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Hillcrest Rehabilitation & Healthcare Center 100 Little Drive
Lower Burrell, PA 15068

F 0684

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** Based on 
review of facility policy, clinical record, observations, and interviews with staff and residents, the facility failed 
to provide appropriate care and treatment for a wound for one of four residents (Resident R1).Findings: 
Review of the facility Dressings, Dry/Clean policy last reviewed 2/20/25, indicated it is the facility's policy to 
verify that there is a physician order for wound care. Review the resident's care plan, current orders, and 
diagnoses to determine the if there are special resident needs. Check the treatment record. The date and 
time the dressing was changed, and the name and title (or initials) of the individuals changing the dressing, 
and the type of dressing used and wound care given must be documented in the resident's medical record. 
Review of the clinical record indicated Resident R1 was admitted to the facility on [DATE], with diagnoses of 
high blood pressure, diabetes (high sugar in the blood) and anxiety. During an interview and observation on 
10/6/25, at 9:21 a.m. Resident R1 was observed with a left forearm dressing that was undated. Resident R1 
stated someone put it on 10/4/25, and no one has changed it. Review of Resident R1's clinical record from 
9/26/25, to 10/6/25, failed to include a physician order for the resident's wound care. During an interview on 
10/6/25, at 9:23 a.m. Licensed Practical Nurse, Employee E1 confirmed Resident R1 had an undated 
dressing. RN, Employee E1 confirmed Resident R1 had a skin tear and there were no orders to clean it. 
During an interview on 10/6/25, at 9:53 a.m. the Nursing Home Administrator confirmed the facility failed to 
provide appropriate care and treatment for a wound for one of four residents (Resident R1). 28 Pa. Code: 
201.14(a) Responsibility of licensee. 28 Pa. Code: 201.18 (b)(1) Management. 28 Pa. Code: 211.10 (c)(d) 
Resident Care policies. 28 Pa. Code: 211.12 (d)(1)(2)(3)(5) Nursing services.
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