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Based on record review and staff interviews the facility failed to maintain an accurate Treatment 
Administration Record (TAR) for wound care treatments for 1 of 1 resident (Resident #2) reviewed for 
accurate medical records.

The findings included:

1a. Review of Resident #2's medical record revealed a physician's order dated 7/19/24 that indicated apply 
alginate calcium with silver sodium (a highly absorbent antimicrobial pad that contains calcium and silver and 
is used to treat wounds) and Dakins solution (antiseptic solution used for wound cleaning and wound 
packing) daily to sacral wound. The order entered in the TAR stated as needed (PRN). 

Review of Resident #2's TAR revealed no documentation of Resident #2's sacral wound treatment from 
8/1/24 to 8/26/24. 

1b. Review of Resident #2's medical record revealed a physician's order dated 8/4/24 that indicated apply 
hydrogel impregnated dressing (a wound saturated with gel used to moisten and heal dry wounds) to left 
heel then cover with dry dressing daily. 

Review of Resident #2's TAR revealed no documentation of left heel wound treatment on 8/6/24, 8/7/24, 
8/10/24, 8/11/24, 8/17/24, 8/18/24, 8/24/24, 8/25/24 and 8/26/24. 

During an interview with Nursing Assistant #2 (NA) #2 on 8/27/24 at 3:14 pm, NA #2 reported she completed 
wound treatments for Resident #2's left heel and sacral wound Monday- Friday daily per physician orders. 
She stated she had completed the treatments daily but may have forgotten to document on some of the days 
for the left heel wound. NA #2 stated she did not document the sacral wound treatments for August because 
the order was entered incorrectly in the TAR to indicate as needed (PRN) instead of daily but she completed 
the treatment daily according to the wound doctor's order. NA #2 stated she was supervised by Nurse #1 
who was the current wound treatment nurse, but she could not recall if she had informed Nurse #1 that the 
order for the sacral wound was entered as PRN into the TAR instead of daily. 
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During an interview on 8/27/24 at 3:55 pm with Nurse # 4, he stated he completed the wound treatments for 
Resident #2 on the weekends because the wound treatment nurse did not work on the weekends. Nurse #4 
stated Resident #2 had a sacral and left heel wound which were to be completed daily according to the 
wound doctor treatment order dated 7/19/24. He reported that he completed the treatments on Saturday and 
Sunday dayshift but had forgotten to document. He also stated he did not realize the TAR stated PRN since 
the order stated daily. 

During an interview with Nurse #1 on 8/27/24 at 3:49 pm she revealed she became the wound treatment 
nurse approximately 3 weeks ago. Nurse #1 stated she entered wound treatment orders given by the Wound 
Doctor into the facility's documentation system, completed some of the wound treatments and supervised NA 
#2 who completed some of the wound dressings. Nurse #1 reported she was not aware that Resident #2's 
sacral wound treatment was not entered into the TAR correctly and that the treatments were not documented 
daily. She stated that the wound was improving as evidenced by the wound doctor's weekly wound 
evaluation documentation from 7/18/24 to 8/20/24. Nurse #2 stated that the sacral wound order was given 
prior to her assuming the responsibility of the wound treatment nurse but she should have ensured that it 
was documented correctly after she became the wound treatment nurse.

An interview was conducted on 8/27/24 at 4:34 pm with the facility Administrator and Director of Nursing 
(DON). The DON stated she was not aware that Resident #2's sacral wound order was entered inaccurately 
and that the wound treatments were not documented in Resident #2's medical records. The DON reported 
that the facility had changed their documentation system in July 2024, and she could not tell if some of the 
information had not transferred correctly. She stated she expected nursing staff to make sure treatments 
were entered accurately as indicated. The Administrator stated nursing staff should have documented 
Resident #2's wound treatments accurately. 
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