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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review the facility did not ensure residents with non-pressure wounds 
received treatment and care in accordance with professional standards of practice for 1 (R6) of 1 residents 
with a non-pressure wound; and based on interview and record review the facility did not thoroughly 
complete neurological checks in accordance with professional standards of practice for 1 (R4) of 2 residents 
reviewed for unwitnessed falls.*R6 has a diagnosis of diabetes and a care plan intervention to inspect feet 
daily for open areas, sores, pressure areas, blisters, edema or redness. Facility did not provide 
documentation that daily foot checks were being completed. R6 developed a right heel diabetic wound on 
9/22/25. R6's wound MD ordered a treatment that was not put in place by facility staff. Facility staff did not 
document any additional wound assessments and did not document the completion of wound care after 
9/22/25. On 10/9/25, Surveyor observed R6's right heel and noted R6's heel wound had resolved.*R4 
sustained unwitnessed falls on 8/18/25, 9/10/25 and 9/18/25. R4's neurological checks after the unwitnessed 
falls were not always thoroughly documented as completed and some checks were missing.Findings 
include:The facility policy dated September 2025 and titled, Pressure injury and skin impairment prevention 
and management , documents, in part: [The facility] is committed to providing a comprehensive pressure 
injury and skin impairment prevention and management program that is consistent with professional 
standards of practice to promote the resident's highest level of functioning and well-being. The goal is that all 
residents receive prompt assessment and treatment for all skin conditions. Ongoing Assessment for Risk of 
Wound Development. Any patients/residents living with Diabetes will have foot checks every evening by the 
[Certified Nursing Assistant] or designee. Ongoing Assessment of Wound Status: Weekly comprehensive 
wound assessment will be completed and documented in [electronic medical record] skin and wound 
application by. [Wound Care Certified Nurse]/designee or by . wound physician. The assessment should 
include at least the following parameters: Location of wound. Length, width, and depth measurements. 
Appearance of the wound base. Wound Care Rounds are completed weekly and as needed.1.) R6 was 
admitted to the facility on [DATE] with diagnosis that include paraplegia, Type 2 Diabetes, and End stage 
renal disease requiring renal dialysis.R6's Quarterly Minimum Data Set (MDS) assessment dated [DATE] 
documents R6 is cognitively intact. R6 is dependent on staff for toileting, bathing and transfers. The MDS 
documents that R6 is at risk for pressure injuries but that R6 did not have any pressure injuries, or any other 
non-pressure wounds.R6's Type 2 Diabetes care plan initiated on 4/9/23 documents the following pertinent 
intervention: Inspect feet daily for open areas, sores, pressure areas, blisters, edema or redness.Surveyor 
reviewed R6's physician orders and noted R6 did not have a physician order for foot checks daily. Surveyor 
reviewed R6's Treatment Administration Record (TAR) and noted R6 did not have documentation that foot 
checks were being completed daily. Surveyor reviewed R6's Certified Nursing Assistant (CNA) Kardex and 
noted daily foot checks were not documented on the CNA-Kardex to alert CNAs to check R6's feet.On 
10/8/25 at 8:20 AM, Surveyor interviewed Licensed Practical Nurse (LPN)-D. Surveyor asked if a diabetic 
resident should have foot checks. LPN-D stated yes, they do get foot checks. Surveyor asked how often. 
LPN-D stated LPN-D thinks it should be once a week. LPN-D stated that if a resident is receiving any 
treatment on their feet, they would get daily foot checks. LPN-D stated that the foot check is documented in 
the TAR.Surveyor noted LPN-D stated that foot checks are completed weekly instead of daily. Surveyor 
noted the facility policy and R6's care plan documents that diabetics should have their feet checked daily.On 
10/8/25 at 1:35 PM, Surveyor interviewed Director of Nursing (DON)-B. Surveyor asked if Diabetic residents 
should have foot checks. DON-B stated yes. Surveyor asked how often. DON-B stated weekly. Surveyor 
asked if foot checks should be done daily. DON-B stated there is a resident at the facility who does get daily 
foot checks. Surveyor asked where foot checks would be documented. DON-B stated the checks are 
documented in the TAR. Surveyor asked if foot checks should be an MD order. DON-B stated that staff 
would need a MD order to document the foot check in the TAR. Surveyor asked if foot checks should be on 
the diabetic care plan. DON-B stated yes.Surveyor noted that R6's diabetic care plan documented that R6 
should have foot checks daily. Surveyor noted R6 did not have an MD order for foot checks and noted the 
facility did not provide documentation that foot checks were being completed daily per R6's care plan.R6's 
potential for pressure ulcer development care plan initiated on 8/10/22 documents the following pertinent 
interventions: Follow facility policies/protocols for the prevention/treatment of skin breakdown. The resident 
requires pressure relieving/reducing device . in bed [and wheelchair] cushion in chair.R6's [Activities of Daily 
Living] care plan initiated on 4/13/22 documents the following pertinent interventions: Encourage [R6] to wear 
prevalon boots. [R6] often declines prevalon boots and prefers pillow under [both] legs and feet. Remind R6 
to float heels.R6's Skin Impairment/Wound Form entered by LPN-E and locked by LPN-F, dated 9/22/25 
documents, in part: Does the resident have a pressure injury? Yes. Location- Right heel. Stage of pressure 
injury-Unstageable Pressure injury- Obscured full-thickness skin and tissue loss. Measurement of Wound 1 x 
1.5 x 0. 100% granulation. Skin prep to right heel. Open to air.R6's Wound Physician note dated 9/22/25 
documents, in part: . Chief complaint- Patient has a wound on R6's right plantar heel. Diabetic wound of the 
right plantar heel undetermined thickness. Wound size- 1 x 1.5 x Depth is unmeasurable due to presence of 
dried fibrinous exudate (scab). Debridement attempted but aborted due to pain. Dressing treatment plan- 
Skin prep apply once daily and as needed: if saturated soiled or dislodged.Surveyor reviewed R6's MD 
orders and noted a treatment order for R6's right heel was not put in place after the wound physician ordered 
it. Surveyor noted facility staff documented an unstageable pressure injury, and the Wound Physician 
documented a Diabetic wound.On 10/7/25 at 2:15 PM, Surveyor interviewed LPN-F. Surveyor asked if 
LPN-F had assessed and documented a wound on R6's right heel. LPN-F stated that LPN-F is an agency 
staff member and is not at the facility much. LPN-F stated that LPN-F has not completed any wound 
assessments for R6. LPN-F stated that LPN-F did lock the wound assessment documentation because it 
was open, but LPN-F did not assess or document the wound.On 10/7/25 at 2:20 PM, Surveyor interviewed 
LPN-E who is serving as the facility wound nurse and overseen by the Director of Nursing (DON)-B. 
Surveyor asked if R6 had an active wound. LPN-E stated yes. LPN-E indicated that R6 did have a heel 
wound. LPN-E stated that LPN-E did not know when R6's heel wound started off the top of LPN-E's head. 
Surveyor asked when a treatment for a wound should start. LPN-E stated a treatment should start right 
away. Surveyor asked who puts the MD orders in after the wound physician recommends them. LPN-E 
stated that LPN-E or DON-B would put the orders in so facility staff know what treatment needs to be done.
On 10/8/25 at 1:35 PM, Surveyor interviewed DON-B. Surveyor asked why there is a discrepancy between 
what facility staff documented and what the wound physician documented about R6's wound that started on 
9/22/25. DON-B stated that LPN-E entered the initial wound assessment. DON-B's involvement in the facility 
wound program is to oversee LPN-E. DON-B stated that typically DON-B will review what the wound 
physician documents and what LPN-E documents. From there if anything is incorrect, DON-B will correct the 
documentation or if correct, DON-B will lock the facility wound note. DON-B stated that LPN-F locked the 
wound note before DON-B was able to review the documentation. DON-B stated once the note is locked, 
you can not alter the note at all. DON-B stated that DON-B reviewed the wound physician note and was 
following what the wound physician documented. Surveyor asked when a treatment for a wound should be in 
place. DON-B stated within 24 hours of development. Surveyor asked why R6's wound physician order was 
not entered into R6's electronic medical record. DON-B stated that LPN-E would have put that order in. 
DON-B stated that DON-B would speak to LPN-E and get back to Surveyor.DON-B did not return to 
Surveyor about the treatment order.R6's 9/29/25 and 10/6/25 Wound Physician note documents: The 
patients visit has been rescheduled. Out on appointment.Surveyor reviewed R6's Electronic Medical record 
and noted the facility did not document a thorough wound assessment with measurements any time after 
9/22/25. In addition, the facility did not document any wound treatment after 9/22/25.On 10/7/25 at 2:20 PM, 
Surveyor interviewed LPN-E. Surveyor asked if the wound physician had evaluated or assessed R6's wound 
since 9/22/25. LPN-E stated that the wound physician comes every Monday morning for wound rounds. 
LPN-E stated that R6 received dialysis off site every Monday, Wednesday and Friday. LPN-E indicated that 
R6 has been out of the building during wound rounds since the development of the wound. Surveyor asked if 
there is a process in place for residents to still have a wound assessment. LPN-E stated no process for that 
particular day. The wound is just not seen or assessed by the wound physician.On 10/8/25 at 1:35 PM, 
Surveyor interviewed DON-B. Surveyor asked how often wound assessments and measurements should be 
completed. DON-B stated weekly. Surveyor informed DON-B that R6's wound was initially found on 9/22/25 
and there is not documentation that the wound was assessed and measured since 9/22/25. DON-B stated 
that R6 was out of the facility at dialysis when the wound physician did wound rounds the last couple weeks. 
Surveyor asked if there is a process in place for the wound to be assessed and measured if R6 misses the 
wound physician. DON-B stated that LPN-E would usually complete the assessment and measurement the 
next day or if LPN-E cannot, then DON-B would. Surveyor noted that despite a plan that LPN-E or DON-B 
would assess R6's wound if wound rounds are missed due to dialysis, R6's wound had not been assessed or 
treated since development.On 10/9/25 at 8:25 AM, Surveyor observed R6 on R6's left side in bed. R6 had 
R6's heels elevated on pillows and was on a functional air mattress. LPN-E lifted R6's right leg to visualize 
R6's heel. LPN-E pointed to the area on R6's right heel where the wound was found on 9/22/25. Surveyor 
noted R6's heel wound had resolved.On 10/9/25 at 8:40 AM, Surveyor informed Nursing Home Administrator 
(NHA)-A of the concerns R6's diabetic care plan documents R6 should have foot checks daily. The facility 
did not provide documentation that foot checks are being completed daily. R6 developed a diabetic wound 
on 9/22/25. Facility staff documented the wound as a pressure injury and the wound physician documented 
the wound as a diabetic wound. The treatment prescribed by the wound physician was not implemented or 
documented as completed by facility staff since 9/22/25. R6's wound had not been assessed and measured 
by facility staff since 9/22/25. Surveyor noted that R6's wound has since healed. NHA-A stated that the silver 
lining is the wound is healed but NHA-A stated that NHA-A will speak to DON-B to make sure that this is 
corrected. No additional information was provided.2.) The facility's policy and procedure titled Neurological 
Status Evaluation dated 7/1/2025 documents under the Purpose section: Neurological assessment will be 
performed by a licensed nurse when resident status warrants, such as head injury, possible stroke, and/or 
unwitnessed fall to identify a change in condition related to a possible head injury or otherwise upon 
physician order.Under the Procedure section it documents:: 4. Neurological Assessments should be 
performed as follows unless otherwise ordered by the attending physician. The schedule is:-every 15 
minutes times 4; followed by every 30 minutes times; followed by every 1-hour times 4; followed by every 4 
hours times 4; followed by every 8 hours times 65. When performing a neurological assessment, record the 
assessment data on th Neurological Status Evaluation:-Blood pressure usually increases with widening pulse 
pressure with intracranial bleed.-Check pupil reaction-Determine motor ability.- Indicate if resident obeys 
commands.-Withdraws, reacts to pain, or has no response.-Determine sensation in extremities.- Have 
resident smile to determine if there is any facial drooping.R4 was admitted to the facility on [DATE] with a 
diagnosis of end stage renal disease requiring hemodialysis, right below knee amputation and diabetes 
mellitus. R4's admission Minimum Data Set (MDS) assessment completed on 7/4/25, assesses that R4 has 
no cognitive impairment and requires staff assistance. The MDS also documents that R4 is at a risk for falls.
On 8/18/25 at 11;00 AM R4 had an unwitnessed fall in a common area from their wheelchair. R4 had no 
injuries. Due to the fall being unwitnessed, neurological evaluations were implemented. R4's Neurological 
Flow Sheet documents does not have assessment data for the following dates and times:-8/18/25 speech 
section for 12:00 PM, 12:15 PM, 12:30 PM, 1:00 PM, 1:30 PM, 2:00 PM, 2:30 PM, 3:30 PM, 4:30 PM, 5:30 
PM, 6:30 PM and 10:30 PM. -8/21/25 for 6:30 AM, 2:30 PM, and 10:30 PM-8/22/25 for 6:30 AM and 2:30 PM.
-8/18/25 at 10:30 PM the Level of Consciousness (LOC) section was left blank. -8/19/25 at 2:30 AM. -8/21/25 
at 6:30 AM, 2:30 PM, and 10:30 PM. -8/22/25 at 6:30 AM and 2:30 PM.-8/18/25 at 10:30 PM-8/19/25 at 2:30 
AM. -8/21/25 at 6:30 AM, 2:30 PM and 10:30 PM.-8/22/25 at 6:30 AM and 2:30 PM.On 9/10/25 at 4:25 AM 
R4 had an unwitnessed fall from their bed. R4 had no injuries. Due to being unwitnessed, a neurological 
evaluation was implemented. R4's Neurological Flow Sheet documents does not have assessment data for:- 
9/11/25 at, 3:00 AM and 7:00 PM; for LOC, speech, pupil reaction and hand grasps. -- 9/12/25 at 3:00 AM for 
LOC, pupil reaction and hand grasps.On 9/18/25 at 1:00 PM had an unwitnessed fall transferring from the 
bed to the wheelchair. R4 had no injuries. Due to being unwitnessed, a neurological evaluation was 
implemented. R4Neurological Flow Sheet documents does not have assessment data for:- 9/18/25 at 1:30 
PM, 1:45 PM, 6:45 PM and 7:45 PM; for LOC, pupil reaction and hand grasps. There is no document for 
every 4 hours times 4, followed by every 8 hours times 4.On 10/8/25, at 8:26 AM, Surveyor interviewed the 
Director of Nurses (DON) -B regarding the above falls from R4. DON-B stated they would expect the 
neurological assessments to be completed after each [NAME] 10/8/25, at 9:40 AM, the Nursing Home 
Administrator (NHA) -A, spoke with Surveyor and provided the facility's policy and procedure. No additional 
neurological assessments were provided.
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