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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43923

Based on review of clinical record review and staff interviews, it was determined that the facility failed to 
follow physician orders for one of seven residents (Resident R2). 

Findings include:

A review of the clinical record indicated that Resident R2 was admitted to the facility on [DATE], with 
diagnosis that included paraplegia (paralysis of the legs and lower body), , polyneuropathy (condition of 
peripheral nerve are damaged), pressure ulcer of sacral, cramp and spasm. 

Review of Resident R2's Minimum Data Set (MDS - a periodic assessment of care needs) dated January 29, 
2025, revealed a Brief Interview for Mental Status (BIMS) of 15 which indicated that the resident was 
cognitively intact.

Review of Resident R2's physician orders dated January 11, 2025, indicated a wound treatment cleanse 
sacrum with soap and water, pat dry and apply foam dressing. Every evening shifts every other day for 
treatment. 

On February 25, 2025, at 10:22 a.m. an interview with the Resident R2 revealed that license nurse, 
Employee E8 came in on January 18, 2025, at 2:30 a.m. to provide a wound dressing change. Resident R2 
further reported that wound treatment didn't need to be provided at 2:30 a.m. and she already received the 
treatment a day prior after she took her shower and her dressing got wet, therefore, the license nurse, 
Employee E7 changed her wound dressing. 

A review of the nursing notes dated January 18, 2025, confirmed that the treatment was completed by the 
licensed nurse, Employee E7. The resident had requested that this nurse complete her treatment on the 
morning of January 17, 2025, at approximately 7:55 a.m. 

A review of the facility's internal investigation statement written by license nurse, Employee E8 dated 
January 18, 2025, confirmed that Employee E8 failed to followed physician orders related to the treatment 
order to be completed every other day. 
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On February 25, 2025, at 2:03 p.m., an interview with the Director of Nursing, Employee E2, confirmed that 
licensed nurse Employee E8 did not follow the physician's order by entering Resident R2's room during the 
night shift to complete a dressing treatment. The wound treatment had already been completed on January 
17, 2025, and this information was available for review in the Medication Administration Record (MAR).

28 Pa. Code: 201.14(a) Responsibility of licensee.

28 Pa. Code: 201.18(b)(1)(e)(1) Management.

28 Pa. Code: 211.12(d)(1)(2)(3)(5) Nursing services.
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