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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 provide care per standards of practice when 
staff failed to complete weekly skin assessments, document accurate wound assessments, obtain orders 
timely, follow physician orders, and provide treatment as ordered for one resident (Resident #1) who 
admitted with multiple identified wounds. The facility census was 78.Review showed the facility did not 
provide a policy regarding wound care. Review of a facility policy titled Assessments in Long Term Care, 
dated January 2025, showed the following:-Licensed nursing staff will begin to initiate an admission 
assessment when the patient presents to the nursing unit;-The purpose of this policy is to provide an initial 
assessment to use as a baseline and to provide reassessments as needed is a change is indicated for the 
patient's response to care, condition changes, and diagnosis;-Assessments may be completed when there is 
a significant change in the patient's condition, diagnosis, or to determine patient's response to care;-The 
nursing care plan will be initiated according to identified needs from the admission assessment;-Licensed 
nursing personnel will update care plans as needs are assessed. Review of a facility policy titled, Medication 
Orders, , dated January 2025, showed the following:-Medication orders will be carried out when given by a 
physician;-Treatment orders shall be entered into the patient's electronic medical record. 1. Review of 
Resident #1's face sheet (document that gives resident's information at a quick glance) showed the 
following:-admission date of 09/05/2025;-Diagnoses included coronary artery disease (condition where the 
arteries that supply blood to the heart become narrow or blocked), peripheral vascular disease (circulatory 
disorder that narrows and hardens arteries and veins outside the heart and brain), and high blood pressure.
Review of the resident's hospital wound treatment note, dated 09/03/25, showed new areas of concern on 
the right foot appear to be vascular related. Review of resident's hospital Discharge summary, dated [DATE], 
showed resident had new vascular-related skin lesions to the right foot. Right foot had scattered areas of 
erythema (redness) and ecchymosis (bruise) to the plantar (sole of the foot) aspect of the right foot. Dressing 
change in one week per podiatrist. Review of the resident's nursing admission note, dated 09/05/25, showed 
resident had multiple wounds to bilateral lower extremities and had considerable pain with wounds and 
surgical incision. Review of the resident's skin assessment, dated 09/05/25, showed the following:-A callus to 
the right distal great toe that was black in color;-A callus to the right medical foot that was black in color;-An 
abrasion to the right lateral (side) foot with a moist pink wound bed;-A skin tear to the right posterior lateral 
ankle with a moist pink wound bed;-A skin tear to the left lower calf with a moist, pink wound bed;-A skin tear 
to the right lower calf with a moist, pink wound bed.Review of the resident's September 2025 Physician's 
Orders (POS) showed the staff did not document treatment order related to the identified areas. Review of 
the resident's physical therapy evaluation, dated 09/06/25, showed resident had both feet wrapped in 
bandages. Left lower extremity wrapped from surgery and the right lower extremity wrapped due to open 
blisters. Review of resident's September 2025 POS showed an order, dated 09/08/25, to cleanse areas of 
eschar to right foot with wound cleanser, any open areas, then apply padded dry dressing and wrap with 
kerlix (cotton gauze bandage). Keep surgical site clean with wound cleanser and wrap rest of foot with kerlix 
daily. (Staff obtained and documented order three days after admission date with identified areas. Staff did 
not document treatment orders for resident's skin tears.)Review of the resident's September 2025 skin 
treatment records showed staff did not document completion of wound treatments 09/10/25 and 09/15/25.
Review of the resident's skin assessment, dated 09/12/25, showed the following:-A callus to the right distal 
great toe that is black in color;-A callus to the right medical foot that is black in color;-An abrasion to the right 
lateral (side) foot with a moist pink wound bed;-A callus to the right heel that was black in color;-A skin tear to 
the right posterior lateral ankle with a moist pink wound bed;-A skin tear to the left lower calf with a moist, 
pink wound bed;-A skin tear to the right lower calf with a moist, pink wound bed.(Staff did not document a full 
assessment to include sizes of the areas.) Review of the resident's September 2025 POS showed the staff 
did not document treatment order related to the skin tears.Review of the resident's September 2025 skin 
treatment records showed staff did not document completion of wound treatments 09/18/25.Review of a 
wound assessment, dated 09/19/25, showed the following:-Surgical wound two weeks post-surgery and able 
to remove dressing today. Measuring 2.5 cm in length with no width and treatment indicated as cleanse and 
wrap with kerlix (physician order showed cleanse and wrap surgical site with kerlix dated 09/08/25).Review 
of the resident's skin assessment, dated 09/19/25, showed the following:-A callus to the right distal great toe 
that is black in color;-A callus to the right medical foot that is black in color;-An abrasion to the right lateral 
(side) foot with a moist pink wound bed;-A callus to the right heel that was black in color;-A skin tear to the 
right posterior lateral ankle with a moist pink wound bed;-A skin tear to the left lower calf with a moist, pink 
wound bed;-A skin tear to the right lower calf with a moist, pink wound bed.Review of the resident's 
September 2025 POS showed the staff did not document treatment order related to the skin tears.Review of 
the resident's September 2025 skin treatment records showed staff did not document completion of wound 
treatments 09/20/25. Review of a facility transfer report dated 09/21/25, showed resident had an amputation 
of the left second toe and multiple areas of dark stable eschar on right lower extremity. Review of the 
resident's care plan, revised 09/23/25, showed the following:-Resident had impaired skin integrity;-Resident 
admitted with wounds to bilateral lower extremities and a surgically amputated toe to right second digit. 
-Resident required assistance with all activities of daily living (ADL - basic self-care tasks like dressing, 
showering, and toileting).Review of the resident's September skin treatment records showed no wound 
treatments document on 09/24/25, 09/25/25, 09/26/25, or 09/29/25.Review showed staff did not document a 
skin assessment for 09/26/25. Review of a wound assessment, dated 09/30/25, showed a surgical wound 
two weeks post-surgery and able to remove dressing today, measuring 2.5 cm in length with no width and 
treatment indicated as cleanse and wrap with kerlix (physician order showed cleanse and wrap surgical site 
with kerlix dated 09/08/25).Review of the resident's skin assessment, dated 10/03/25, showed multiple areas 
of dry, intact dark eschar to the left foot. Left second toe sutures are out, healing, and there is a dark scab to 
left lateral malleolus (bony prominence on each side of the ankle). Treatment orders are in place for both 
feet. Review of the resident's October 2025 skin treatment records staff did not document wound care to 
right foot on 10/05/25. Review of the resident's wound assessment, dated 10/07/25, showed the 
following:-Surgical wound two weeks post-surgery and able to remove dressing today, measuring 2.5 cm in 
length with no width and treatment indicated as cleanse and wrap with kerlix (physician order showed 
cleanse and wrap surgical site with kerlix dated 09/08/25).Review of the resident's October 2025 skin 
treatment records showed staff did not document wound care to the right foot on 10/08/25, 10/09/25, 
10/10/25, 10/11/25, 10/12/25, 10/13/25, 10/14/25, and 10/15/25. During an interview on 10/15/25, at 1:24 P.
M. the resident said he/she had wounds on both legs. Staff are keeping the wounds clean and putting gauze 
around them but are not doing much for them. Nurses initially wrapped both legs in gauze, but now they 
don't do that. He/she told the therapist the nurse had not seen his/her legs for two days and so the nurse 
came in to see them. He/she had blisters on her right leg upon admission and now they are black in color. 
He/she lost a toe already and doesn't want to lose a leg due to the wounds. During an interview on 10/15/25 
at 2:05 P.M., Licensed Practical Nurse (LPN) B said the resident had wounds upon admit to the facility. 
He/she had multiple ulcerated wounds and a surgical site due to a left second toe amputation. He/she was 
unable to remove the dressing to the surgical site for the first two weeks after surgery. (Per hospital 
discharge paperwork, dressing was to be changed in one week.) He/she only measured the right and left foot 
wounds and did not measure the scabbed over wounds. During an interview and observation on 10/16/24 at 
11:45 A.M., Registered Nurse (RN) A said the resident had eschar upon admittance to the facility from the 
hospital. The eschar is now dried but initially some were moist. All areas of eschar on the resident's legs 
should be assessed and measured so they can be monitored. RN A reported resident had multiple 
unstageable wounds that are cleansed with wound cleanser and the eschar is skin prepped and wrapped 
with gauze if the resident requests it. RN A measured four wounds on the left lower extremity and reported 
left heel measured 2 cm by 1.8 cm, left ankle measured 1 cm by 0.8 cm, and the left big toe measured 0.6 
cm by 1.5 cm. There were six wounds on the right leg reported as the right calf measured 2 cm by 1 cm, right 
lateral foot measured 5 cm by 2.5 cm, right ankle measured 0.8 cm by 0.6 cm, right inner foot 3.5 cm by 1.5 
cm, and two wounds on the right foot base measuring 0.3 cm by 0.5 cm and 0.5 cm by 0.8 cm. RN A 
reported all wounds were covered by black eschar except for the right inner foot which had the eschar 
starting to fall off.During an interview on 10/15/25, at 2:05 P.M., LPN B said charge nurses are responsible 
for weekly skin assessments. He/she was the wound nurse and completed wound assessments weekly. 
He/she was behind on the wound assessments for Resident # 1. There was a worklist in the electronic 
medical record that populates a task when a skin assessment was due. The charge nurse will notify him/her 
by placing a slip under his/her door if a resident is observed with a new skin condition. The charge nurse 
should obtain orders and notify the physician initially and he/she will change the orders if needed after 
assessing the area. During an interview on 10/15/25, at 3:05 P.M., RN A said a task populates in the 
electronic medical record for the nurse to complete a skin assessment. Skin assessments are done in 
conjunction with resident bath days. The wound nurse completed weekly wound assessments. All wounds 
should have a physician order for treatment and be completed as ordered. If a treatment is not documented 
as completed then it was not done. Wounds should be included in the care plan and the interventions should 
be updated every assessment period. During an interview on 10/16/25, at 10:15 A.M., LPN C said all wounds 
should be assessed and measured. The nurses complete skin assessments and sometimes do wound 
assessments. He/she would alert the wound nurse and the physician if a resident had a wound. He/she 
would assess the wound and obtain orders for the physician. Charge nurses are responsible for completing 
and charting wound treatments. Physician orders should be followed for wound treatments. Care plan should 
include wounds and be updated to include any new wounds. During an interview on 10/16/25, at 11:30 A.M., 
the Director of Nursing (DON) said the following:-Nurses should contact the physician and implement basic 
wound care after hours;-The facility had standing wound care orders;-Wound treatments should be done as 
ordered and documented accurately in the electronic medical record;-The charge nurse or the wound nurse 
should complete skin assessments weekly;-The skin assessment task populates in the electronic medical 
record when it is due for each resident;-Charge nurses should complete wound treatments, and the wound 
care nurse completes wound assessments;-Resident #1 was admitted to the facility with wounds;-All wound 
areas should be assessed and documented weekly and upon admission;-Treatment orders should be 
specific and identify all skin areas;-Wounds should be included on the care plan and interventions should be 
updated. During an interview on 10/16/25, at 11:30 A.M., the Administrator said nurses should provide 
wound care treatments as ordered. All staff should be involved in assessing and documenting resident skin 
issues. Complaint # 2609161
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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 provide care per standards of practice when 
staff failed to complete weekly skin assessments, document accurate wound assessments, obtain orders 
timely, follow physician orders, and provide treatment as ordered for one resident (Resident #1) and failed to 
provide treatments as ordered for one resident (Resident #2) with pressure ulcers (localized damage to the 
skin and/or underlying soft tissue usually over a bony prominence or related to a medical or other device). 
The facility census was 78.Review showed the facility did not provide a policy regarding wound care. Review 
of a facility policy titled Assessments in Long Term Care, dated January 2025, showed the 
following:-Licensed nursing staff will begin to initiate an admission assessment when the patient presents to 
the nursing unit;-The purpose of this policy is to provide an initial assessment to use as a baseline and to 
provide reassessments as needed is a change is indicated for the patient's response to care, condition 
changes, and diagnosis;-Assessments may be completed when there is a significant change in the patient's 
condition, diagnosis, or to determine patient's response to care;-The nursing care plan will be initiated 
according to identified needs from the admission assessment;-Licensed nursing personnel will update care 
plans as needs are assessed. Review of a facility policy titled, Medication Orders, , dated January 2025, 
showed the following:-Medication orders will be carried out when given by a physician;-Treatment orders 
shall be entered into the patient's electronic medical record. 1. Review of Resident #1's face sheet 
(document that gives resident's information at a quick glance) showed the following:-admission date of 
09/05/2025;-Diagnoses included coronary artery disease (condition where the arteries that supply blood to 
the heart become narrow or blocked), peripheral vascular disease (circulatory disorder that narrows and 
hardens arteries and veins outside the heart and brain), and high blood pressure.Review of the resident's 
hospital wound treatment note, dated 09/03/25, showed the resident had a pressure injury to the right heel 
measuring 0.6 centimeters (cm) in length and 0.8 cm in width with a black moist eschar (a layer of dead 
tissue that forms over a wound) wound base. Review of resident's hospital Discharge summary, dated 
[DATE], showed resident had a right heel pressure injury with black eschar. Dressing change in one week 
per podiatrist. Review of the resident's nursing admission note, dated 09/05/25, showed the resident had 
multiple wounds to bilateral lower extremities and had considerable pain with wounds and surgical incision.
Review of the resident's physical therapy evaluation, dated 09/06/25, showed resident had both feet 
wrapped in bandages with left lower extremity wrapped from surgery and the right lower extremity wrapped 
due to open blisters. Review of the resident's wound assessment, dated 09/05/25, showed the following:-Left 
calf stage 2 pressure ulcer (a partial-thickness skin loss presenting as a shallow open ulcer with a red or pink 
wound bed, without slough (layer of dead, yellow tissue that separates from the underlying healthy tissue)) 
measuring 2 cm in length by 1 cm width with a depth of 0.1 cm; -Right heel stage 2 pressure ulcer measuring 
2 cm in length by 2.5 cm width with a depth of 0.1 cm. (Staff did not document related to the appearance of 
the wound bed or drainage.)Review of the resident's September 2025 Physician Orders showed an order, 
dated 09/08/25, to cleanse areas of eschar to right foot with wound cleanser, any open areas, then apply 
padded dry dressing and wrap with kerlix (cotton gauze bandage). (Staff obtained and documented order 
three days after the resident's admission with an identified pressure ulcer to the right heel. Staff did not 
document an order for pressure ulcer identified on the resident's left calf.) Review of the resident's 
September 2025 skin treatment records showed staff did not document wound care provided on 09/10/25.
Review of the resident's wound assessment, dated 09/12/25, showed the following:-Left calf stage 2 
pressure ulcer (staff did not document size and full description of the wound); -Right heel stage 2 pressure 
(staff did not document size and full description of the wound).Review of the resident's September 2025 skin 
treatment records showed staff did not document wound care provided on 09/15/25 and 09/18/25.Review of 
the resident's wound assessment, dated 09/19/25, showed the following:-Left calf stage 2 pressure ulcer 
measuring 2 cm by 1 cm with wound treatment indicated as scabbed over (staff did document a full 
assessment of the appearance of the wound);-Right heel stage 2 pressure ulcer measuring 2 cm by 2.5 cm 
with wound treatment indicated as scabbed over (staff did document a full assessment of the appearance of 
the wound). Review of the resident's September 2025 skin treatment records showed staff did not document 
wound care provided on 09/20/25.Review of the resident's facility transfer report, dated 09/21/25, showed 
the resident had an amputation of the left second toe and multiple areas of dark stable eschar on right lower 
extremity. Review of the resident's care plan, revised 09/23/25, showed the following:-Resident had impaired 
skin integrity;-Resident admitted with wounds to bilateral lower extremities and a surgically amputated toe to 
right second digit. -Resident required assistance with all activities of daily living (ADL - basic self-care tasks 
like dressing, showering, and toileting).(Staff did not care plan specifically regarding the pressure ulcers on 
the right hell and left calf of the resident.) Review of the resident's September 2025 skin treatment records 
showed staff did not document wound care provided on 09/24/25, 09/25/25, 09/26/25, and 09/29/25.Staff did 
not document a weekly skin assessment provided for 09/26/25. Review of the resident's wound assessment, 
dated 09/30/25, showed the following:-Left calf stage 2 pressure ulcer measuring 2 cm by 1 cm with wound 
treatment indicated as scabbed over (staff did document a full assessment of the appearance of the 
wound);-Right heel stage 2 pressure ulcer measuring 2 cm by 2.5 cm with wound treatment indicated as 
scabbed over (staff did document a full assessment of the appearance of the wound).Review of the 
resident's skin assessment, dated 10/03/25, showed small right heel ulcer had a pink wound bed and was 
dry and callused looking. Treatment order in place. Review of the resident's wound assessment, dated 
10/07/25, showed the following:-Stage 2 pressure ulcer measuring 2 cm by 1 cm with wound treatment 
indicated as scabbed over (staff did document location and a full assessment of the appearance of the 
wound);-Stage 2 pressure ulcer measuring 2 cm by 2.5 cm with wound treatment indicated as scabbed 
over(staff did not document location and a full assessment of the appearance of the wound);Review of 
resident's October 2025 POS showed an order, dated 10/09/25, to apply skin prep to both heels daily and 
then wrap with kerlix if resident wants them wrapped daily. (Staff did not document an order for the resident's 
pressure ulcer on the left calf.) Review of the resident's October skin treatment records showed staff did not 
document wound care provided on 10/11/25, 10/12/25, and 10/15/25.During an interview on 10/15/25, at 
1:24 P.M., the resident said he/she had wounds on both legs. Staff were keeping the wounds clean and 
putting gauze around them but were not doing much for them. Nurses initially wrapped both legs in gauze, 
but now they don't do that. He/she told the therapist the nurse had not seen his/her legs for two days and so 
the nurse came in to see them. He/she had blisters on his/her right leg upon admission and now they are 
black in color. He/she lost a toe already and doesn't want to lose a leg due to the wounds. During an 
interview on 10/15/25, at 2:05 P.M., Licensed Practical Nurse (LPN) B said the resident had wounds upon 
admit to the facility. He/she was unable to remove the dressing to the surgical site for the first two weeks 
after surgery (per hospital discharge paperwork, dressing was to be changed in one week). He/she only 
measured the right and left foot wounds and did not measure the scabbed over wounds. During an interview 
and observation on 10/16/24, at 11:45 A.M., Registered Nurse (RN) A said the resident had eschar upon 
admittance to the facility from the hospital. The eschar was now dried, but initially some were moist. All areas 
of eschar on the resident's legs should be assessed and measured so they can be monitored. RN A reported 
resident had multiple unstageable wounds that are cleansed with wound cleanser and the eschar is skin 
prepped and wrapped with gauze if the resident requests it. RN A measured wounds and reported the left 
calf wound measured 4 cm by 0.8 cm and two wounds on the right foot base measuring 0.3 cm by 0.5 cm 
and 0.5 cm by 0.8 cm. RN A reported all wounds were covered by black eschar except for the right inner foot 
which had the eschar starting to fall off. 2. Review of Resident #2's face sheet showed the 
following:-admission date of 06/04/1939;-Diagnoses included coronary artery disease (condition where the 
arteries that supply blood to the heart become narrow or blocked), high blood pressure, and type two 
diabetes mellitus (the body has trouble controlling blood sugar and using it for energy).Review of the 
resident's care plan, revised 08/19/25, showed the following:-Resident had a risk for impaired skin 
integrity;-Resident had a stage 2 pressure ulcer to my sacrum (triangular bone in the lower back); -Resident 
required supervision with all activities of daily living.Review of the resident's nursing progress note, dated 
09/22/25, showed staff noted an open area to coccyx (tailbone) measuring 1 cm by 1.5 cm with a yellow 
wound bed and peri wound area dark pink in color. Area cleansed with wound cleanser and dressing applied. 
Review of resident's current POS showed an order, dated 09/23/25, to cleanse buttocks with wound cleanser 
and apply nickel sized amount of Santyl (ointment used to remove dead tissues from a wound) and cover 
with dressing daily. Review of the resident's skin assessment, dated 09/23/25, showed newly identified open 
area to coccyx with treatment order in place. Review of the resident's skin treatment records staff did not 
document the wound care completed as ordered on 09/24/25, 09/25/25, 09/26/25, 09/27/25, 09/28/25, 
09/30/25, 10/05/25, 10/08/25, 10/09/25, 10/10/25, 10/13/25, and 10/14/25. 3. During an interview on 
10/15/25, at 2:05 P.M., LPN B said charge nurses are responsible for weekly skin assessments. He/she was 
the wound nurse and completed wound assessments weekly. He/she was behind on the wound 
assessments for Resident # 1. There was a worklist in the electronic medical record that populates a task 
when a skin assessment was due. The charge nurse will notify him/her by placing a slip under his/her door if 
a resident is observed with a new skin condition. The charge nurse should obtain orders and notify the 
physician initially and he/she will change the orders if needed after assessing the area. During an interview 
on 10/15/25, at 3:05 P.M., RN A said a task populates in the electronic medical record for the nurse to 
complete a skin assessment. Skin assessments are done in conjunction with resident bath days. The wound 
nurse completed weekly wound assessments. All wounds should have a physician order for treatment and 
be completed as ordered. If a treatment is not documented as completed then it was not done. Wounds 
should be included in the care plan and the interventions should be updated every assessment period. 
During an interview on 10/16/25, at 10:15 A.M., LPN C said all wounds should be assessed and measured. 
The nurses complete skin assessments and sometimes do wound assessments. He/she would alert the 
wound nurse and the physician if a resident had a wound. He/she would assess the wound and obtain orders 
for the physician. Charge nurses are responsible for completing and charting wound treatments. Physician 
orders should be followed for wound treatments. Care plan should include wounds and be updated to include 
any new wounds. During an interview on 10/16/25, at 11:30 A.M., the Director of Nursing (DON) said the 
following:-Nurses should contact the physician and implement basic wound care after hours;-The facility had 
standing wound care orders;-Wound treatments should be done as ordered and documented accurately in 
the electronic medical record;-The charge nurse or the wound nurse should complete skin assessments 
weekly;-The skin assessment task populates in the electronic medical record when it is due for each 
resident;-Charge nurses should complete wound treatments, and the wound care nurse completes wound 
assessments;-Resident #1 was admitted to the facility with wounds;-All wound areas should be assessed 
and documented weekly and upon admission;-Treatment orders should be specific and identify all skin 
areas;-Wounds should be included on the care plan and interventions should be updated. During an 
interview on 10/16/25, at 11:30 A.M., the Administrator said nurses should provide wound care treatments as 
ordered. All staff should be involved in assessing and documenting resident skin issues. Complaint # 
2609161
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