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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, interviews, and record review, the facility failed to ensure based on the comprehensive
assessment of a resident, that residents received treatment and care in accordance with professional

Residents Affected - Some standards of practice, the comprehensive person-centered care plan, and the residents' choices for two

(Resident #1 and Resident #2) of five residents reviewed for quality of care.

The facility failed to document wound care treatments for Resident #1's right calf (11 times) and Resident
#2's left and right heels (4 times) according to physician orders in the months of May and June 2025.

This failure could place residents at risk of not receiving appropriate care and treatment and/or a decline in
health.

Findings included:

Review of Resident #1's undated face sheet reflected a [AGE] year-old male who was admitted to the facility
on [DATE] with diagnoses including personal history of traumatic brain injury, type Il diabetes, and venous
insufficiency (the flow of blood through the veins is impaired).

Review of Resident #1's quarterly MDS assessment, dated 04/27/25 reflected a BIMS score of 15, indicating
he was cognitively intact. Section M (Skin Conditions) reflected Resident #1 was at risk of developing
pressure ulcers/injuries.

Review of Resident #1's quarterly care plan, dated 04/09/25, reflected he had a post-surgical wound to his
right calf with an intervention of treating it as ordered.

Review of Resident #1's physician order dated 03/27/25 reflected, Wound care - post surgical wound of right
calf - cleanse wound with w/c, pat dry, soften Hydrofera Blue with wound cleaner, and apply to wound bed,
cover with ABD pad, and wrap with Kerlix every day [sic] shift for wound care start date 03/28/25.

Review of Resident #1's TAR for May 2025 reflected the wound care to the post-surgical wound of the right
calf was not documented as completed on 05/03/25, 05/04/25, 05/10/25, 05/11/25, 05/14/25, 05/17/25,
05/18/25, 05/24/25, and 05/31/25.

Review of Resident #1's TAR for June 2025 reflected the wound care to the post-surgical wound of the right
calf was not documented as completed on 06/07/25 and 06/08/25.
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

An observation on 06/11/25 at 11:19 AM revealed Resident #1 lying in bed as the WCN treated the wound
on his right calf. The wound bed was pink/red, and the edges were clean. There was no drainage or foul odor
noted.

Review of Resident #2's undated face sheet reflected a [AGE] year-old male who was admitted to the facility
on [DATE] with diagnoses including type Il diabetes, muscle weakness, chronic kidney disease, and
hemiplegia (paralysis on one side of the body) and hemiparesis (weakness on one side of the body)
following a stroke.

Review of Resident #2's quarterly MDS assessment, dated 05/29/25, reflected a BIMS of 13, indicating he
was coghnitively intact. Section M (Skin conditions) reflected he was at risk of developing pressure
ulcers/injuries and had one or more unhealed pressure ulcers/injuries.

Review of Resident #2's quarterly care plan, dated 02/07/25, reflected he had a DTI to his left and right heels
with an intervention of providing treatment as ordered.

Review of Resident #2's physician's order dated 05/20/25 reflected, Wound care - Stage 4 right heel -
cleanse wound with w/c, pat dry, apply collagen sheet to wound bed, cover with ABD pad, wrap with Kerlix
daily every day [sic] shift for wound care. Start date 05/21/25.

Review of Resident #2's physician's order dated 05/20/25 reflected, Wound care - Stage 4 left heel - cleanse
wound with w/c, pat dry, apply collagen sheet to wound bed, cover with ABD pad, wrap with Kerlix daily
every day [sic] shift for wound care. Start date 05/21/25.

Review of Resident #2's TAR for May 2025, reflected the wound care for both the right and left heels was not
documented as completed on 06/25/25 and 05/31/25.

Review of Resident #2's TAR for June 2025, reflected the wound care for both the right and left heels was
not documented as completed on 06/01/25 and 06/07/25.

An observation and interview on 06/11/25 at 4:08 PM, revealed Resident #2 sitting up in his bed. Resident
#1 stated the staff provided frequent wound care and he believed his wounds were improving.

During an interview on 06/11/25 at 1:52 PM, the ADM stated she expected wound care to be completed and
documented accurately by the nurse. She stated the administrative team was responsible to monitor
documentation.

During an interview on 06/11/25 at 2:26 PM, LVN A stated treatments were documented in the medical
record when the treatment was completed. He stated if a treatment was not completed, he marked it as not
completed and entered the code number for the reason it was not completed. He stated if a treatment was
not documented on the TAR, that meant the treatment was not done. He stated if documentation was not
accurate, you may not have been able to assess the effectiveness of interventions, or the resident may not
have received the intended care.

During an interview on 06/11/25 at 2:40 PM, RN B stated the nurses were expected to complete the
treatments on their assigned residents. She stated the treatments should have been documented in the
medical record when it was completed. She stated a blank on the TAR indicated the treatment was not
completed.
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F 0684 During an interview on 06/11/25 at 3:10 PM, the DON stated she expected the nurses followed the
physicians' orders. She stated if the order was for a daily treatment, she expected the treatment to be

Level of Harm - Minimal harm or completed daily. She stated she expected treatments to be documented when done so the nurse would not

potential for actual harm get distracted or forget to go back later to document. She stated it was her second day at the facility and she

was not yet familiar with all the monitoring systems in place.
Residents Affected - Some
During an interview on 06/11/25 at 4:16 PM, the ADM stated the facility did not have a policy specific to
documentation.

Review of the facility policy titled Wound Care dated Qtr. 3, 2024, reflected in part, Documentation. The
following information may be recorded in the resident's medical record, if applicable: 1. The type of wound
care given. 2. The date and time the wound care was given . 4. The name and title of the individual
performing the wound care . 9.

If the resident refused the treatment and the reason(s) why. 10. The signature and title of the person
recording the data .
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F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

potential for actual harm interview and record review, the facility failed to ensure residents received necessary treatment and services,
consistent with professional standards of practice to promote wound healing and to prevent new pressure
Residents Affected - Some ulcers from developing for one ( Resident #2) of five residents reviewed for pressure injuries.

The facility failed to conduct wound care treatments for Resident #2's left and right heels (4 times) according
to physician orders in the months of May and June 2025.

This failure could place residents at risk of not receiving appropriate care and treatment and/or a decline in
health.

Findings included:

Review of Resident #2's undated face sheet reflected a [AGE] year-old male who was admitted to the facility
on [DATE] with diagnoses including type Il diabetes, muscle weakness, chronic kidney disease, and
hemiplegia (paralysis on one side of the body) and hemiparesis (weakness on one side of the body)
following a stroke.

Review of Resident #2's quarterly MDS assessment, dated 05/29/25, reflected a BIMS of 13, indicating he
was coghnitively intact. Section M (Skin conditions) reflected he was at risk of developing pressure
ulcers/injuries and had one or more unhealed pressure ulcers/injuries.

Review of Resident #2's quarterly care plan, dated 02/07/25, reflected he had a DTl to his left and right heels
with an intervention of providing treatment as ordered.

Review of Resident #2's physician's order dated 05/20/25 reflected, Wound care - Stage 4 right heel -
cleanse wound with w/c, pat dry, apply collagen sheet to wound bed, cover with ABD pad, wrap with Kerlix
daily every day [sic] shift for wound care. Start date 05/21/25.

Review of Resident #2's physician's order dated 05/20/25 reflected, Wound care - Stage 4 left heel - cleanse
wound with w/c, pat dry, apply collagen sheet to wound bed, cover with ABD pad, wrap with Kerlix daily
every day [sic] shift for wound care. Start date 05/21/25.

Review of Resident #2's TAR for May 2025, reflected the wound care for both the right and left heels was not
documented as completed on 06/25/25 and 05/31/25.

Review of Resident #2's TAR for June 2025, reflected the wound care for both the right and left heels was
not documented as completed on 06/01/25 and 06/07/25.

An observation and interview on 06/11/25 at 4:08 PM, revealed Resident #2 sitting up in his bed. Resident
#1 stated the staff provided frequent wound care and he believed his wounds were improving.

During an interview on 06/11/25 at 1:52 PM, the ADM stated she expected wound care to be completed and
documented accurately by the nurse. She stated the administrative team was responsible to monitor
documentation.
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F 0686 During an interview on 06/11/25 at 2:26 PM, LVN A stated treatments were documented in the medical
record when the treatment was completed. He stated if a treatment was not completed, he marked it as not
Level of Harm - Minimal harm or completed and entered the code number for the reason it was not completed. He stated if a treatment was
potential for actual harm not documented on the TAR, that meant the treatment was not done. He stated if documentation was not
accurate, you may not have been able to assess the effectiveness of interventions, or the resident may not
Residents Affected - Some have received the intended care.

During an interview on 06/11/25 at 2:40 PM, RN B stated the nurses were expected to complete the
treatments on their assigned residents. She stated the treatments should have been documented in the
medical record when it was completed. She stated a blank on the TAR indicated the treatment was not
completed.

During an interview on 06/11/25 at 3:10 PM, the DON stated she expected the nurses followed the
physicians' orders. She stated if the order was for a daily treatment, she expected the treatment to be
completed daily. She stated she expected treatments to be documented when done so the nurse would not
get distracted or forget to go back later to document. She stated it was her second day at the facility and she
was not yet familiar with all the monitoring systems in place.

Review of the facility policy titled Wound Care dated Qtr. 3, 2024, reflected in part, Documentation. The
following information may be recorded in the resident's medical record, if applicable: 1. The type of wound
care given. 2. The date and time the wound care was given . 4. The name and title of the individual
performing the wound care . 9. If the resident refused the treatment and the reason(s) why. 10. The signature
and title of the person recording the data .
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