 A.M., 
readmitted from the hospital, dressing intact to sternum at this time. Skin warm and dry to touch. Skin turgor 
good. Skin color within normal limits;-No documentation when the resident went to the hospital;-No 
documentation the treatment was changed or why the treatment was not administrated or placed on hold. 
During an interview on 9/9/25 at 9:25 A.M., the Unit Manager said the resident had redness on his/her 
buttocks, but it never opened. The facility put barrier on it and it resolved in about a week. The resident went 
to the hospital on 5/30/25 and returned 6/6/25. When he/she returned to the facility, he/she had a wound vac. 
The facility ordered the wound vac and it probably arrived around 6/11/25. When the wound vac was not in 
place, the facility used wet to dry dressings. The resident often dislodged the wound vac because he/she 
said it itched. The admitting nurse was responsible for entering the treatment orders into the computer and 
placing the order on the TAR. Holding the treatment for mupirocin ointment was an oversight. It should have 
been discontinued when the resident returned from the hospital. 2. Review of Resident #4's medical record, 
showed:-Disoriented to time and place;-Dependent on staff for all ADLs-Diagnoses included atrial fibrillation 
(a-fib, irregular heart rhythm), dementia, anxiety and Parkinson's disease(a disorder of the central nervous 
system that affects movement, often including tremors). Review of the care plan, in use at the time of survey, 
showed:-Problem: resident is dependent with bed mobility, transfers via Hoyer lift, and toileting hygiene. 
He/She is incontinent of B&B. He/She had noted redness to coccyx upon admission. He/She also has a 
wound to left great toe with treatment in place as evidence by wound (pressure/diabetic/stasis) yes;-Goal: 
measures will be taken to prevent skin breakdown; utilize interventions to help limit risk of further skin 
breakdown; and measures will be taken to prevent further skin breakdown;-Interventions included: 
treatments and dressings as ordered per physician; notify physician of any worsening of skin 
breakdown;-Problem: Non-compliance with facility recommended interventions or physician orders as 
evidenced by refusing to take showers or get out of bed;-Goal: Resident will show signs of improved 
compliance or will have no new non-compliance related episodes;-Interventions: Accept resident's right to 
refuse and show respect for their decision; Educate resident on facility concerns associated with 
non­compliance. Review of the physician order sheet, dated 9/5/25, showed:-A physician order for air 
mattress to bed. Check for proper functioning every shift;-A physician order to cleanse left buttocks with 
wound cleanser and pat dry. Apply triple antibiotic ointment (TAO) to a 2 x 2 dressing and apply to wound 
bed. Cover with foam dressing. Treatment to be done every day and PRN for dressing displacement. 
Diagnosis: pressure ulcer (any lesion caused by unrelieved pressure that results in damage to the underlying 
tissue) of left buttock, unspecified stage;-A physician order to cleanse sacrum wound with wound cleanser 
and pat dry. Apply Santyl to 2 x 2 gauze and apply to wound bed. Cover with foam dressing. Treatment to be 
done every day and prn for soiling. Diagnosis: pressure ulcer of sacral region, stage 3 (full thickness tissue 
loss, subcutaneous fat may be visible, but the bone, tendon or muscle is not exposed) Slough may be 
present but does not obscure the depth of tissue loss. May include undermining or tunneling) Review of the 
TAR, dated 8/11/25 through 9/9/25, showed:-A physician order for air mattress to bed. Check for proper 
functioning every shift; -Documentation showed: 8/11 through 9/9 a H was documented; -A physician order 
to cleanse left buttocks with wound cleanser and pat dry. Apply TAO to a 2 x 2 dressing and apply to wound 
bed. Cover with foam dressing. Treatment to be done every day and as needed for dressing displacement; 
-Documentation showed: on 8/16 through 8/18, 8/20, 8/22 through 8/24 and 9/8 were blank; On 8/25 through 
9/2 and 9/5 and 9/6 an X was documented;-A physician order to cleanse sacrum wound with wound cleanser 
and pat dry. Apply Santyl to 2 x 2 gauze and apply to wound bed. Cover with foam dressing. Treatment to be 
done every day and as needed for soiling; -Documentation showed: on 8/16 through 8/18, 8/20, 8/22 through 
8/24 and 9/8 were blank; On 8/25 through 9/2 and 9/5 an X was documented. Review of the progress notes, 
dated 8/11 through 9/9/25, showed:-No documentation the resident refused his/her treatments and no 
documentation showing why the treatment was not administered. During an interview on 9/9/25 at 9:25 A.M., 
the Unit Manager said if there was a blank on the TAR, she would not know if the treatment was 
administered or not. When an X was documented, the resident may have been in the hospital. It was difficult 
to tell when residents were out of the facility. The Unit Manager expected staff to document when a resident 
left the facility and when the resident returned. The resident had an air mattress on his/her bed. When the 
resident returned from the hospital, the nurse should have clicked on the air mattress to reactivate the order. 
3. Review of Resident #2's medical record, showed:-admitted on [DATE];-Had a wound on sacrum on 
admission;-Diagnosis included dementia. Review of the care plan, in use at the time of survey, 
showed:-Problem: Skin breakdown-at risk for/actual breakdown present evidence by occasional 
incontinence, onset 8/8/25;-Goal: measures will be taken to prevent skin breakdown;-Interventions included: 
apply protective barrier after incontinence; inspect skin complete body head to toe every week and document 
results. Observation on 9/5/25 at 3:45 P.M. showed the resident's right buttocks had a quarter size patch of 
dry skin with three tiny, scabbed areas in the center of it and two tiny, scabbed areas on the outer side of the 
dry patch. The skin had a reddish-maroon discoloration at the coccyx and down the right side of the gluteal 
fold. Review of the physician order sheet, dated 9/5/25, showed:-A physician order to cleanse right glute 
(buttocks) open area with wound cleanser and pat dry. Apply Medi-honey (used for removing necrotic tissue 
and aides in healing) to 2 x 2 gauze and apply to wound bed. Cover with foam dressing. Change every day 
and prn for soiling or dressing displacement. Diagnoses: unspecified open wound of right buttock, dated 
8/15/2025;-A physician order to cleanse with Vashe and pat dry, apply calmoseptine ointment (barrier) to 
cover area, leave open to air (OTA), to be done three times a day (TID) and PRN, dated 8/8/2025. Review of 
the TAR, dated 8/8/25 through 8/31/25, showed:-A physician order to cleanse with Vashe and pat dry, apply 
calmoseptine ointment to cover area, leave OTA, to be done TID and PRN; -Documentation showed: On 
8/10, 8/11, 8/13 through 8/15, 8/17, 8/18 and 8/20 were blank; On 8/22 through 8/26 and 8/28 through 8/31 
an X (not administered) was documented;-A physician order to cleanse right glute open area with wound 
cleanser and pat dry. Apply Medi-honey to 2 x 2 gauze and apply to wound bed. Cover with foam dressing. 
Change every day and PRN for soiling or dressing displacement; -Documentation showed: On 8/15 through 
8/18 and 8/20 was blank; On 8/22 through 8/31 a X was documented. Review of the progress notes, dated 
8/8/25 through 8/31/25, showed no documentation why the treatment was not administered or if the 
physician was made aware the treatment was not administered. Review of the TAR, dated 9/1/25 through 
9/5/25, showed:-A physician order to cleanse with Vashe and pat dry, apply calmoseptine ointment to cover 
area, leave OTA, to be done TID and PRN; -Documentation showed: On 9/1 and 9/2, an X was 
documented;-A physician order to cleanse right glute open area with wound cleanser and pat dry. Apply 
Medi-honey to 2 x 2 gauze and apply to wound bed. Cover with foam dressing. Change every day and PRN 
for soiling or dressing displacement; -Documentation showed: On 9/1 and 9/2, an X was documented. 
Review of the progress notes, dated 9/1/25 through 9/5/25, showed no documentation why the treatment 
was not administered or if the physician was made aware the treatment was not administrated.4. During an 
interview on 9/5/25 at 3:53 P.M., Licensed Practical Nurse (LPN) A said the facility had a wound nurse who 
completed treatments sometimes. The nurse on the floor completed them when the wound nurse did not. If 
the nurse found a wound, he/she would notify the doctor and obtain treatment orders. The nurse who 
obtained the order was responsible for entering the orders into the computer.5. During an interview on 9/9/25 
at 9:25 A.M., the Unit Manager said the nurse on the floor was responsible for completing the treatments. 
When the wound practitioner visited the facility, nurse management completed the treatments. On the 
weekends, the facility sometimes scheduled a third nurse who will do treatments, but overall, the floor nurse 
was responsible for completing the treatments. When a wound was found the nurse should assess the area, 
notify the physician to obtain treatment orders and document it. Documentation should include the location 
and a description of the wound along with approximate measurements. The wound practitioner measured 
and staged the wound. Treatments are documented on the TAR when they are completed. If a treatment 
was not completed, it should be documented on the TAR along with an explanation of why the treatment was 
not administered in the nurse notes. A blank on the TAR meant it was not done, or it was not marked off. The 
Unit Manager did not understand why there would be a blank on the TAR because when the audits are 
completed, if something was not completed it would show up red, and she has not seen a treatment that was 
red. If an H was documented, that meant the resident was in the hospital and the medication was held. She 
expected staff to accurately document when a resident left and returned to the facility.6. During an interview 
on 9/10/25 at 8:55 A.M., the Administrator said when a resident is admitted /readmitted to the facility, the 
admitting nurse was responsible for entering the treatment orders into the computer. Treatments should be 
documented when the treatments are completed. If a treatment was not competed, staff should document 
why it was not completed and notify the physician. A blank on the TAR meant it was not signed out. 
Treatments are being completed. When residents leave the facility and return to the facility, it should be 
documented in the progress notes. The Administrator expected staff to follow physician orders and the 
facility policies and procedures and for the medical record to be complete and accurate. 2598153
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