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675717 10/27/2025

San Rafael Nursing and Rehabiliation 3050 Sunnybrook Rd
Corpus Chrisit, TX 78415

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure that residents received treatment and 
care in accordance with professional standards of practice and the comprehensive person-centered care 
plan, for one resident (Resident #5) of three residents reviewed for skin irregularities. When Resident #5 was 
readmitted into the facility on [DATE], LVN E failed to complete a thorough and accurate head-to-toe 
assessment that included assessing what was under Resident #5's right arm dressing/bandage. This failure 
could compromise a resident's skin integrity, which could increase the risk for progressive skin complications. 
Record review of the Resident #5's admission Record dated 10/24/2025 revealed Resident # 5 was a [AGE] 
year-old male who was initially admitted on [DATE] and readmitted on [DATE]. Resident #5 was admitted 
with multiple diagnoses which included: cerebral infarction (stroke), muscle wasting and atrophy, intellectual 
disabilities, hemiplegia (paralysis of a limb) and hemiparesis (weakness of a limb). Record review of 
Resident #5's care plan date initiated 10/02/2025 revealed The resident has actual impairment to skin 
integrity of the Right antecubital fossa r/t Coban wrap. Goal: the resident's minor skin injury of the right 
antecubital fossa will be healed by the next review date. Interventions: encourage good nutrition and 
hydration in order to promote healthier skin, follow facility protocols for treatment of injury, identify/document 
potential causative factors and eliminate/resolve where possible, monitor the site for infection for 72hours.
Record review of Resident #5's MDS Quarterly dated 10/13/2025 revealed, Resident #5 had a BIMS score of 
15 which indicated intact cognition. Additionally, Resident #5 needed setup/cleanup assistance with the 
majority of his ADLs. Resident #5 was not coded for major skin irregularity or wounds. Record review of 
Resident #5's progress notes from 09/17/2025 through 09/25/2025 revealed no mention or assessment of 
Resident #5's arm. Record review of Resident #5's progress note dated 09/26/2025 at 15:32 (3:32PM) the 
LMSW documented LMSW spoke to resident to follow up with him regarding the Coban wrap left on his 
forearm. During an interview and observation on 10/24/2025 at 11:38AM Resident #5 stated he recalled an 
incident where a bandage was left on his arm for days and felt tight, however he could not recall the date of 
the incident. Resident #5 stated he had no concerns about the dressing issue and verbalized no concerns. 
Upon initial observation, Resident #5 had no visible sign of skin irregularities on his arms. During a phone 
interview on 10/24/2025 at 12:47PM the local area advocate ([NAME]) stated she was notified by a family 
member regarding a complaint that Resident #5 had a dressing on his arm for roughly 8 days without any 
clinical staff member assessing underneath the dressing. The [NAME] stated when she arrived in the facility 
on either 9/24/2025 or 9/25/2025, she entered Resident #5's room and saw Resident #5 with a neutral color 
dressing to elbow, with red discoloration to the very same area. The [NAME] stated while she spoke to 
Resident #5, he never exhibited any sign or symptom of distress and was very pleasant. The [NAME] stated 
she conversed with Resident #5 and found no immediate concerns for Resident #5 and left the facility. 
During an interview on 10/24/2025 at 1:43PM, LVN E stated while the administrator was present, that she 
requested the administrator to be present during the interview. LVN E stated when Resident #5 returned to 
the facility roughly after lunch around 12:30pm-1:30pm on 09/17/2025. LVN E stated she recalled Resident 
#5 entering the facility on a stretcher and noticed he had a beige colored dressing/covering on Resident #5's 
arm but could not recall which arm. LVN E stated she worked at least 4-5 days between 
09/17/2025-09/24/2025 and asked on 09/17/2025 and 9/18/2025 to observe what was underneath the 
bandage/dressing, but Resident #5 was resistant to care. LVN E stated in-hindsight she should have 
advocated to see what was under the bandage/dressing as not only part of her professional scope of 
practice but also to ensure there were no negative or immediate concerns for skin irregularities. LVN E 
stated her concern with Coban dressings was if the dressing was too tight, there could be a loss of blood 
circulation, skin irritation, and/or possible wound, but reiterated Resident #5 never expressed or exhibited 
any sign or symptoms of distress or concern. LVN E stated she should have conducted a more thorough 
head-to-toe assessment to ensure there were no concerning irregularities; however verbalized Resident #5 
did not exhibit or express anything of a compromising nature regarding any skin irregularities. LVN E stated 
going forward; she will advocate in a more assertive manner when conducting a head-to-toe assessment as 
a precautionary intervention, to ensure the well-being of all her patients. LVN E stated she attended an 
in-service regarding removing Coban dressing upon all assessments. LVN E stated roughly after 09/22/2025 
she observed Resident #5 with slight redness to his forearm and reiterated going forward; she will complete 
a thorough head-to-toe assessment for any newly admitted /readmitted resident. During an interview on 
10/25/2025 at 4:00PM, the DON stated LVN E should have completed a thorough head-to-toe assessment 
when Resident #5 was readmitted into the facility. The DON stated these types of thorough assessments are 
to ensure there are no concerning skin irregularities and if any skin irregularities are observed, the facility 
would enact a plan to mitigate any progression of those skin irregularities. The DON stated all staff members 
have been in-serviced and educated regarding the facility's expectation that all clinical nursing staff members 
are to observe and assess underneath all dressings and Coban dressings as a preventative measure to 
ensure the well-being and skin integrity of all residents. The DON stated had the dressing been too tight, or if 
there was a skin irregularity under the dressing, there could be a loss of circulation, a wound progression or 
formation of infection, however reiterated there the well-being of Resident #5 was intact, and there was never 
any concern for Resident #5's skin integrity.Record reviewed the facility's Abuse &Neglect; removal of 
tourniquet/Coban in-service dated 09/25/2025 was reviewed.Record reviewed the facility's in-service 
regarding bands are to be removed on all new admissions and readmissions. If a resident refuses, make 
sure the nurse is notified-so it can be documented and care planned dated 10/17/2025 was reviewed. 
Record review of the facility's Pressure Ulcer/Skin Breakdown-Clinical Protocol revised dated April 2018 
documented, the staff/practitioner will examine the skin of newly admitted resident for evidence of existing 
pressure ulcers or other skin conditions.
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675717 10/27/2025

San Rafael Nursing and Rehabiliation 3050 Sunnybrook Rd
Corpus Chrisit, TX 78415

F 0761

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

Based on observation, interview and record review the facility failed to ensure that drugs and biologicals 
were stored in locked compartments under proper temperature controls, and permit only authorized 
personnel to have access for 1 of 2 wound treatment carts on hall 100 reviewed for storage.The 100 hall 
wound care treatment cart was found unlocked.This failure could place residents at risk of access and 
ingestion of medications or supplies not intended for them and/or misappropriation. Findings 
were:Observation on 10/21/2025, at 11:24 a.m., a wound care treatment cart was found unlocked in front of 
the 100 hall nursing station. The observation of items inside the wound care cart included: betadine solution, 
hydrogen peroxide, triple antibiotic ointment, nystatin cream, diclofenac sodium gel, iodoform packing strips, 
lidocaine cream, and a variety of bandages used for wound care treatment.During an interview on 
10/21/2025 at 11:30 a.m., LVN A verbalized the treatment cart was an extra cart and was not assigned to 
any staff member. LVN A verbalized she was unsure who used the cart last, but it is policy for the cart to be 
locked. LVN A stated if a resident accessed the items in the cart they could ingest or use the items in the 
cart. During an interview on 10/27/2025 at 9:50 a.m., the Director of Nursing (DON) stated it is the 
expectation of the facility for all staff to lock all carts including the wound care carts. The DON stated 
depending on the items in the cart the residents could have ingested or utilized the items in the cart. The 
DON stated the cart was not assigned to any staff member(s) as the cart was an extra wound care treatment 
cart.During an interview on 10/27/2025 at 9:55 a.m., the Administrator stated all carts should be locked and 
all items on the cart should be put away. The Administrator stated, depending on what is in the cart it would 
depend on what happens to a resident if they access a cart, but a resident could open an item and ingest it. 
The Administrator also stated it is not necessarily neglect or abuse, but it is against the policy and procedure 
to leave any carts unlocked.A review of the medication policy dated 2001 Medpass (revised November 2020) 
revealed #1 Drugs and biologicals used in the facility are stored in locked compartments under proper 
temperature, light, and humidity control. Only persons authorized to prepare, and administer medications 
have access to locked medication, #2 The nursing staff is responsible for maintaining medication storage, 
and preparation areas in a clean, safe and sanitary manner, and #6 Compartments, including, but not limited 
to drawers, cabinets, rooms, refrigerators, carts, and boxes containing drugs and biologicals are locked when 
not in use.
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675717 10/27/2025

San Rafael Nursing and Rehabiliation 3050 Sunnybrook Rd
Corpus Chrisit, TX 78415

F 0805

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Ensure each resident receives and the facility provides food prepared in a form designed to meet individual 
needs.

(continued on next page)

74675717

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

675717 10/27/2025

San Rafael Nursing and Rehabiliation 3050 Sunnybrook Rd
Corpus Chrisit, TX 78415

F 0805

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure menus met the needs of residents in accordance with 
established national guidelines for 1 (R#1) of 4 residents reviewed for pureed diets.The facility provided R#1 
with a whole hot dog when R#1 required a puree diet, leading to a choking incident on 10/16/25 that required 
the use of the Heimlich maneuver and resulted in anoxic brain injury. The non-compliance was identified as 
Past Non-Compliance. The Immediate Jeopardy (IJ) began on 10/16/25 and ended on 10/17/25. The facility 
corrected the non-compliance before the investigation began.This failure could place residents that require 
specialized diets at risk of choking, hospitalization, and death.Record review of the Resident #1's admission 
Record dated 10/22/25 revealed Resident #1 was a 66year old female admitted to the facility on [DATE]. 
Resident #1 was admitted with multiple diagnoses which included: unspecified dementia with agitation (a 
cognitive disorder that causes a gradual decline in a person's ability to make decisions, remember things, 
solve problems, and communicate effectively), abnormalities of gait and mobility (altered ability of walking), 
Lack of coordination, muscle wasting and atrophy (multiple sites), schizoaffective disorder (a mental health 
condition that combines symptoms of schizophrenia and a mood disorder, such as depression or bipolar 
disorder). Record review of an MDS dated [DATE] revealed Resident #1 had a BIMS score of 00 which 
indicated Resident #1 was severely cognitively impaired. The MDS also revealed Resident #1 required 
substantial assistance (helper doing more than half the effort) during meals and Resident #1 required 
mechanically altered diet (e.g. pureed food, thickened liquids). Record review of Resident #1's physician 
orders dated 10/22/2025 revealed an order for regular diet, pureed texture, and nectar consistency with start 
date of 7/17/2025. Record review of Resident #1's care plan revealed Resident #1 requires 
supervision/setup assistance by 1 staff to eat initiated 1/16/2025. Resident #1's care plan also revealed 
Resident #1 required a regular diet, pureed texture, and nectar consistency initiated on 7/18/2025. Record 
review of the Provider Investigation Report revealed on 10/16/2025 at about 6:45 p.m., CNA B provided a 
food tray to Resident #1 that was not checked by a nurse before it was sent to Resident #1's room to assist 
Resident #1 to eat. Record review of Methodist hospital Records dated 10/20/2025 revealed Resident #1's 
assessment and plan included Encephalopathy likely secondary to anoxic brain injury (not enough oxygen 
getting to the brain). Record review of statement dated 10/16/2025 written by CNA B, revealed CNA B went 
to assist Resident #1 to eat. CNA B's statement indicated she placed Resident #1's food tray on the bedside 
table and moved the tray closer to Resident #1 and that is when Resident #1 grabbed a whole hotdog from 
the plate and started eating the hotdog. CNA B's statement noted CNA B tried telling Resident #1 to hold on, 
but Resident #1's skin coloring started to change prompting CNA B to call for assistance and the ADON 
came in immediately to assist Resident #1. On 10/21/2025 attempts to contact CNA B were unsuccessful 
due to recording of disconnection of phone service. During an interview on 10/21/2025 at 3:32 p.m., the 
ADON stated on 10/16/2025 about 6:30p.m., she was called to the room of Resident #1 by CNA B and 
noticed Resident #1 was choking. The ADON stated she performed the Heimlich maneuver and performed a 
finger sweep which recovered what looked like regular texture bread and meat from the mouth of the 
resident. Resident #1 was still not breathing adequately and became unconscious. The ADON stated she 
started performing CPR, called a Code Blue, and EMS was called to the facility. During a phone interview on 
10/21/2025 at 4:38 p.m., the dietary aide stated a CNA gave the wrong texture of food to Resident #1 on the 
evening of 10/16/2025 and this caused the resident to choke. The dietary aide stated his job is to cook the 
food and to serve the correct texture. The dietary aide stated he was the first one to see the meal tickets and 
the first one to plate the food and this included the protein, the starch and the vegetables for all residents. 
The dietary aide stated Resident #1's tray should have been pureed texture. The dietary aide stated the trays 
may have gotten mixed up and possibly an alternate meal was given to the Resident #1. During an interview 
on 10/27/25 at 9:30 a.m., the kitchen manager stated he found out there was choking incident from the 
dietary aide on 10/16/2025. The Kitchen Manager stated he asked the kitchen staff what happened, and they 
stated they sent out a puree diet for Resident #1. The Kitchen Manager stated the staff members informed 
him there was multiple requests for alternate food items from the menu and the food trays may have gotten 
mixed up. The kitchen manager stated it is wrong that Resident #1 did not get the correct diet type. The 
kitchen manager stated he performed an investigation on what happened in the kitchen by interviewing staff, 
assessing meal plans, making plans of correction, ensuring plans of correction are followed completed and 
implemented. The kitchen manager stated he performed this investigation with the assistance of the DON 
and the Administrator. During an interview on 10/27/2025 at 9:50 a.m., the DON stated he was informed 
Resident #1 choked on a hotdog which ended in Resident #1 being sent out of the facility on 10/16/2025. 
The DON stated he and the Administrator investigated the incident of Resident #1 receiving a hotdog. The 
DON stated the investigation revealed the kitchen staff sent an incorrect tray out of the kitchen for Resident 
#1 that ended in Resident #1 choking and being sent to the hospital. The DON stated Resident #1's food 
should have been pureed. The DON stated it is the expectation for staff to check all trays before being 
served to all residents. The DON stated staff did not follow policy and procedure due to Resident #1 
receiving an incorrect food tray. During an interview on 10/21/2025 at 11:55 a.m., the Administrator stated he 
was informed Resident #1 choked on a hotdog in the facility the evening of 10/16/2025. The Administrator 
stated an investigation was completed and included auditing all tray tickets to confirm matching diet orders, 
collecting statements from staff members, and finding the root cause of Resident #1 receiving an incorrect 
tray. The Administrator stated the investigation revealed the kitchen sent out an incorrect tray to Resident #1. 
The Administrator stated it was expected practice for all trays to be correct when they are sent out of the 
kitchen and for all trays to be checked by a nurse before residents receive their food trays. The Administrator 
also stated all staff have been trained to ensure a nurse checks all trays before the food is served to the 
residents, including Resident #1. A review of the facility policy Therapeutic Diets dated 2001 Medpass 
(revised October 2021) revealed #1 Diet will be determined in accordance with the resident's informed 
choices, preferences, treatment goals and wishes. Diagnosis alone will not determine whether the resident is 
prescribed a therapeutic diet., #2 A therapeutic diet must be prescribed by the resident's attending physician 
(or non-physician provider). , and #4 A therapeutic diet is considered a diet ordered by a physician, 
practitioner or dietitian as part of treatment for a disease or clinical condition, to modify specific nutrients in 
the diet, or to alter the texture of a diet. Record review of facility's plan of action dated 10/16/2025 
revealed:1. The dietary staff members and C.N.A who passed the tray before the nurse could check it were 
terminated on 10/16/2025 .2. DON and ADON completed 100% audit on all tray cards to ensure they match 
physician orders was completed on 10/16/2025.3. COO completed 100% audit on all care plans for residents 
with mechanically altered diets completed on 10/16/2025.4. Administrator informed staff Hot dogs are no 
longer allowed to be served at the facility- regardless of the occasion.5. DON/ADON/Admin conducted 
education on 10/16/2025:o All dietary and direct care staff trained on how to read a tray card- Diet Type, Diet 
Texture, and Fluid ConsistencyS They should know examples of Type- Regular, Renal, LCS, No added 
SaltS They should know examples of Texture- Regular, Mechanical Soft, PureedS They should know 
examples of Fluid Consistency- Thin, Nectar, Honeyo All dietary and direct care staff in-serviced on the 
requirement of a nurse checking the tray cards versus what is on the tray prior to CNA's serving them. The 
CNA's need to be the second check prior to service residents' tray to verify it matches.o All dietary staff and 
Charge Nurses in-serviced on process not allowed to give food to staff for a resident unless the nurse is the 
one who comes and asks for it.o When and how to do the Heimlich.o All direct care staff in-serviced on Code 
Blue and what to do when there has been a Change of Condition.*Anyone hired after 10/16/2025 will not 
work the floor until education has been received 6. Ad Hoc QAPI conducted with IDT team and Medical 
Director.7. Menu reviewed to remove hot dog, sausage, grapes, raw carrots, cherry tomatoes, hard candy, 
nuts, and peanut butter. Dietitian informed of changes. Monitoring Actions: -Admin/DON/ or ADON will audit 
breakfast, lunch, and dinner service weekly to ensure process is being followed.-Admin/DON/or ADON will 
review tray cards weekly to ensure they match physician orders. Record review of in-service dated 
10/17/2025 revealed 112 staff in-serviced. In-service topics: tray ticket auditing, facility will no longer serve 
hotdogs, all food items will be served by dietary, Charge nurses to check tray tickets prior to passing out 
trays and performing the Heimlich maneuver. Record review of in-service dated 10/17/2025 revealed 14 
dietary staff in-serviced. In-service topics: meal trays are to be signed/initialed after the nurse has verified 
that the diet, texture and liquid consistency is correct, if a resident is requesting anything extra from the 
kitchen, the nurse will have to request it. If a resident is requesting an alternative: a) the nurse will have to 
request the alternative, b) verify the diet, texture and liquid consistency, and sign/initial the tray ticket when 
the alternative has been verified. Observation of lunch and dinner service on 10/23/2025 revealed kitchen 
staff matching tray tickets to the diet type listed on meal tickets for the 100 hall, nurses verified and initialed 
all meal trays on the cart for the 100 hall, and one pureed diet tray sent back to the kitchen upon request for 
an alternative meal and nurse verified by initialing meal ticket that a pureed diet was provided to the resident 
by matching the ticket with the food type.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to maintain clinical records in accordance with accepted 
professional standards of practice, that were complete and accurately documented, for one resident 
(Resident #5) of three residents reviewed for total body skin assessment documentation. 1. When Resident 
#5 was readmitted into the facility on [DATE], LVN E failed to document a bandage on Resident #5's 
forearm/elbow area. 2. When Resident #5's skin irregularity was assessed on 09/25/2025, LVN F failed to 
document and detail the right arm skin impairment. These failures could affect residents who require care 
and monitoring and place them at risk of not receiving the care and services to meet their needs. Record 
review of the Resident #5's admission Record dated 10/24/2025 revealed Resident # 5 was a [AGE] year-old 
male who was initially admitted on [DATE] and readmitted on [DATE]. Resident #5 was admitted with 
multiple diagnoses which included: cerebral infarction (stroke), muscle wasting and atrophy, intellectual 
disabilities, hemiplegia (paralysis of a limb) and hemiparesis (weakness of a limb).Record review of Resident 
#5's care plan date initiated 10/02/2025 revealed The resident has actual impairment to skin integrity of the 
Right antecubital fossa r/t Coban wrap. Goal: the resident's minor skin injury of the right antecubital fossa will 
be healed by next review date. Interventions: encourage good nutrition and hydration in order to promote 
healthier skin, follow facility protocols for treatment of injury, identify/document potential causative factors 
and eliminate/resolve where possible, monitor the site for infection for 72hours.Record review of MDS 
Quarterly dated 10/13/2025 revealed Resident #5 had a BIMS score of 15 which indicated intact cognition. 
Additionally, Resident #5 needed setup/cleanup assistance with majority of his ADLs. Resident #5 was not 
coded for major skin irregularity or wound.Record review of Resident #5's Nursing Skin Observation Tool 
dated 09/25/2025 revealed LVN F documented Redness noted to right forearmDuring a phone interview on 
10/24/2025 at 12:47PM the local area advocate ([NAME]) stated she was notified by a family member 
regarding a complaint that Resident #5 had a dressing on his arm for roughly 8 days without any clinical staff 
member assessing underneath the dressing. The [NAME] stated when she arrived in the facility on either 
9/24/2025 or 9/25/2025, she entered Resident #5's room and saw Resident #5 with a neutral color dressing 
to elbow, with red discoloration to the very same area. The [NAME] stated while she spoke to Resident #5, 
he never exhibited any sign or symptom of distress and was very pleasant. The [NAME] stated she 
conversed with Resident #5 and found no immediate concerns for Resident #5 and left the facility.During an 
interview on 10/24/2025 at 1:43PM, LVN E stated, while the administrator was present, that she requested 
the administrator to be present during the interview. LVN E stated she did not document her observation of 
Resident #5's right arm bandage/dressing on 09/17/2025 because she did not think that it warranted 
documentation. LVN E stated in hindsight she should have documented her observation as an effort to 
ensure Resident #5's well-being. LVN E stated as part of her professional scope of practice documentation 
would aid in monitoring any irregularities but reiterated there were no negative outcomes due to her lack of 
documentation of Resident #5's bandage on 09/17/2025. LVN E stated there was no negative outcome due 
to her actions, however stated going forward she will document all her observations when she conducts her 
head-to-toe assessments. LVN E stated she attended a facility in-service on 09/25/2025 regarding 
documentation, refusals, measurement, and description of skin integrities. During an interview on 10/25/2025 
at 11:07AM LVN F interviewed with ADON A present. LVN F stated she recalled Resident #5's right forearm 
discoloration on 09/25/2025. LVN F stated Resident #5 had some redness to his right arm, and within the 
general antecubital area, there appeared a straight line, roughly 2-3 inches in diameter. LVN F stated she did 
not observe any other discoloration to Resident #5 extremities. LVN F stated she did not place the details of 
what she saw in the note as she did not think to document it in a note. LVN F stated details like 
measurements, would help her assessment to ensure skin irregularities were not getting worse. LVN F 
stated by documenting her assessment findings, this documentation would aid in avoiding infections and 
ensure the safety and well-being of all her residents. LVN F stated she is more vigilant now, and thoroughly 
intentional with her observation documentation. LVN F stated there was no negative outcome to her lack of 
documentation for Resident #5.During an interview on 10/25/2025 at 4:00PM the DON stated, LVN E should 
have documented her observation of Resident #5's bandage on 09/17/2025, and furthermore LVN F should 
have documented her 09/25/2025 detailed assessment regarding Resident #5 skin impairment. THE DON 
stated the expectation of the facility was to document and detail all observational findings with as much detail 
including measurement and descriptive verbiage. The DON stated documentation should include 
measurements, description of injury, any odors, color, and if skin is blanchable. The DON stated 
documentation is an effort to ensure the safety of all residents and a way to monitor any irregularities. The 
DON stated the clinical staff, in no way, compromised the wellbeing of Resident #5, but going forward the 
staff have been in-serviced on the facility's expectation to document all observational findings.Record review 
of the facility's documentation, refusals, measurements, and description of skin integrity in-service dated 
09/25/2025 was reviewed.Record review of the facility's Pressure Ulcers/Skin Breakdown-Clinical Protocol 
revised April 2018 documented, 2. In addition, the nurse/physician shall describe and document/report the 
following: a. Full data collection of pressure sore including location, stage, length, width and depth, presence 
of exudates or necrotic tissue.
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