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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, facility staff failed to maintain professional standards of care, when staff failed to 
document the administration of wound treatments as ordered by the physician for one resident (Resident #2), 
failed to complete wound assessments for two residents (Resident #2 and #4), and failed to complete weekly 
skin assessments for two residents (Resident #3, and #4) out of three sampled residents with wounds. The 
facility census was 59. 1. Review of the facility's Pressure Ulcers/Skin Breakdown-Clinical Protocol policy, 
revised 03/2020, showed: -Assessment and recognition: the nursing staff and attending physician will assess 
and document an individual's significant risk factors for developing pressure sores; for example, immobility, 
recent weight loss, and a history of pressure ulcer(s). In addition, the nurse shall describe and 
document/report the following: -Full assessment of pressure sore (pressure ulcer/wound) including location, 
stage, length, width and depth, presence of exudate (drainage from a wound) or necrotic tissue, pain 
assessment, resident's mobility status, current treatments, including support services, and all active 
diagnoses;-Monitoring: weekly skin evaluations should evaluate the skin integrity of residents. Any skin 
integrity issues shall be reported to licensed nursing staff. 2. Review of Resident #2's admission Minimum 
Data Set (MDS), a federally mandated assessment, dated 05/20/25, showed staff assessed the resident as: 
-Cognitively intact;-At risk of developing pressure ulcers;-Moisture associated skin damage;-Did not receive 
pressure ulcer care;-Received surgical wound care;-Received application of ointments/medications other 
than to feet. Review of the resident's progress note, dated 05/17/25, showed staff documented skin irritation 
to buttocks and small open area to right buttock with treatment orders in place. Review of the resident's 
Physician's Order Sheet (POS), dated 05/16/25 through 05/31/25, showed: -05/16/25: Apply sure prep (a 
fast-drying skin protectant) to left heel three times a day and offload with heel protectors at all times for 
wound; -05/16/25: Paint left lateral ankle with betadine (to treat or prevent skin infection) and leave open to 
air once daily for wound therapy;-05/16/25: Cleanse bilateral buttocks with barrier wipes and apply a dime 
thick layer of triad (used to promote wound healing) to open ulcers every shift, three times a day for wound 
therapy;-Saline wet to dry dressing to Right below knee amputation wound and cover with island dressing 
(gauze dressing) two times a day for wound treatment. Review of the resident's Treatment Administration 
Record (TAR), dated 05/16/25 through 05/31/25, showed the record did not contain documentation staff 
provided wound treatments as directed to the resident's right leg below knee amputation on 05/19/25, or the 
resident's buttock and left heel on 05/30/25. Review of the resident's weekly skin assessments dated 
05/16/25 through 05/31/25, showed the record did not contain documentation of a skin concern or full 
assessment of the wounds to the resident's buttock and left heel/ankle on 05/23/25 and 05/30/25. Review of 
the resident's POS, dated 06/01/25 through 06/30/25, showed: -05/16/25: Apply sure prep to left heel three 
times a day and offload with heel protectors at all times, for wound therapy;-05/16/25: Paint left lateral ankle 
with betadine and leave open to air daily for wound therapy;-05/16/25: Cleanse bilateral buttocks with barrier 
wipes and apply a dime thick layer of triad to open ulcers every shift, three times a day for wound therapy. 
Review of the resident's TAR, dated 06/01/25 through 06/30/25, showed the record did not contain 
documentation staff provided wound treatments as directed to the resident's buttock on 06/09/25, 06/14/25, 
06/16/25 and 06/26/25, or the left heel on 06/09/25, 06/14/25, and 06/16/25. Review of the resident's weekly 
skin assessments, dated 06/01/25 through 06/30/25, showed the record did not contain documentation of a 
skin concern or full assessment of the wound to the resident's buttock and left heel/ankle on 06/06/25, 
06/13/25, 06/20/25, and 06/27/25. Review of the resident's POS, dated 07/01/25 through 07/31/25, showed 
the physician ordered: -05/16/25: Sure prep to left heel three times daily and offload with heel protectors at 
all times, for wound therapy;-05/16/25: Paint left lateral ankle with betadine and leave open to air once daily 
for wound therapy;-05/16/25: Cleanse bilateral buttocks with barrier wipes and apply a dime thick layer of 
triad to open ulcers every shift, three times a day for wound therapy. Review of the resident's weekly skin 
assessment, dated 07/04/25, showed the record did not contain documentation of a skin concern or full 
assessment of the wounds to the resident's buttock and left heel/ankle. Review of the resident's weekly skin 
assessments, dated 07/05/25 through 07/31/25, showed the staff assessed the resident on 07/11/25, 
07/18/25, and 07/25/25 with open ulcers to bilateral buttocks and upper thighs that were present on 
admission. The records did not contain documentation of a full assessment of the identified wounds to the 
resident's buttocks or upper thighs. Review of the resident's POS, dated 08/01/25 through 08/31/25, showed 
wound treatment orders: -05/16/25: Apply sure prep to left heel three times a day and offload with heel 
protectors at all times, for wound therapy;-05/16/25: Paint left lateral ankle with betadine and leave open to 
air once daily for wound therapy;-05/16/25: Cleanse bilateral buttocks with barrier wipes and apply a dime 
thick layer of triad to open ulcers every shift, three times a day for wound therapy, discontinued 
08/03/25;-08/03/25: Clean buttocks with wound cleanser, pat dry using gauze, apply calcium alginate (to 
absorb moisture and minimize infection) to wound bed, cover with boarder foam. Change daily and as 
needed if dressing becomes soiled or dislodged, for wound management, discontinued 08/05/25;-08/05/25: 
Betadine wet to dry dressings to medial, left and right buttock wounds two times a day for wound care. 
Review of the resident's weekly skin assessments, dated 08/01/25 through 08/13/25, showed staff assessed 
the resident on 08/01/25 and 08/07/25 with open ulcers to bilateral buttocks and upper thighs present on 
admission. The records did not contain documentation of a full assessment of the identified wounds to the 
resident's buttocks or upper thighs, or an assessment of the wounds to the resident's left heel/ankle. During 
an interview on 11/21/25 at 3:27 P.M. Registered Nurse (RN) A said the facility had a wound nurse that was 
primarily responsible to complete the resident's treatments and document on the TAR once completed, but 
that staff is no longer employed by the facility. 2. Review of Resident #3's Significant Change MDS, dated 
[DATE], showed staff assessed the resident with severe cognitive impairment, received hospice care, and 
received pressure ulcer care. Review of the resident's Electronic Medical Record (EMR), dated 09/01/25 
through 09/30/25, showed the record did not contain documentation staff completed a skin assessment from 
09/01/25 to 09/15/25. Review of the resident's EMR, dated 10/01/25 through 10/31/25, showed the record 
did not contain documentation staff completed a skin assessment from 10/17/25 to 10/30/25. Review of the 
resident's EMR, dated 11/01/25 through 11/21/25, showed the record did not contain documentation staff 
completed a skin assessment from 11/01/25 to 11/10/25. During an interview on 11/21/25 at 3:27 P.M., RN A 
said the resident's wounds are assessed by the wound physician and hospice nurse weekly, but the nurses 
are still expected to complete a weekly skin assessment. 3. Review of Resident #4's Quarterly MDS, dated 
[DATE], showed staff assessed the resident as follows: -Severe cognitive impairment;-At risk of developing 
pressure ulcers;-Received application of ointments/medications other than to feet;-Used pressure reducing 
device for bed and chair. Review of the resident's weekly skin assessment, dated 10/17/25, showed staff 
assessed the resident with a stage two pressure ulcer (partial thickness loss of skin presenting as a shallow 
open ulcer with a red or pink wound bed) to his/her right buttock. Documentation showed a treatment order 
received from the physician. The record did not contain documentation of a full wound assessment to include 
measurements or presence of exudate. Review of the resident's EMR, dated 10/18/25 through 10/30/25, 
showed the record did not contain documentation staff completed a skin assessment. Review of the 
resident's EMR, dated 11/01/25 through 11/21/25, showed the record did not contain documentation staff 
completed a skin assessment from 11/01/25 to 11/10/25 and from 11/12/25 to 11/21/25. During an interview 
on 11/21/25 at 3:27 P.M., RN A said the nurse should have documented a full assessment of the wound on 
10/17/25, and the charge nurses should have completed a weekly skin assessment to monitor the wound 
and any other new skin concerns. 4. During an interview on 11/21/25 at 2:58 P.M., the administrator said the 
nurses are responsible to complete treatments as ordered by the physician and document on the TAR once 
completed, so if there are missing signatures on the TAR, the treatment probably wasn't done. He/She said 
the nurses are expected to complete a skin assessment on each resident weekly as prompted by the 
facility's EMR system and document a full assessment of any skin concern/wound. The administrator said 
he/she is aware skin assessments are not being completed as expected and will work with the newly hired 
Director of Nursing (DON) to address. During an interview on 11/21/25 at 3:27 P.M., RN A said he/she is the 
acting DON since the DON left about a month ago. RN A said the nurses are responsible to complete skin 
assessments weekly for each resident as prompted by the facility's EMR system. RN A said if the nurse 
assessed a resident with a new skin concern/open area, the nurse is expected to document the location, 
measurements, stage the wound (if comfortable staging), or ask the DON/assistant DON for help. RN A said 
he/she had been trying to audit for skin assessments and wound documentation, but it has been difficult to 
keep up with the increased workload. During an interview on 11/21/25 at 3:59 P.M., RN B said the nurses 
are responsible to complete a skin assessment for each resident on admission, and then weekly as 
prompted by the facility's EMR system. RN B said the skin assessment should include the location of any 
identified skin concern/wound, measurements, stage and drainage (if applicable), or a general description of 
the area. He/She said the nurses are also responsible to complete treatments as directed by the physician 
and document on the TAR after administered. He/She said if there is missing documentation/signature on 
the TAR, the treatment likely was not administered, and the nurse is expected to document a progress note 
with a reason for not administering a scheduled treatment. Complaint# 2657875
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