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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, and record review, facility staff failed to meet professional standards of practice when facility staff 
failed to transcribe physician's orders for one resident (Resident #3) and failed to complete weekly skin 
assessments for three residents (Resident #2, #3, and #5) out of five sampled residents. The facility census 
was 86. 1. Review of the facilities Physician Orders policy, undated, showed staff are directed as follows:-All 
physicians orders should be carried out as ordered upon the signed order of a person lawfully authorized to 
prescribe;-Each order should be noted and processed according to the standards of practice;-The order will 
be input into the electronic medical record system and then will populate into the proper areas for 
administration. 2. Review of Resident #3's Significant Chage Minimum Data Set (MDS), a federally 
mandated assessment tool, dated 10/30/25, showed staff assessed the resident with severe cognitive 
impairment. Review of the resident's care plan, revised 11/03/25, showed staff assessed the resident 
as:-Cognitive deficit;-Required assistance for all Activities of Daily Living (ADL's), transfers, and mobility;-At 
risk for skin breakdown.Review of the resident's Physician's Order Sheet (POS), dated 11/18/25, did not 
contain documentation for Hydrocolloid sheet apply once weekly and as needed: if saturated, soiled, or 
dislodged to left medial upper back. Review of the resident's wound consultant orders, dated 11/13/25, 
showed an order for Hydrocolloid sheet apply once weekly and as needed: if saturated, soiled, or dislodged 
for 23 days to left medial upper back.Review of the resident's wound consultant orders, dated 11/06/26, 
showed an order for Hydrocolloid (a substance used for wound care that forms a gel when they absorb 
moisture) sheet apply once weekly and as needed: if saturated, soiled, or dislodged for 30 days to left medial 
upper back. Review of the resident's nurse's notes, dated 11/04/25, showed staff documented a new stage 
two pressure ulcer to the resident's thoracic spine.Review of the residents Treatment Administration Record 
(TAR), dated 11/01/25 through 11/18/25, did not contain documentation of Hydrocolloid sheet apply once 
weekly and as needed: if saturated, soiled, or dislodged to left medial upper back. Review of the resident's 
weekly skin assessments, dated October 2025, did not contain documentation a weekly skin assessment 
was completed on 10/1/25 and 10/29/25.During an interview on 11/18/25 at 1:35 P.M., Registered Nurse 
(RN) A said the purpose of physician's orders is to ensure a resident gets the proper care they need. RN A 
said if a physician's order for wound care is not followed it could result in the wound getting worse, infection, 
or new wound development. RN A said the charge nurse is responsible to transcribe and enter any new 
orders to the resident's POS. RN A said the wound consultant physician comes to the facility and makes 
rounds with the facility wound nurse. RN A said the wound consultant physician's documentation is 
automatically uploaded to the resident's chart under miscellaneous. RN A said it is the charge nurse's 
responsibility to look at that consult note and enter any new wound care orders as the physician prescribes 
them on to the resident's POS. RN A said he/she does not know why the resident's wound care orders were 
not entered as he/she only works two days a week and does not work the day they are there. RN A said if 
something is not documented it did not get done . During an interview on 11/18/25 at 2:30 P.M., the facility 
wound care nurse said he/she has many roles at the facility including the wound nurse, He/She makes 
rounds with the wound consultant physician every Thursday and assist him/her to change each resident's 
dressing at that time of service. The wound care nurse said he/she does not enter any new orders into the 
resident's chart, that the wound care consultant's documentation is automatically uploaded to the resident's 
chart under the miscellaneous tab. The wound care nurse said it is the charge nurse's responsibility to pull 
that document up and enter any new orders into the resident's POS. The wound care nurse said it is his/her 
responsibility to go behind the charge nurse to ensure those orders are entered correctly. The wound care 
nurse said he/she did not follow up with the resident's new orders like he/she should have and was not 
aware the resident's new orders were not entered. The wound care nurse said he/she should have followed 
up, but he/she is very busy with all his/her roles and didn't. The wound care nurse said the consequences of 
not entering those orders or following them could result in the wound getting infecting, getting larger in size, 
getting deeper, and overall decline of the wound. 3. Review of Resident #2's Significant Change MDS, dated 
[DATE], showed staff assessed the resident as having moderate cognitive impairment. Review of the 
resident's care plan, dated 08/06/25, showed staff assessed the resident as:-Cognitive deficit;-Required 
assistance for all ADL's, transfers, and mobility;-At risk for skin breakdown.Review of the resident's POS, 
dated 11/18/25, showed orders to complete a licensed weekly skin assessment every Tuesday day shift.
Review of the resident's weekly skin assessments, dated October 2025, did not contain documentation a 
weekly skin assessment was completed 10/7/25, 10/21/25, and 10/28/25.Review of the resident's weekly 
skin assessments, dated September 2025, did not contain documentation staff completed a weekly skin 
assessment on 9/2/25, and 9/30/25.Review of the resident's weekly skin assessments, dated August 2025, 
did not contain documentation staff completed a weekly skin assessment on 8/12/25.4. Review of Resident 
#5's annual MDS, dated [DATE], showed staff assessed the resident as cognitively intact. Review of the 
resident's care plan, revised 10/08/25, showed staff assessed the resident as follows: -Cognitive 
deficit;-Required assistance for all ADL's, transfers, and mobility;-At risk for skin breakdown.Review of the 
resident's POS, dated 11/18/25, showed an order to complete a licensed weekly skin assessment every 
Saturday night shift. Review of the resident's weekly skin assessments, dated November 2025, did not 
contain documentation staff completed a weekly skin assessment on 11/8/25.Review of the resident's weekly 
skin assessments, dated October 2025, did not contain documentation a weekly skin assessment was 
completed 10/18/25, and 10/25/25.Review of the resident's weekly skin assessments, dated September 
2025, did not contain documentation a weekly skin assessment was completed 9/13/25.5. During an 
interview on 11/18/25 at 1:50 P.M., the Director of Nursing (DON) said today is his/her first day at the facility. 
The DON said he/she expects staff to follow physician's orders. The DON said the purpose of a physician's 
order is to direct resident care. The DON said if a physician's order is not followed it could potentially result in 
a resident's decline or safety. The DON said if wound care orders are not followed or weekly skin 
assessments are not completed it could lead to a decline in the wound, a potential for infection, sepsis, or not 
discovering a new wound. The DON said the charge nurse is responsible to transcribe any new orders to the 
resident's chart and to complete the weekly skin assessments. The DON said if something is not 
documented then staff don't know if it was done. The DON said he/she did not know the facility process for 
the wound consultant physician.During an interview on 11/18/25 at 1:58 P.M., the Regional Nurse said 
he/she has not been able to do his/her role as a regional nurse for months as he/she was placed an interim 
administrator at another facility. The Regional Nurse said he/she has only been coming back to the facility 
regularly two days a week for the past three weeks. The Regional Nurse said the facility wound nurse makes 
rounds with the wound consultant physician but does not enter the orders he/she prescribes. The Regional 
Nurse said the wound consultant's documentation is automatically uploaded to the miscellaneous tab on the 
resident's chart and it is the charge nurse's responsibility to pull up that document and enter any new wound 
care orders he/she prescribed. The Regional Nurse said he/she expects staff to follow physician's orders as 
this is what directs a resident's care. During an interview on 11/18/25 at 2:10 P.M., the Administrator said the 
purpose of a physician's order is to direct staff on how to administer care to the residents. The Administrator 
said he/she expect all staff to follow all physician's orders. The Administrator said the consequence of not 
following a physician's order would depend on what the order is, but in regard to wound care a wound could 
deteriorate, get infected, and new wounds may not be discovered when the develop. The Administrator said 
it is the charge nurse's responsibility to transcribe any new orders along with completing the weekly skin 
assessments for each resident. The Administrator said it is the DON's responsibility to oversee the nursing 
staff and ensure the complete their documentation. The Administrator said if something is not documented it 
is not done. The Administrator said when the wound consultant physician makes rounds the facility wound 
nurse goes with him/her. The Administrator said those wound documents are automatically uploaded to the 
resident's chart and it is the charge nurse's responsibility to transcribe any new orders to the resident's POS. 
The Administrator said it is the facility wound care nurse's responsibility to follow behind the charge nurse 
and ensure those orders are entered onto the resident's POS correctly. The Administrator said in general, 
she expects any nurse who gets a new order to ensure those orders are entered to the resident's chart 
correctly. Complaint #2646647 and 2660011
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